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Initial Comments

A Compilaint (2012008279) Follow-up Survey was
completed atLeo  ALF with Limited Nursing
Services (LNS) and Limited Mental Health (LMH)
components on There were
deficiencies identified, the fol!owxng was
uncorrected: A025. There were deficiencies
found at the time of survey.

58A-5.0182(1) FAC Resident Care - Supervision

An assisted living facility shall provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

(1) SUPERVISION. Facilities shall offer personal
supervision, as appropriate for each resident,
including the following:

{a) Monitor the quantity and quality of resident
diets in accordance with Rule 58A-5.020, FAC,
{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general heaith, safety, and
physical and emotional well-being of the
individual.

{c) General awareness of the resident ' s
whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident ' s health care
provider and other appropriate party such as the
resident ' s family, guardian, health care
surrogate, or case manager if the resident
exhibits a significant change; contacting the
resident ' s family, guardian, health care
surrogate, or case manager if the resident is
discharged or moves out.

{e) Awritten record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any illnesses which
resulted in medical attention, major incidents,
changes in the methed of medication
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administration, or other changes which resulted in
the provision of additional services.

This Statute or Rule is not met as evidenced by:
Based on observations, interview, and record
review the assisted living facility STILL failed to
document care and hospitalizations for 1
out of 6 (#1) sampled residents.

Findings include:

Observations on at 8:30 a.m. found
resident #1 in the dining . Resident#1 had
soft on her right foot.

Interview with resident #1 on ‘at 8:30
a.m. revealed that she had just gotten out of
Larkin Hospital a few days ago after being treated
for | . She also reporied that she had
been in the hospital before that for bone spur
surgery.

Interview with the administrator on at
11:15 a.m. confirmed that resident #1 was in the
hospital. The notes were reviewed with her and
she confirmed the last documentation by the

facility was dated . There was not
ion i ions or the
surgery. The administrator stated that resident
#1 was receiving care from a home health

agency but could not provide any documentation
that the home health company was providing
services.

Record review found their was no documentation

ding resident #1's i ion or surgery.
The facility had no documentation regarding
resident #1's foot care,
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Phone interview with the administrator on

! at1:39 p.m. She stated that resident #1
is getting care from her foot doctor not a home
health care company and she confirmed that she
did not have any documentation regarding the
foot care.

Uncorrected Deficiency.

Class lil

58A-5.0185(3) FAC Medication - Assistance with
Self-Admin

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.
(a) For facilities which provide assistance with
seif-administered medication, either: a nurse; or
an unlicensed staff member, who is at least

, trained to assist with self-administered
medlcatlon in accordance with Rule 58A-5.0181,
F.A.C., and able to demonstrate to the
administrator the ability to accurately read and
interpret a prescription label, must be available to
assist residents with self-administered
medications in accordance with procedures
described in Section 429.256, F.S.
()] i with self ion of
medication uncludes verbally promptmg a resudent
to take S pr g and
opening a properly Iabeled medication contamer
and providing assistance as specified in Section
428.256(3), F.S. In order to facilitate assistance
with self-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons. Staff may also return unused doses
to the medication container. Medication, which
appears to have been contaminated, shall not be
returned to the container.
{c) Staff shall observe the resident take the
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medication. Any concerns about the resident ' s
reaction to the medication shall be reported to the
resident ' s health care provider and documented
in the resident’ s record.
(d) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed:
1. The health care provider may prescribe a
medication schedule which coincides with the
resident ' s presence in the facility;
2. The medication container may be given to the
resident or a friend or family member upon
leaving the facility, with this fact noted in the
resident * s medication record;
3. The medication may be transferred fo a pill

i to the requi of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident ' s medication
record, or
4. Medications may be separately prescribed and
dispensed in an easier to use form, such as unit
dose packaging;
(e) Pursuant to Section 428.256(4)(h), F.S., the
term " competent resident” means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.
(f) Pursuant to Section 429.256(4)(1), F.S., the
terms *judgment” and " discretion " mean
interpreting vital signs and evaluating or
assessing a resident ' s condition.
(4) i e with self- ini ion does not
include:
(a) Mixing, , converting, of

medication doses, except for

measuring a prescribed amount of liquid
medication or breaking a scored tablet or

AQ52
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crushing a tablet as presc:ibed
{b) The preparatlon of synnges for |nject|on or the
of ns by any

route.
(c) Admlmstranon of medications through
1t positive p

ora
()] Admlmsvatlon of medications by way of a
tube |nserted in a cavity of the body.

on of | ion:
(f) Irrigations or debndlng agents used in the
treatment of a skin condition.
() ,or ' preparations.
(h} Medlcat:ons ordered by the physician or
health care professional with prescriptive
authority to be given " as needed, * unless the
order is written with specific parameters that
preciude independent judgment on the part of the
unlicensed person, and at the request of a
competent resident.
(i) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for inistration requires j or
discretion on the part of the unlicensed person,

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the assisted living facility failed to ensure
that 1 out of 3 (#3) sampled staff members
foliowed the proper procedure when assisting
residents with self medication.

Findings include:

Nursing observations on at8:30 am.
of morning medication pass was for residents #1,
#2, #3, #4, #5, and #6. Observations found that
staff #3 did not wash her hands prior to assisting
with self medication. The staff member was

A 052
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STATE FORM

noted touching the medications and not
prompting residents as to what the name of the
medication was and why the resident was taking
it. The staff member did not compare the

ion label to the ication observation
record (MOR). in fact, the MOR was not with the
staff member while she was doing the medication
pass. The staff member is not initialing the MOR
right after assisting with self medication.

Interview with the administrator at at
11:15 a.m. she affirmed that the above problems
have been noted by her before, and that she is
trying to have staff follow proper procedure when
she is assisting with ication inistration.

Record Review found that the MOR was reviewed
and it was not signed right after the residents had
taken the medication.

Class Il
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rgchg:h%g Better Heaith Care for all Floridians EL%@%%EHMD;J\? EK
,2013
Administrator
Leo Alf CCR#2012019279 f/u
3666 Sw Sth Terrace
Miami, FL. 33135
Dear Administrator:
This letter reports the findings of a revisit survey to a complaint conducted on ,2012by
representative(s) of this office. Enclosed is the provider's copy of the Statement of Defi c;encnes and Plan of
Correction (State Form 3020), which references the uncorrected deficiencies and/or new defi ies, id

during the revisit,

You will not receive a copy of this report in the mail; you will only receive this faxed report. Al deficiencies
shall be corrected no later than , 2013,

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/Form: I as a first step in providing a web-based interactive
consumer satisfaction survey system. You may s 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
(305) 593-3100.

Sincerely,
(\rj'/] ookl Bnomror
-/ ae
Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
BBT7
Headquarters Miami Fieid Office
2727 Mahan Drive 8333 N.W. 53rd Stree\ Suite 300
Talizhassee, FL 32308 i, FL 33166

hitp:#fahea.myfiorida.com Phone (305) 593-3100; Fax <3os> 593-3121




