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Initial Comments

An abbreviated state re-licensure survey was
conducted in your Assisted Living Facility on

with Limited Mental Health (LMH) and
Limited Nursing Services (LNS) components.
Census was 6 residents. New Horizon Assisted
Living Facility, had deficiencies found at the time
of the visit.

58A-5.0185(7) FAC Medication - Labeling and
Orders

{7) MEDICATION LABELING AND ORDERS.
{a) No prescription drug shall be kept or
administered by the facmty including assistance
with self- ion, uniess it is
properly labeled and dtspensed in accordance
with Chapters 465 and 499, F.S., and Rule
64B16-28.108, F.A.C. if a customized patient
medication package is prepared for a resident,
and di
men lhe
on each indivi
1. The resident ' s name; and
2. identification of each medicinal drug product in
the container.
(b) Exoept wnh respect to the use of pill
in ion (2), no
person other than a pharmacist may transfer
medications from one storage container to
another.
{¢) If the directions for use are " as needed " or
" as directed, " the health care provider shall be
contacted and requested to provide revised
instructions. Foran " as needed * prescription,
the circumstances under which it would be
appmpnate for the restdent o request the
ion and any limitations shall be
for example, " as needed for pain, not to exceed
4 tablets per day. " The revised instructions,

rug
must be
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including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, shall be noted in the
medication record, or a revised label shall be
obtained from the pharmacist.
(d) Any change in directions for use of a
medication for which the facility is providing

i with self-administration or

inisteri ication must be pani
by a written medication order issued and signed
by the resident ' s health care provider, or a faxed
copy of such order. The new directions shall
promptly be recorded in the resident’ s
medication observation record. The facility may
then place an " alert" fabel on the medication
container which directs staff to examine the
revised directions for use in the MOR, or obtain a
revised label from the pharmacist.
(e) A nurse may take a medication order by
telephone. Such order must be promptly
documented in the resident * s medication
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed copy of
a signed order is acceptable.
() The facility shall make every reasonable effort
to ensure that prescriptions for residents who
receive assi with self- inistration of
icati are filled

o medicati
of refilled in a imely manner.
(g) Pursuant to Section 465.0276(5), F.S., and
Rule 64F-12.006, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a heaith care provider, must be
kept in their original manufacturer ' s packaging,
which shall also include the practitioner ' s name,
the resident ' s name for whom they were
dispensed, and the date they were dispensed. If
the sample or complimentary prescription drugs
are not dispensed in the manufacturer * s labeled
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package, they shall be kept in a container that
bears a label containing the following:

1. Practitioner ' s name;

2. Resident ' s name;

3. Date dispensed;

4. Name and strength of the drug;

5. Directions for use; and

6. Expiration date.

(h) Pursuant to Section 465.0276(2)(c), F.8.,
before dispensing any sample or complimentary
prescription drug, the resident ' s health care
provider shail provide the resident with a written
prescription, or a fax copy of such order.

This Statute or Rule is not met as evidenced by:
Based on observation and interviews the facility
failed to properly label over the counter (OTC)
medications.

Findings include:

Observation during tour conducted on 29
2012 at 8:35am, found the following OTC
medications in the facilities refrigerator.

1. Keopectate

2. Blink Tears eye drops.

Staff #3 stated during interview conducted that
oTC ication, Ke belonged to
resident #1, who used it for upset stomach, OTC
| eye drops belonged to resident #2 for dry eyes.

I

| Administrator acknowiedge during interview

conducted at 12:00pm - that
indeed both medications where nat properly
labeled.
Class Il
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A 057 58A-5.0185(8) FAC Medication - Over The
§8=D/| Counter (OTC) Producis

(8) OVER THE COUNTER (OTC) PRODUCTS.

For purposes of this subsection, the term OTC

includes, but is not limited to, OTC medications,
"7, nutritional supplements and

nutraceuticals, hereafter referred to as OTC

products, which can be sold without a

prescription.

(a) A stock supply of OTC products for multiple

resident use is not permitted in any facility.

() OTC pi , including those prescribed by

a licensed health care provider, must be labeled

with the resident ' s name and the manufacturer *

s label with directions for use, or the li

health care provider ' s directions for use. No

other labeling requirements are necessary nor

should be required.

(] i or their rep ives may

from an i of

their choice.
(d) A facility cannot require a licensed health care
provider * s order for all OTC products when a
resident self-administers his or her own
icati or when staff provi
with self- in ion of ications p
to Section 429.256, F.S. Alicensed health care
provider ' s order is required when a licensed
nurse i i with seif- inistrati
or inistration of icati which incl
OTC products. When such an order for an OTC
product exists, only the requirements of
paragraphs (b) and (c) of this subsection are
required.

This Statute or Rule is not met as evidenced by:
Based on observation and interviews the facility
failed to properly store over the counter (0TC)
medications.
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Findings include:

Observations during tour conducted on 29 _
2012 at 8:35am found the following OTC
medications unlocked in the facility ' s
refrigerator:

1. Keopectate
2. Blink Tears eye drops.

Staff #3 acknowledged during interview

ucted on at8: 40 a.m. that OTC
medications where improperly stored. Staff #3
stated that OTC medication, Keopectate
belonged to resident #1, who used it for upset
stomach. OTC eye drops belonged to resident #2
for dry eyes and she forgot to lock them in the
medication cabinet.

Administrator acknowledged during interview
conducted at 12:00pm on that indeed
both medications where improperly stored in the
facility s refrigerator.

Class lli

;S 0{38 58A-5.019(2) FAC Staffing Standards - Staff A078
(2) STAFF.
(a) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based
on a examination conducted within the last six
months, that the person does not have any signs
or symptoms of a communicable .
including . Freedom from

must be documented on an annual
basis. A person with a positive test
l must submit a health care provider ' s statement
| that the person does not constitute a risk of
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communicating . Newly hired staff
does not include an employee transferring from
one facility fo another that is under the same
management or ownership, without a break in
service. If any staff member is later found to
have, or is susp of having, a
, he/she shall be removed from duties
until the administrator determines that such
condition no longer exists,
(b) All staff shall be assigned duties consistent
with hisfher level of education, fraining,

preparauon and expenenoe Staff pruvsdmg
services must
be appmpnately I:oensed or cerhﬁed Al staff
shall i ibilities, i
with their qualiﬁcabons, to observe residents, to
document observations on the appropriate
resident ' s record, and to report the observations
to the resident ' s health care provider in
accordance with this rule chapter.
{c) All staff must comply with the training
requirements of Rule 58A-5.0191, FAC.
{d) Staff provided by a staffing agency or

ployed by a busil entity to
provide direct or indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to
residents.
{e) For facilities with a ficensed capacity of 17 or
more residents, the facility shall:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and
2. Maintain time sheets for all staff.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
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failed to obtain freedom from

statement on an annual basis for 1 out of 4
sampled staff (#3).

Findings include:

Record review for staff #3 revealed that the most

recent freedom from statement on
file was dated and expired on .
Administrator acknowledged during interview
conducted on at 1:30 p.m. that staff#3 ‘s
freedom from statement expired on
Class It

A079 58A-5.019(4) FAC Staffing Standards - Levels A079

88=D
(4) STAFFING STANDARDS.
{a) Minimum staffing:
1. Fagilities shall maintain the following minimum
staff hours per week:
Numnber of Residents  Staff Hours/Week
5 168
6-15 212
16-25 253
26-35 294
36-45 336
46-56 375
56-65 416
66-75 457
76-85 498
86-95 539
For every 20 residents over 95 add 42 staff hours
per week,

2. At least one staff member who has access to
facility and resident records in case of an
emergency shall be within the facility at all times
when residents are in the facility. i

AFCA Form 30200001
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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 facilities 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
or when are on
the premises, a staff member who is at least
, must be designated in writing to be
in charge of the facility.
6. Staff whose duties are exclusively building
maintenance, clerical, or food preparation shafl
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 ali 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.
) Notwrl:hsmndmg the mmcmum staffing
(a), all
of

fac:lmes, including those com
apartments, shall have encugh qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the resi and d service
needs, resident contracts, and resident care
standards as described in Rule 58A-5.0182,

A079
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{c) The facility must maintain a written work
schedule which reflects its 24-hour staffing
pattern for a given time period. Upon request, the
facifity must make the daily work schedules for
direct care staff available to residents or
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
facility shall also be required to immediately
increase staff above the minimum levels
established in paragraph (a) if the Agency
determines that adequate supervision and care
are not being provided fo residents, resident care
standards described in Rule 58A-5.0182, FAC,,
are not being met, or that the facility is failing to
meet the terms of residents ' contracts. The
Agency shall consult with the facility administrator
and resi ing any ination that
additionatl staff is required.

1. When additional staff is required above the
minimum, the agency shall require the
submission, within the time specified in 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
plan will increase the staff to needed levels and
meet resident needs.

2. When the facility can demonstrate to the
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 shall
no longer be required o maintain a plan with the
agency.

3. Based on the recommendations of the local
fire safety authority, the Agency may require
additional staff when the facility fails to meet the
AHCA Form 3020-0001
STATE FORM Ll HB2H11 H continuation shect 9 of 16
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fire safety standards described in Section 42941,
| £.8., and Rule Chapter 68A-40, F.AC., untit such
time as the local fire safety authority informs the
Agency that fire safety requirements are being
met.

(e) Facilities that are co-ocated 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) Facilities holding a limited mental health,
extended congregate care, of 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 observation, record review and
interview the facility did not maintain a written
work schedule which reflects its 24-hour staffing
pattemn for a given time period.

Findings include:

Observation upon amival to the facility on

at 8:20 a.m. revealed that the only staff on
premises was staff #3 and #4. Record review of
the staffing schedule posted indicated that staff
#4 was not included in the schedule.

i o d during intervi
conducted on at 1:30 p.m. that staff #4
was not included in the schedule.

Class lll
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l
(2) DIETARY STANDARDS.
(a) The Tenth Edition Recommended Dietary
Allowances established by the Food and Nutrition
Board - Nati h Council, adj d for
age, and activity, shall be the nutritional
used to evaluate meals. Tl i
diets shall meet these nutritional standards to the
i extent possible. A summary of the Tenth Edition
| R d Dietary A interpreted
H by a daily food guide, is available from the DOEA
Assisted Living Program.
(b) The ded dietary shall
be met by offering a variety of foods adapted to

of the residents and prepared by the use of

capacity of 16 or fewer residents, standardized
recipes are not required. Unless a resident
chooses to eat less, the recommended dietary

daily by the faciiity are as follows:

1. Protein: 6 ounces or 2 or more servings;

2. Vegetables: 3 5 servings;

3. Fruit: 2 4 or more servings;

4. Bread and starches: 6 11 or more servings;

5. Milk or milk equivalent; 2 servings;

. Fats, oils, and sweets: use sparingly; and

7. Water.

(c) All regular and therapeutic menus to be used

by the facility shall be reviewed annually by a
gistered dietitian, l d dietiti tion

or by a dietetic technician supervised by a

registered dietitian or licensed

dietiian/nutritionist, to ensure the meals are

with the itional

established in this rule. Portion sizes shall be

indicated on the menus o on a separate sheet.

Daily food servings may be divided among three

or more meals per day, including snacks, as

necessary to accommodate resident needs and

the food habits, preferences and physicai abilities

standardized recipes. For facilities with a licensed

aliowances to be made available to each resident

AQ93
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preferences. This review shall be documented in
the facility files and include the signature of the
reviewer, registration or license number, and date
reviewed. Menu items may be substituted with
items of comparable nutritional value based on
the seasonal availability of fresh produce or the
preferences of the residents.
(d) Menus to be served shall be dated and
planned at least one week in advance for both
regular and therapeutic diets. Residents shall be
d to partici in menu planni
Planned menus shall be conspicuously posted or
| easily available to residents. Regular and
| therapeutic menus as served, with substitutions
noted before or when the meal is served, shall be
kept on file in the facility for 6 months.
(e) Therapeutic diets shall be prepared and
served as ordered by the healith care provider.
\ 1. Facilities that offer residents a variety of food

choices through a select menu, buffet style dining
or family style dining are not required to
document what is eaten unless a health care
provider * s order indicates that such moniioring is
necessary. However, the food items which enable
residents to comply with the therapeutic diet shall
be identified on the menus developed for use in
the facility.
2. The faciiity shall document a resident’ s
refusal to comply with a therapeutic diet and
notification to the resident * s health care provider
of suich refusal. If a resident refuses to follow 2
therapeutic diet after the benefits are explained, a
\ signed statement from the resident or the
resident ' s responsible party refusing the dietis
acceptable documentation of a resident's
preferences. in such instances daily
documentation is not necessary.
(f) For facilities serving three or more meals a
day, no more than 14 hours shall elapse between
the end of an evening meal containing a protein
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food and the beginning of a morning meal.

| Intervals between meals shall be evenly
distributed throughout the day with not less than
two hours nor more than six hours between the
end of one meal and the beginning of the next
For residents without access to kitchen facilities,
snacks shall be offered at least once per day.
Snacks are not considered to be meals for the
purposes of _ the time between meals.

| (g) Food shali be served attractively at safe and

s All resi

=

P shall be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, shall be on hand.

(h) A 3-day supply of non perishable food, based
on the number of weekly meals the facility has
contracted with residents to serve, and shall be
on hand at all times. The quantity shall be based
| on the resident census and not on licensed
capacity. The supply shall consist of dry or
canned foods that do not require refrigeration and
shall be kept in sealed containers which are
tabeled and dated. The food shall be rotated in
accordance with sheff life to ensure safety and
palatability. Water sufficient for drinking and food
preparation shall also be stored, or the facility
shall have a plan for obtaining water in an
g ith the plan i d with and
reviewed by the local disaster preparedness
authority.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to provide proper substitutions prior or
when they served breakfast.
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| Findings include:
Observation during breakfast at at
8:35am revealed the following;

1. Resident #1 was having mashed potatoes

2. Resident #2 was having a peanut butter and
jelly sandwich.

served for kfast to al 3
juice, waffies with margarine, syrup and 8 ounces
of milk.

|

|

\ Menu posted indicated the following was to be
il resi d

No substitutions were posted prior or when they
served breakfast.

Administrator acknowledged during interview
conducted at 12:00pm on that
substitutions were not posted prior or when they
served breakfast.

Class It

A 152 58A-5.023(3) FAC Physical Plant - Safe Living A152
$8=D| Environ/Other

(3) OTHER REQUIREMENTS.
(a) All facilities must
1. Provide a safe living environment pursuant to
Section 429.28(1)(a), F.S.; and
2. Must be maintained free of hazards; and
3. Must ensure that all existing architectural,

ical, ical and ! 5y and
appurtenances are maintained in good working
order.
(b) Pursuant to Section 429.27, F.S., residents
shall be given the option of using their own
belongings as space permits. When the facility
RFCA Form 3020-0001
STATE FORM Ll HB2H11 #f continuation sheet 14 of 16
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supplies the furnishings, each resident
sleeping area must have at least the foliowing
furnishings:
1, A clean, comfortabie bed with a mattress no
| less than 36 inches wide and 72 inches long, with
the top surface of the mattress 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 lamp or fioor lamp, and waste
basket, and
5. A comfortable chair, if requested.
(c) The facility must maintain master or duplicate
keys to resident .tobe used inthe
event of an emergency.
| (d) Residents who use portable bedside
| 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 notmetas evidenced by:
Based on observation, record review and
interview facility failed to obtain a safe
environment for all residents.

l Findings include:

l Obsetvation on at 8:20 am. revealed
that there was a small cat in the living

The cat was observed to interact with the

A152

residents and walk from living to dining area
Form 3020-0001
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where residents had breakfast at the time.
\ Record review revealed that facility did not have
......... for the cat present.
\ Administrator stated during interview conducted
on at 1:00 p.m. that his mother found the
day few days ago and she kept itin the facility for
few days.
Class Hi
AHCA Form 3020-0001
bl HB2H11 f continuation sheet 16 of 16

STATE FORM



FRORIDA AGENCY FOR HEALTH CARE ADMENISTRATION

RICK SCOTT " ELIZABETH DUDEK
GOVERNOR Better Health Care for ali Floridians SECRETARY
e o - 2012
Administrator
‘New Horizion Assisted Living Inc

30110 Sw 145Ct
Homestead, FL. 33033

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on , 2012 by
representative(s) of 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 letter unloss the Agency has approved another timeframe.

Staff from this of will coi areview 10/4/2012 to verify that the necessary corrections are in
place to correct the deficiencies identified on your survey.

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:#/ahea.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based i

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 surveyor(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Smcmw

,&d& Arlene Mayo-Davis
Field Office Manager

AMD:sy
Enclosure
XG9O

Headquarters

2727 Mahan Drive
Taliahassee, FL 32308
hitp/fahca myfiorida.com

Miami Field Office

8333 N.W. 53rd Street, Suite 300

Miami, F1. 33186

Phone (305) 533-3100; Fax (305) 583-3121




