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A 000

An Assisted Living Facility standard biennial
licensure survey was conducted on 2012
Pleasant Retirement Home, Inc., had licensure
deficiencies found at the time of the visit

A 004
58=G

58A-5.016 FAC Licensure - Requirements AQ04
License Requirements.

(1) SERVICE PROHIBITION. An ALF may not
hold itself out to the public as providing any
service other than a service for which it is
ficensed to provide.

(2) LICENSE TRANSFER PROHIBITION
Licenses are not transferable. Whenever a facility
is sold or ownership is transferred, including
leasing, the transferor and transferee must
comply with the provisions of Section 429.41,
£.S., and the transferee must submit a change of
ownership license application pursuant to Rule
58A-5.014, FAC

(3) CHANGE IN USE OF SPACE REQUIRING
CENTRAL OFFICE APPROVAL. A change in the |
use of space that increases or decreases a :
facility ' s capacity shall not be made without prior
approval from the Agency Central Office.

Approval shall be based on the compliance with
the physicai plant standards provided in Rule
58A-5.023, F.A C., as well as documentation of
compliance with applicable fire safety and
sanitation requirements as referenced in Rule
58A-5.0161, FA.C

(4) CHANGE IN USE OF SPACE REQUIRING
FIELD OFFICE APPROVAL. A change in the use
of space that involves converting an area to
resident use, which has not previously been
inspected for such use, shall not be made without
prior approval from the Agency Field Office
Approval shalf be based on the compliance with
the physical plant standards provided in Rule
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§8A-5023, F.A,C., as well as documentation of
compliance with applicable fire safety and
sanitation standards as referenced in Rule
58A-5.0161, FAC.

(5) CONTIGUOUS PROPERTY. If a facility
consists of more than one building, all buildings
included under a single license must be on
contiguous property. " Contiguous property ”
means property under the same ownership
separated by no more than a two-lane street that
traverses the property. A licensed location may
be expanded to include additional contiguous
property with the approval of the agency to
ensure continued compliance with the
requirements and standards of Part |, Chapter
429, F.S., and this rule chapter.

(6) PROOF OF INSPECTIONS. A copy of the
annual fire safety and sanitation inspections
described in Rule 58A-5.0161, F.A.C., shall be
submitted annually to the Agency Central Office.
The annual inspections shall be submitted no
later than 30 calendar days after the inspections,
Failure to comply with this requirement may result
in administrative action pursuant to Section
429.14, F.$., and Rule 58A-5.033, F.A.C.

(7) MEDICAID WAIVER RESIDENTS. Upon
request, the facility administrator or designee
must identify Medicaid waiver residents to the
agency and the department for monitoring
purposes authorized by state and federal laws.
{8) THIRD PARTY SERVICES

{a) In instances when residents require services
from a third party provider. the facility
adrministrator or designee must take action to
assist in facilitating the provision of those
services and coordinate with the provider to meet
the specific service goals, unless residents or
their representatives decline the assistance. The
declination of assistance must be reviewed at
least annually. These actions must be
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documented in the resident ' s record.

{b) In instances when residents or their
representatives arrange for third party services,
the facility administrator or designee, when
requested by residents or representatives, must
take action fo assist in faciiitating the provision of
those services and coordinate with the provider to
meet the specific service goals. These actions
must be documented in the resident ' s record

(¢) The facility s facilitation and coordination &s
described under this subsection does not
represent a guarantee that residents will receive
third party services. If the facility ' s efforts at
facilitation and coordination are unsuccessful, the
facility should include this documentation in the
resident ' s record, explaining the reason or
reasons its efforts were unsuccessful, which wilt
serve 1o demonstrate its compliance with this
subsection

This Statute or Rule is not met as evidenced by
Based on observation, record review and
interview, the facility was over their licensed
capacity.

The findings are:

During the entrance conference conducted with
the Administrator on at approximately
9:15 AM, she reported that there were ten (10)
assisted living residents and four (4) independent
residents residing at the facility. However, upon
further investigation, it was revealed the four
residents (Resident #1, #5, #6 and #7) she
deemed as "independent”, were in-fact receiving
assistance with self-administered medications.
The facility centrally stores the medications in the
Administrator's office, assist with
self-administered medications and maintains a
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Medication Record {coples obtained) for the four
residents. The facility provides assistance with
medications, which is a personal service for
Resident #1, #5, #6 and #7, which defermines
they meet the criteria as assisted living facility
residents. During a further interview with the
Administrator, she confirmed the findings

Class il

SASOSA 58A-5.0185(5) FAC Medication - Records

=D
(5) MEDICATION RECORDS.
(a) For residents who use a pill organizer
managed under subsection (2), the facility shall
keep either the original labeled medication
container; or a medication listing with the
prescription number, the name and address of
the issuing pharmacy, the health care provider ' s
name, the resident ' s name, the date dispensed,
the name and strength of the drug, and the
directions for use
{b) The facility shall maintain a daily medication
observation record (MOR) for each resident who
receives assistance with seif-administration of
medications or medication administration. AMOR
must include the name of the resident and any
known _ - the resident may have; the name
of the resident ' s health care provider, the health
care provider ' s ielephone number; the name,
strength, and directions for use of each
medication; and a chart for recording each time
the medication is taken, any missed dosages,
refusals to take medication as prescribed, or
medication errors. The MOR must be
immediately updated each time the medication is
offered or administered
{c) For medications which serve as chemical

, the facility shall, pursuant to Section

429.41, F S., maintain a record of the prescribing

AQ04
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physician ' s annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review, the facility failed to
ensure the Medication Records (MR's} were
accurate and up-to-date for 1 out of 7 sampled
residents (Resident #2).

The findings are:

Upon review of the current MR for Resident #2

dated , it was revealed the MR was

inaccurate and not up-to-date. There was no

documentation reflecting each time his 8 AM

medications was offered and/or consumed on
{copies obtained)

Class Il

AD78
$5=D

58A-5.019(4) FAC Staffing Standards - Levels

{(4) STAFFING STANDARDS

{a) Minimum staffing:

1. Facilities shall maintain the following minimum
staff hours per week

Number of Residents  Staff Hours/Week
0-5 168
6-15 212
16-25 253
26-35 294
36-45 335
46-55 375
56-65 416
66-75 457
78-85 498
86-95 539
For every 20 residents over 95 add 42 staff hours
per week

2. At least one staff member who has access 0
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facllity and resident records in case of an
emergency shall be within the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility,
3. In faciiities with 17 or more residents, there
shall be at least one staff member awake at all
hours of the day and night
4. At least one staff member who is trained in
First Aid and . as provided under Rule
58A-5.0191, F.A.C., shall be within the facility at
all times when residents are in the facility.
5. During periods of temporary absence of the
administrator or manager when residents are on
the premises, a staff member who is at feast i
must be designated in writing to be
in charge of the facility.
5. Staff whose duties are exclusively building
maintenance, clerical, or food preparation shall
not be counted toward meeting the minimum
staffing hours requirement.
7. The administrator or manager ' s time may be
counted for the purpose of meeting the required
staffing hours provided the administrator is
actively involved in the day-to-day operation of
the facility, including making decisions and
providing supervision for all aspects of resident
care, and is listed on the facility ' s staffing
schedule
8. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
(b} Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
facilities, including those composed of
apartments, shall have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with

AQ79
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needs, resident contracts, and resident care
standards as described in Rule 58A-5.0182,
FAC.

(¢) The facility must maintain a written work
schedule which reflects its 24-hour staffing

direct care staff available to residents or
facility shail aiso be required to immediately
increase staff above the minimum levels
established in paragraph (a) if the Agency
meet the terms of residents * contracts. The
additional staff is required.

minimum, the agency shall require the
submission, within the time specified in the

meet resident needs
2. When the facility can demonstrate to the

agency.

the residents scheduled and unscheduled service

representatives, specific to the resident ' s care.
(d) The facility shall be required to provide staff
immediately when the Agency determines that the
requirements of paragraph (a) are not met. The

determines that adequate supervision and care
are not being provided to residents, resident care |
standards described in Rule 58A-5.0182, F.AC,
are not being met, or that the facility is failing to

Agency shall consult with the facility administrator
and residents regarding any defermination that

1. When additional staff is required above the

notification, of a corrective action plan indicating
how the increased staffing is to be achieved and
resident service needs will be met. The plan shall
be reviewed by the agency to determine if the
plen will increase the staff to needed levels and

agency that resident needs are being met, or that
resident needs can be met without increased
staffing, modifications may be made in staffing
requirements for the facility and the facility shalt
no longer be required to maintain a plan with the

AO79

pattern for a given time period. Upon request, the ¢
facility must make the daily work schedules for
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3. Based on the recommendations of the local
fire safety authority, the Agency may require
additional staff when the facility fails to meet the
fire safety standards described in Section 429.41,
F.S., and Rule Chapter B9A-40, FA.C., untit such
time as the local fire safety authority informs the
Agency that fire safety requirements are being
met

(e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Faciliies holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of Rule 58A-5.029,
58A-5.030, or 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on interview, the facility failed to provide
documentation refiecting at least one staff
member who is trained in First Aid is within the
facility at all times when residents are in the |
facility |

The findings include

Upon reguest on at approximately
2:00 PM, the Administrator was unable to provide
verification there is a staff member who is trained
in First Aid within the facility at all times when
residents are in the facility, as required.
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(5) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION
MANAGEMENT. Unlicensed persons who will be
providing assistance with self-administered
medications as described in Rule 58A-5.0185,
F.A.C., must meet the training requirements
pursuant to Section 429.52(5), F.S., prior to
assuming this responsibility. Courses provided in
fulfitment of this requirement must meet the
following criteria:

{a) Training must cover state law and rule
requirements with respect to the supervision,
assistance, administration, and management of
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label,
providing the right medications to the right
resident; common medications; the importance of
taking medications as prescribed; recognition of
side effects and adverse reactions and P
procedures to follow when residents appear to be |
experiencing side effects and adverse reactions;
documentation and record keeping. and
medication storage and disposal. Training shall
include demonstrations of proper techniques and
provide opportunities for hands-on learning
through practice exercises.

(b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstraies
an ability to:

1. Read and understand a prescription label;

2. Provide assistance with self-administration in
accordance with Section 429.256, F.S., and Rule
58A-5.0185, F.AC., including

a. Assist with oral dosage forms, dosage
forms, and . and nasal
dosage forms;

AFCA Form 3020-0001

STATE FORM o 287411 If contiauation sheet 8 of 11




PRINTED: 08/14/2012

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLER/CLIA (X2 MULTIPLE CONSTRUCTION (%3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER COMPLETED
A BURLDING . _—
B WING .
AL11965889
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE. ZiP CODE
7512 Washington Ave.
PLEASANT RETIREMENT HOME INC. I aeANA FL 33462
X4y SUMMARY $TATEMENT OF DEFICIENCIES s PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY}

A084 Continued From page 9 A 084

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;
¢. Recognize the need to obtain clarification of an
" as needed " prescription order;
d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident ' s health care provider or
facility employer of inability to assist in the
administration of such orders;
&. Complete a medication observation record;
f Retrieve and store medication; and
g Recognize the general signs of adverse
reactions to medications and report such :
reactions.
{c) Unlicensed persons, as defined in Section
429.256(1)(b), F.S., who provide assistance with
seif-administered medications and have
successfully completed the initial 4 hour training,
must obtain, annually, @ minimum of 2 hours of
continuing education training on providing

e with self-administered medications
and safe medication practices in an assisted
living facility. The 2 hours of continuing education
training shall only be provided by a licensed
registered nurse, or a licensed pharmacist

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 3 out of 4 sampled employees
obtained the training requirements for assisting
residents with seff-administered medications, as
required (Employee #2, #3 and #4).

The findings include

interview with the Administrator on at
approximately 11:00 AM revealed Employee #2,
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#3 and #4 all assists residents with
self-administered medications on a routine basis.
Review of Employee #2, #3 and #4 's personnel
record revealed the file lacked documentation
indicating they received a minimum of 2 hours of
continuing education training on providing
assistance with self-administered medications
and safe medication practices in an assisted
living facility on an annual basis by a registered
nurse or licensed pharmacist, as required.
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R ) ELIZABETH DUDEK
Ré%'@i&ﬁ& Better Health Care for all Floridians SECREHTARY "

2012

Administrator

Pleasant Retirement Home Inc.
7512 Washington Ave.
Lantana, FL 33462

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on 2012 by a representative
from this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811¢4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this lTetter unless the Agency has approved another timeframe. Staff from this office
will conduct a review after 2012 1o verify that the necessary corrections are in place to correct
the deficiencies identified on your survey.

The Quality Assurance Questionnaire has Jong been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at

http://ahca myflorida.com/Publications/Forms shtml as a first step in providing a web-based interactive
consumer satisfaction surve; em. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

“Thank you for the assistance provided to the representative. Should you have any questions please call this
office at (561) 381 - 5840.

Sincerely.

Ac Z)f?&a ke %wcﬁp

/ { Arlene Mayd'- Davis
,),M Field Office Manager

[

AMD/jw
Enclosure XG90

Delray Beach Field Office

5150 Linton Boulevard, Sulte 500

Delray Beach, FL 33484

Phone ({561) 381-5840; Fax {561) 496-5924

Headguarters

2727 Manan Drive
Tailahassee FL 32308
hitp:ifahca myflorida.com




