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{A000} Initial Comments T{p000} !

The deficiencies were not corrected during this
revisit survey. The Pompano Retirerment Village
Assisted Living Facility is not in compliance the
requirements for ALF's, related to the allegations
reviewed

{A 152} B8A-5.023(3) FAC Physical Plant - Safe Living {A 152}
88=G_ Environ/Other

(3) OTHER REQUIREMENTS.

(a) All facilities must:

1. Provide a safe living environment pursuantto

Section 429.28(1)}(a), F.5.; and

2. Must be maintained free of hazards; and

3. Must ensure that all existing architectural, :

mechanicat, electrical and structural systems and ;

appurtenances are maintained in good working

order.

(b) Pursuant to Section 429.27, F.S., residents

shal be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident i
sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

less than 36 inches wide and 72 inches long, with |

the top surface of the matiress a comfortable ¢

height to ensure easy access by the resident

2. Acloset or wardrobe space for hanging

clothes;

3. Adresser, chest or other furniture designed for :

storage of personal effects;

4. Atable, bedside famp or floor lamp, and waste

basket; and

5. A comfortable chair, if requested

(c) The facility must maintain master or duplicate

keys to resident .10 be used in the

event of an emergency.

{d) Residents who use portable bedside
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{A 152} Continued From page 1

commodes must be provided with privacy during
use.

(e) Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facility shall be free of tears, stains and not be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
did not maintain a safe living environment and did
not ensure that all existing architectural, structural
systems and appurtenances are mainiained in
good working order. This deficiency was not
corrected during this revisit survey.

The findings are:

in various observations on from 9:50am to
10:25am accompanied by the administrator, the
following was noted:

1. Residents #21 and 22 were smoking
cigarettes a few feet away from the
awning-covered patio area located next to the
main dining approximately 35 feet away
from the above-ground, flammable, propane gas
tank located on the southwest. This tank had a
clearly-posted sign on its surface indicating that
smoking is prohibited within a distance of 50 feet
from the tank

2. Resident ... . #A3, AB and B7 had air
conditioning units with excessive dust build-up on
their filters or coils

3. The central food pantry had several rodent or

FA152}
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water and dining supplies.
All the above observations were made in
administrator on

administrator on
that residents #21 and 22 were smoking

Class !l

vermin feca! droppings on its shelves next to
packaged, unprepared resident food, bottled

conjunction with and acknowledged by the facility
In an interview with the
at 9:55am, she stated

cigarettes within the area that was deemed

unsafe by the local fire authority and the facilty
had planned to paint the floors surrounding the
patio area to mark the allowable smoking areas |
to the residents, but it had not done so as of |
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2012

Administrator

Pompano Retirement Village
501 S.W. 2nd Place
Pompano Beach, FL 33060

Dear Administrator:

This letter reports the findings of a 3rd revisit survey to complaint #9926 conducted on 2012bya
representative from this office. Enclosed is the provider's copy of the Statement of Deficiencies and Plan of
Correction (State Form 3020), which references the uncorrected deficiencies and/or new deficiencies, identified
during the revisit.

All deficiencies shall be corrected immediately.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
hitp://ahca,myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. 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,

AMDYjw
Enclosure
BT7
Headquarters Delray Beach Field Office

5150 Linton Boulevard, Suite 500
Delray Beach, FL 33484
Phone {581) 381-5840; Fax {561) 486-5924

2727 Mahan Drive
Tallahassee, FL 32308
hup:ifanca.myflorida.com




