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A 000 initial Comments AD00

An Assisted Living Facility standard biennial
licensure survey was conducted on .

2012, Family Manors, LLC had licensure
deficiencies found at the time of the visit. ;

SASOES 58A-5.0185(4) FAC Medication - Administration ; A053
{4) MEDICATION ADMINISTRATION.
{a) For facilities which provide medication
administration a staff member, who is licensed to |
administer medications, must be available to
administer medications in accordance with a
health care provider ' s order or prescription label. |
(b) Unusual reactions or a significant change in
the resident ' s health or behavior shall be i
documented in the resident * s record and i
reported immediately to the resident ' s health
care provider. The contact with the health care |
provider shall also be documented in the resident
' s record.
(c) Medication administration includes the i
conducting of any examination or testing such as i
blood _ : testing or other procedure
necessary for the proper administration of N
medication that the resident cannot conduct 1
himself and that can be performed by licensed
staff.
(d} A facility which performs clinical laboratory i
tests for residents, including blood _ : 1
testing, must be in compliance with the federal
Clinical L.aboratory improvement Amendments of
1988 (CLIA) and Part | of Chapter 483, F.8. A 0
valid copy of the State Clinical Laboratory License
and the CLIA Certificate must be maintained in
the facility. A state license or CLIA certificate is
not required if residents perform the test
themselves or if a third party assists residents in
performing the test. The facility is not required to
maintain a State Clinical Laboratory License or a
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CLIA Certificate if facility staff assist residents in
performing clinical laboratory testing with the
residents ' own equipment. Information about the
State Clinical Laboratory License and CLIA i
Certificate is available from the Clinical i
Laboratory Licensure Unit, Agency for Health

Care Administration, 2727 Mahan Drive, Mail |
Stop 32, Tallahassee, FL 32308; telephone :
{850)487-3109.

This Statute or Rule is not met as evidenced by:
Based on observation and an interview, the i
facility failed to ensure unticensed staff members |
did not administer medication to 1 of 2 sampled
residents (Resident #1). |

Findings:

On 10 AM, Staff #3 was interviewed |
and stated she would be assisting Resident #1
with her nebulizer treatment after lunch. She |
explained that she placed the resident's Albuterol |

e into the resident's machine and also
placed the resident’s oxygen on her, as
needed. The resident was observed at 12:45 PM
on this date receiving her nebulizer i
Staff #3 gave her verbal prompts instead of

i ing the medical and the

resident was capable of completing the tasks
independently. The resident also stated during
interview at this time that she was knowledgeable
of her oxygen of "2 mi" as needed.
Although the resident was capable of performing
these tasks independently, she became tired and
had to take a break between each step while
completing her treatment. The staff member
acknowledged that this was the reason she
assisted the resident at times. This ALF has a
standard license with no Limited Nursing Services
(LNS) approved. There was no licensed nurse on
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duty to administer medications or assist with
nursing services or treatments.
The administrator acknowledged these findings
during interview at 1:15 PM on this date.
Class I}
A084 58A-5.0191(5) FAC Training - Assis Self-Admin A0B4

$8=D: Meds & Med Mgmt

(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 i
assuming this responsibility. Courses provided in
fulfilment of this requirement must meet the !
following criteria:

(2) Training must cover state law and rule
requirements with respect to the supervision, i
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
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
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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.A.C., including:

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

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;

e. Complete a medication observation record;

{. Retrieve and store medication; and

g. Recognize the general signs of adverse
reactions to medications and report such
reactions.

(¢} Unlicensed persons, as defined in Section
429.256(1)(b}, F.8., who provide assistance with
self-administered medications and have
successfully completed the initial 4 hour training,
must obtain, annually, 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. The 2 hours of continuing education
fraining 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 an interview, the

| A0B4

fraining certificate to a trainee who demonstrates
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A084 Continued From page 4

facility failed to ensure that 2 out of 3 sampled
unlicensed staff members (Staff #1 and #3) who
provides assistance with self-administered
medication had successfully completed a
minimum of 2 hours of continuing education
training annually on providing assistance with
self-administered medications and safe
medication practices in an ALF.

Findings:

The personnel files for Staff #1 and #3 were
reviewed for documentation of a minimum of 2

annually on providing assistance with
self-administered medications and safe
medication practices in an ALF. There was no
documentation of this training dated within the

who all provide assistance with
self-administration of medication to residents.
The administrator was interviewed at
approximately 1 PM on and confirmed
that the documentation was not present and
available for review.

Class il

A 091 58A-5.0191(12) FAC Training - Documentation &
88=D" Monitoring

{12) TRAINING DOCUMENTATION AND
MONITORING.

{a) Except as otherwise noted, certificates, or
copies of certificates, of any training required by
this rute must be documented in the facllity ' s
personnel files, The documentation must include
the following:

1. The title of the training program;

2. The subject matter of the training program;

" Aosa

hours of continuing education training completed |

previous year for these unlicensed resident aides |

. A091
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3. The training program agenda;

4. The number of hours of the training program;
5. The trainee ' s name, dates of participation,
and location of the training program,

6. The training provider ' s name, dated signature
and credentials, and professional license number,
if applicable.

{b) Upon successful completion of training
pursuant to this rule, the training provider must
issue a certificate to the trainee as specified in
this rule.

(c) The facility must provide the Department of
Elder Affairs and the Agency for Health Care
Administration with training documentation and
training certificates for review, as requested. The
department and agency reserve the right to
attend and monitor all facility in-service training,
which is intended to meet regulatory
requirements.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to ensure 2 of 3 sampled staff (Staff |
#1 and #3) had certificates with all required :
information for training in the facility's policies and
procedures in Elopement and ..

Keg

S).
Findings:
On .......at1PM, the documented training in
the facility's policies and procedures in Elopement
and _ R0's) for

Staff #1 and #3 was requested from the
administrator. The personnel files had copies of
the policies and procedures, some of them
signed by staff. However, there were no
certificates to show a minimum of one hour of
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{2) DIETARY STANDARDS. i
{a) The Tenth Edition Recommended Dietary :
Allowances established by the Food and Nutrition !
Board - Nationat Research Council, adjusted for
age, ___and activity, shall be the nutritional i
standard used to evaluate meals. Therapeutic
diets shall meet these nutritional standards to the
extent possible. A summary of the Tenth Edition
Recommended Dietary Allowances, interpreted

by a daily food guide, is available from the DOEA
Assisted Living Program.

(b} The recommended dietary allowances shall

be met by offering a variety of foods adapted to
the food habits, preferences and physical abilities
of the residents and prepared by the use of {
standardized recipes. For facilities with a licensed
capacity of 16 or fewer residents, standardized
recipes are not required. Unless a resident
chooses to eat less, the recommended dietary
allowances to be made available to each resident
daily by the facility 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;

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

7. Water.

STUART, FL. 34887
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in-service training in the facility's . + policy
and procedures had been completed with the
trainer's signature and date of training or H
certificates for training in Elopement with the date
and signature of the trainer. These findings were
discussed with the administrator at this time, ;
Class Il i
A 093 58A-5.020(2) FAC Food Service - Dietary D A093
88=D
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{c) All regular and therapeutic menus to be used
by the facility shall be reviewed annually by a
registered dietitian, licensed dietiian/nutritionist,

or by a dietetic technician supervised by a
registered dietitian or licensed

dietitiannutritionist, to ensure the meals are
commensurate with the nutritional standards
established in this rule. Portion sizes shall be
indicated on the menus or 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
preferences. This review shall be documented in i
the facility fites 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
encouraged to participate in menu planning.
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 health 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 monitoring 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 facliity shall document a resident ' s

AHCA Form 3020-0001
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refusal to comply with a therapeutic diet and
notification to the resident ' s health care provider
of such refusal. If a resident refuses to follow a
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 i
documentation is not necessary. 1
{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
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 [east once per day.
Snacks are not considered to be meals for the
purposes of i the time between meals.
{g) Food shall be served attractively at safe and
palatable temperatures. All residents 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
labeled and dated. The food shall be rotated in
accordance with shelf 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
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emergency, with the plan coordinated with and
reviewed by the local disaster preparedness
authority.

This Statute or Rule is not met as evidenced by
Based on record review and an interview, the
facility failed to follow standardized recipes
approved by the dietician to ensure the
recommended daily allowances of the food
groups were served to residents on aregular
basis.

Findings:

On at 12 PM, the lunch was observed

and consisted of sausage and peppers, potatoes, :
applesauce and broccoli. The executive chef was:
interviewed at this time and acknowledged the
meat portion of the meal was substituted (roast
was on the menu) and that she used her own i
recipe from a recipe book. During interview with
her and the administrator at this time, they both
stated they had never received standardized
recipes from the dietician and were unaware that
these recipes were to be followed for ALF's with 5
more than 17 beds (this is a 24 bed facility). !
There were no standardized recipes approved by !
the dietician and available for review at this time.

Class Il

sAstz 58A-5.024(3) FAC Records - Resident A162
{3) RESIDENT RECORDS. Resident records
shall be maintained on the premises and include:
{a} Resident demographic data as follows:
1. Name;,
RHACA Form 3020-0001
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2.
3. Race;

4. Date of birth;

5. Place of birth, if known;
6. Social security number; :
7. Medicaid and/or Medicare number, or name of :
other health insurance ;

8. Name, address, and telephone number of next
of kin, responsible party, or other person the
resident would like to have notified in case of an
emergency, and relationship to resident, and

9. Name, address, and phone number of health
care provider, and case manager if applicable.
{(b) A copy of the medical examination described
in Rule 58A-5.0181, FA.C.

(c} Any health care provider ' s orders for
medications, nursing services, therapeutic diets,

, or other services to be
provided. supervised, or implemented by the
facility that require a health care provider's
order.

{d) A signed statement from a resident refusing a
therapeutic diet pursuant to Rule 58A-5.020,
FAC.

() The resident record described in paragraph |
58A-5.0182(1)(e), F.A.C.

{f) A weight record which is initiated on
admission. Information may be taken from the
resident’ s health assessment. Residents
recelving assistance with the activities of daily
living shall have their weight recorded
semi-annually.

{g) For facilities which will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 58A-5.0181, FA.C., if
such consent is not included in the resident ' s
contract.

(h) For facilities which manage a pifl organizer,
assist with self-administration of medications or
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administer medications for a resident, the

required medication records maintained pursuant i

to Rule 58A-5.0185, F.A.C.

(i} A copy of the resident " s contract with the
facility, including any addendums to the contract,
as described in Rule 58A-5.025, F.A.C.

(}) For a facility whose owner, administrator, or
staff, or representative thereof serves as an
attorney in fact for a resident, a copy of the
monthly written statement of any transaction

made on behalf of the resident as required under i

Section 429.27, F.8.

(k) For any facility which maintains a separate

tfrust fund to receive funds or other property

belonging to or due a resident, a copy of the

quarterly written statement of funds or other

property disbursed as required under Section

42927, F.8.

{1} A copy of Alternate Care Certification for
Form,

CF-ES 1008, 1 1998, if the resident is an

. recipient. The absence of this form shall not ‘

be considered a deficiency if the facility can
demonstrate that it has made a good faith effort
to obtain the required documentation from the
Department of Children and Family Services.
{m) Documentation of the appointment of a
health care surrogate, guardian, or the existence
of a power of attorney where applicable.

(n) For hospice patients, the interdisciplinary care |
plan and other documentation that the resident is
a hospice patient as required under Rule
58A-5.0181, FAC
(o) For apariments, duplexes, quadruplexes, or
single family homes that are designated for
independent living but which are licensed as
assisted living facilities solely for the purpose of
delivering personal services to residents in their
homes, when and if such services are needed,
record keeping on residents who may receive

FAMILY MANORS, LLC STUART, FL 34907
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DEFICIENCY)
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meals but who do not receive any personal,

limited nursing, or extended congregate care
service shall be limited to the following:

1. Alog listing the names of residents

participating in this arrangement;

2. The resident demographic data required under
this subsection; ;
3. The medical examination described in Rule
58A-5.0181, FAC,;

4. The resident’ s contract described in Rule
58A-5.025, FAC, and

5. A health care provider ' s order for a H
therapeutic diet if such diet is prescribed and the
resident participates in the meal plan offered by
the facility.

{p) Except for resident contracts which must be
retained for 5 years, all resident records shall be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period |
of time. Upon request, residents shall be provided ;
a copy of their resident records upon departure |
from the facility. :
{q) Additional resident records requirements for
facilities holding a limited mental health, extended ;
congregate care, or limited nursing services :
license are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C,, respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to ensure that 1 out of 2 sampled
residents (Resident #2) who received assistance
with activities of daily living (ADL's) had her
weight recorded semi-annually.

Findings:

AHCA Form 3020-0001
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last recorded weights were dated
and
between these dates. On

be located at this time.

Class It

The weight record for Resident #2 showed the
* 2012 with no weight recorded in

administrator stated during interview that the
resident's weight should have been recorded
every six months and acknowledged that a
recorded weight between these dates could not

2012

at 1:30 PM, the
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FLORIA AGEMCY FOR HEALTH CARE ADMINISTRATION

Ré%i,éga‘g;{ Better Health Care for all Floridians EL%@%‘;’Q‘;E’;}S EK
L2012
Administrator

Family Manors, Lic
3385 S.E. Evergreen Street
Stuart, FI, 34997

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 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 unless the Agency has approved another timeframe. Staff from this office
will conduct a review after . 2013 1o 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.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 1o 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,

MW' muth

Arlene Mayo - Davis
h Field Office Manager

AMD/jw
Enclosure XG0
Headquarters Delray Beach Field Office

2727 Mahan Drive
Tallahassee, FL 32308
htp://ahca myflorida.com

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




