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AQOD Initial Comments

An Assisted Living Facility Complaint Inspection
#2012009823 Survey was conducted on

Homewood Residence at Boynton
Beach had a deficiency found at the time of the
visit

A182 58A-5.023(3) FAC Physical Plant - Safe Living
$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.8,; and

2. Must be maintained free of hazards; and

3. Must ensure that all existing architectural,

mechanical, electrical and structural systems 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

supplies the furnishings, each resident bedroom
_rarea must have at least the following

furnishings:

1. Aclean, comfortable bed with & 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 lamp or fioor lamp, and waste *

basket, and

5. A comfortable chair, if requested. ¢

() The facility must maintain master or duplicate

keys to resident bedrooms ... be used in the |

event of an emergency. ;

(d) Residents who use portable bedside J

|
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commodes must be provided with privacy during
use. i
(e) Facilities must make available finens 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 observations and interviews, the facility ;
failed to ensure adequate linen service was i
provided for two of eight sampled residents
(Resident #4 and #5), evidenced by excessively !
soiled linens observed in beds that were made up
for the day.

The findings include. i

During a tour of resident conducted
beginning at 11:10 AM with the health

and wellness director present, the following

concerns were noted: |

1. Resident #4's bed was confirmed by the health
and wellness director as made up for the day.
Close observation of his pillow, bottom sheet, two
liners and the mattress revealed excessive soil
and/or stains in an area near wear the resident
rests his head during sleep; the sheet and liners
emitted a foul odor. In interviews conducted with |
staff present at the time on at i
appre ly 11:00 am, led no specific
knowledge of the source or cause of the
odor/soil/stains.

2. Resident #5's bed was confirmed by the health |
and weliness director as made up for the day. |
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Close observation of her bottom sheet and liner
were sailed in the center of the bed and

odor was present. The health and wellness
director acknowledged the findings; she stated
facility policy was to change the linens weekly and!
as needed.

These concerns were discussed with and H
acknowledged by the administrator on at |
1:32 PM. i
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Administrator

Homewood Residence At Boynton
2400 South Congress Avenue
Boynton Beach, FL 33426

Re: CCR #2012009823
Dear Administrator:

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

Attached is the provider's copy of the State (3020) Form, which indi 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 unless the Agency has approved another timeframe. Staff from this office
will conduct a review after . 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://ahca.myflorida.com/Publications/Forms.shiml 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 representatives. Should you have any questions please call this
office at (561) 381 - 5840,

Sincerely,

Yoruce. Jhutman /gwuﬂo

_,@h Arlene Mayo - Davis

Field Office Manager
AMD/jw
Enclosure XG0
Headquarters Delray Beach Field Office

2727 Mahan Drive
Tallahassee, FL 32308
hitp:fahca myflorida com

5150 Linton Boulevard, Suite 500
Delray Beach, FL 33484
Phone (561) 381-5840; Fax (561} 496.5024




