FORIGAAGENCY FOR HEALTH CARE ADMINGTRATION

RICK SCOTT L ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
. 2013
Administrator

Harborchase of Gainesville
14185 Fort Clarke Boulevard
Gainesville, FL. 32606

Dear Administrator:
Re: CCR #2012013743

This letter reports the findings of a compliance survey that was conducted on ,2012bya
representative of this office.

Enclosed 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 letier unless the Agency has approved another timeframe. Staff from this office
will conduct a review after 2013 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
http://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 surveyor. Should you have any questions please call this office at
{(386) 462-6201.

Sincerely,
Kiriste J. Mennella
Field Office Manager

KIM/amw
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Alachua Field Office

14101 N W Hwy 441, Suite 800

Alachua, FL 32615-5669

Phone (386} 462-6201; Fax (386} 418-5300

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
hitp://ahca.myflorida.com
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Initial Comments

On * unannounced comp iance survey
CCR #2012013743 was conducted at
Harborchase Assisted Living Facmty in

itle Florida. Di ies were
identified as a result of this survey The facility
was not in compliance at this time.

58A-5.0185(6) FAC Medication - Records

(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 resndent who
recewes thh self- -ad ion of

ns of o i ion. 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 telephone 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

428.41, F.8., maintain a record of the prescribing
physician ' s annual evaluation of the use of the
medication.
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This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews the
facility did not maintain proper documentation in
the residents daily medication observation record
(MORY) for 1 of 6 residents resident #5.

Findings:

On +at approximately 5:00 PM during a
record review of the MOR for resident #5 it was
observed that the residents MOR was missing
written documentation for PM dateson . ...
19, 20, 21, and 24, 2012 for his DISKU
AER . The MOR states; use 1 inhalation by
mouth twice daily (at 9 AM & 5 PM).

On *an interview was conducted with a
MED TECH JF and she was asked why the
documentation was missing. She stated whoever
conducted the assi with self i !
of medications at that time and date failed to
document the residents actions.

Class 1l

58A-5.019(1) FAC Staffing Standards -
Administrators

Staffing Standards.

(1) ADMINISTRATORS. Every facility shall be
under the supervision of an administrator whe is
responsible for the operation and maintenance of
the facility including the management of all staff
and the provision of adequate care to all
residents as required by Part | of Chapter 429,
F.8., and this rule chapter.

{a) The administrators shall:

1. Be at least

2. if empioyed on or after  _ . 1980, have
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a high school diploma or general equivalency
diploma {G.E.D.), or have been an operator or
administrator of a licensed assisted living facility
in the State of Florida for at least one of the past
3 years in which the facility has met minimum
dards. Admini ployed on or after
, 1985, must have a high school
diploma or G.E.D.;
3. Be in compliance with Level 2 background
screening standards pursuant to Section
429,174, F.8,; and
4. Complete the core training requirement
pursuant to Rule 58A-5.0191, FAC.
{b) Administrators may supervise a maximum of
either three assisted living facilities or a
combination of housing and health care facilities
or agencies on a single campus. However,
administrators who supervise more than one
facility shall appoint in writing a separate *
manager " for each facility who must:
1. Be at least ; and
2. Complete the core training requirement
pursuant to Rule 58A-5.0191, FAC.
(c) Pursuant to Section 429,176, F.8,, facility
owners shall notify both the Agency Field Office
and Agency Central Office within ten (10) days of
a change in a facility administrator on the
ification of Change of Admini or, AHCA

Form 3180-1006, 2006, which is
incorporated by reference and may be obtained
from the Agency Central Office. The Agency
Central Office shall conduct a background

ing on the new ini: i
accordance with Section 429.174, F.S., and Rule
58A-5.014, FAC,
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This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews the
facility did not have written documentation for the
manager of the facility.

Findings:

On at approximately 1:00 PM an
interview was conducted with the Residential
Care Director in reference to who was the facility
Administrator and who was in charge. The
Director stated that the current facility

Adrnini or VB was the Admini of both
HarborCase of Tallahassee and Gainesville. She
said the current Administrator was made the
Administrator on and the paper work
was filed with the Agency. The Director stated she
was the facility manager but there was no written
documentation showing she was the facility
manager and she was not core trained at this
time.

On : at approximately 3:00 PM an
interview was conducted with the Administrator by
phone. The Administrator said she was the
Administrator for the two Facilities. She also
stated that the Resident Care Director was the
facility Manager and was going to be attending
core training soon.
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