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Initial Comments A 000

A Standard Biennial survey was conducted on
i . Central Palace

Residential Assisted Living Facility had

deficiencies found at the time of the visit.

58A-5.0181(2) FAC Admissions - Health AQ08
Assessment

(2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a
face-to-face medical examination completed by a
licensed health care provider, as specified in
either paragraph (a} or (b) of this subsection

{@) Amedical examination completed within 60
calendar days prior fo the individual’ s admission
1o a facility pursuant to Section 429.26(4), F.S.
The examination must address the following:

1. The physical and mental status of the resident,
including the identification of any health-related
problems and functional limitations;

2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living;

3. Any nursing or services required by the
individual;

4. Any special diet required by the individual;

5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication;

8. Whether the individual has signs or symptoms
of a communicable which is likely to be
transmitted to other residents or staff; |
7. Astatement on the day of the examination that,
in the opinion of the examining licensed health
care provider, the individual * s needs can be met |
in an assisted living facility, and :
8. The date of the examination, and the name,
signature, address, phone number, and license
number of the examining licensed health care
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provider. The medical examination may be
conducted by a currently licensed health care
provider from another state.

(b) A medical examination completed after the
resident ' s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Facilities, 2010. The form is
hereby incorporated by reference. A faxed copy
of the completed form is acceptable. A copy of
AHCA Form 1823 may be obtained from the
Agency Central Office or its website at

www fdhe state.fl.us/MCHQ/Long_Term_Care/
<http:/fwww fdhc.state flus/MCHQ/Long_Term_C ¢
are/>
Assisted_living/pdt/AHCA_Form_1823%.pdf. The
form must be completed as follows:

1. The resident ' s licensed health care provider
must complete all of the required information in
Sections 1, Health Assessment, and 2, Self-Care
and General Oversight Assessment,

a. ltems on the form that may have been omitted
by the licensed health care provider during the
examination do not necessarily require an
additional face-to-face examination for
completion.

either verbally or in writing from the licensed
health care provider.

¢. Omitted information received verbally must be
documented in the resident ' s record, including
the name of the licensed health care provider, the
name of the facility staff recording the information
and the date the information was provided.

2. The facility administrator, or designee, must
complete Section 3 of the form, Services Offered
orArranged by the Facility, or may use electronic
documentation, which at a minimum includes the
elements in Section 3. This requirement does not

A008

b. The facility may obtain the omitted information ‘
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apply for residents receiving:
a. Extended congregate care (ECC) services in
facilities holding an ECC license;
b. Services under community living support plans
in facilities holding fimited mental health licenses;
¢. Medicaid assistive care services; and
d. Medicaid waiver services.
(c) Any information required by paragraph (a) that
is not contained in the medical examination report
conducted prior to the individual’ s admission to
the facility must be obtained by the administrator
within 30 days after admission using AHCA Form
1823.
(d) Medical examinations of residents placed by
the department, by the Department of Children
and Family Services, or by an agency under
contract with either depariment must be
conducted within 30 days before placement in the
facility and recorded on AHCA Form 1823
described in paragraph (b).
(e) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services {CARES) program may be substituted
for the medical examination requirements of
Section 429.426, F.S., and this rule.
{f) Any orders for medications, nursing,
therapeutic diets, or other services to be provided
or supervised by the facility issued by the
licensed health care provider conducting the
medical examination may be attached to the
health assessment. A licensed health care
provider may attach a do-not- : order for
residents who do not wish
to be administered in the case of

or .
(g} Aresident placed on a temporary emergency
basis by the Department of Children and Famity
Services pursuant to Section 415.105 or
415.1051, F.8,, shall be exempt from the
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examination requirements of this subsection for
up to 30 days. However, a resident accepted for
temporary emergency placement shall be entered
on the facility ' s admission and discharge log and
counted in the facility census; a facility may not
exceed its licensed capacity in order to accept a
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility failed to ensure the medical examination
report was completed as required for 1 out of 4
{Resident #1) sampled residents.

The findings include:

Record review for sampled Resident #1 health
assessment did not inciude if an assisted living
facility could meet resident's needs.

On i/ atabout 3:00 p.m. the facility
administrator stated that the assessments for
Resident #1was incomplete.

Class: Il

A052;
$8=D Self-Admin

{3) ASSISTANCE WITH
SELF-ADMINISTRATION,

(a) For facilities which provide assistance with
self-administered medication, either: a nurse; or
an uniicensed staff member, who is at least 18

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

Aoo8

A052
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) , trained to assist with self-administered
medication in accordance with Rule 58A-5.0191,
F.AC., 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 e with self ion of
medication includes verbally prompting a resident
to take medications as prescribed, retrieving and
opening a properly labeled medication container,
and providing assistance as specified in Section
429.256(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 fo have been contaminated, shall not be
returned to the container.

{c) Staff shall observe the resident take the
medication. Any concerns about the resident’ s
reaction to the medication shall be reported to the
resident ' s heatlth 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 to a pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,

{X&3 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5
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or family member upon leaving the facility, with
this fact noted in the resident ' s medication
record or

. ions may be sep and
dispensed in an easier to use form such as unit
dose packaging;
(e) Pursuant to Section 429.256(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 428.256(4)(i), F.S., the
terms " judgment” and " discretion ® mean
interpreting vital signs and evaluating or
assessing a resident ' s condition.
{4) Assistance with self-administration does not
include:
{a) Mixing,

, converting, or
medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.

{b) The preparation of syringes for injection or the
administration of medications by any injectable
route.

(c) Administration of medications through
intermiﬁem positive pressure breathing machines
ora

(d) Admlntstratxon of medications by way of a
tube inserted in a cavity of the body.

{e) Administration of | preparations.

{f) Irrigations or debriding agents used in the
treatment of a skin condition.

Q) , or preparations.

(hy Med!catlons 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
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competent resident.

{i) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.

This Statute or Rule is not met as evidenced by:
Based on record observation record review and
interview the facility failed to follow appropriate
procedure when assisting resident #13 with self-
administration medication.
Findings are:
Observation of e with self-ac
medication on + at about 2:00 p.m. for
sampled resident # 13 revealed that the caretaker
staff gave one tablet of Sod 500mg
and a canister of Pro-air HFA 90 meg to resident,
resident puff medicine twice on the mouth. The
caretaker staff did not read the medication label
for the medication Pro-air HFA 90 mcg to the
resident,
Medication Observation Record (MOR) review
revealed that Resident # 13had an order of

Sod 500 mg take one tablet by mouth
three times daily 7:00 a.m., 12:00 noon, 8:00 p.m.
Staff documented on back of the MOR that
medicine was given at 2:00 p.m. because the
resident was at the program.
Interview conducted with Staff #8 on
at 2:30 p.m. confirmed she did not follow the
specific steps for assisting the resident with
self-administered medications, including reading
the label in front of the resident and she give the
medications at 2:00 p.m. because the residents
was not at facility at 12:00 p.m.
Administrator was acknowledged and she stated
they are going to make doctor aware,

d

Class lii
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{7) MEDICATION LABELING AND ORDERS.
(a) No prescription drug shall be kept or
administered by the facliity, including assistance
with self-administration of medication, unless it is
properly labeled and dispensed 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 separated into individual medicinal drug
containers, then the following information must be
recorded on each individual container:
1. The resident ' s name; and
2. Identification of each medicinal drug product in
the container,
(b) Except with respect to the use of pill
organizers as described in subsection (2), no
person other than a pharmacist may transfer
medications from one storage container to
another.
{c) If the directions for use are " as needed " or
" as directed, " the health care provider shall be
contacted and requested to provide revised
instructions. For an " as needed " prescription,
the circumstances under which it would be
appropriate for the resident to request the
medication and any limitations shall be specified;
for example, “ as needed for pain, not to exceed
4 tablets per day. " The revised instructions,
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

: with self-admini on or
administering medication must be accompanied
by a written medication order issued and signed
AHCA Form 3620-0007
STATE FORM 895 WBRG11 If continuation sheet 8 of 17
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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" label 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} Anurse 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.

(f) The facility shall make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self- ini ion of
medication or medication administration are filed
or refilled in a timely manner.

{g) Pursuant to Section 465.0276(5), F.S., and
Rule 84F-12.008, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health 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, I
the sample or complimentary prescription drugs
are not dispensed in the manufacturer ' s labeled
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.S.,
before dispensing any sample or complimentary

AHCA Form 3020-0001
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prescription drug, the resident’ s health care
provider shall 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, record review and
interview the facility failed to appropriate refill
resident's medications.
Findings are:
Medication Observation Record (MOR) review
indicate Resident #1 has an of order of
100 mg tab, take one tablet by

mouth twice daily, 8am and 8pm. There was no
documentation that resident refused medicine in
the Medication Observation Record (MOR) or
resident's progress notes on , 2012
and , 2013
During medication reconciliation review was
known that the bottle of 100 mg
tab, had 100 tablets.
Interview conducted with Staff #8 on
atabout 11.20 am. stated that she thinks that
probably other staff put pills that left over from
previous months on current month medicine
bottle.
Interview conducted with the administrator on

at about 3:00 p.m. stated that she did
not know that this has been happen.

Class 1l

58A-5.024(2) FAC Records - Staff

(2) STAFF RECORDS.,

(a) Personnel records for each staff member shall

contain, at a minimum, a copy of the original

employment application with references furnished

and verification of freedom from communicable
including . In addition,

records shall contain the following, as applicable: i

A D56

A161

AHCA Form 3020-0667
STATE FORM

sasn

WBRG11

If continuation sheet 10 of 17



PRINTED: 02/11/2013

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE TRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION AN Nz 0@ CONSTR COMPLETED
A BUHDING
8. WING .
AL11811829
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4481 SW 8 STREET
CENTRAL PALACE RESIDENTIAL, MIAMI, FL 33134
(x4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TaG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
A 161, Continued From page 10 A161

1. Documentation of compliance with all staff
training required by Rule 58A-5.0191, FAC,;

2. Copies of all licenses or certifications for all
staff providing services which require licensing or
certification;

3. Documentation of compliance with level 1
background screening for all staff subject to
screening requirements as required under Rule
58A-5.019, FAC,;

4. A copy of the job description given to each staff
member pursuant to Rule 58A-5.019, FAC., for
facilities with a licensed capacity of seventeen
(17) or more residents; and

. Documentation of facility direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 58A-5.0182(8)(c),
F.AC

{b) The facility shall not be required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by a business
entity contracting to provide direct or indirect
services to residents and the facility. However,
the facility must maintain a copy of the contract
between the facility and the staffing agency or
contractor as described in Rule 58A-5.019,

AC

{c} The facility shall maintain the facility ' s written
work schedules and staff time sheets as required
under Rule 58A-5.018, F.A.C,, for the last 6
months.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain a copy of the job description for
4 out of 13 sampled staff (Staff #2, #3, #6 and
#10).

AHCA Form 3020-0001
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The findings include:

Record review of the personnel files on i

for Staff #2 hired on , Staff #3 hired on
,Staff #6 hired on ans

Staff #10 hired on showed there was

no copy of the job description.

interview conducted with the facility administrator
on i/ at about 2:00 p.m. confirmed that
Staff #2, #3, #6 and #10 did not a copy of their job
description in their personnel files.

Class lll

g;ﬂD‘l 58A-5.029(2) FAC LMH - Records Al241
{2) RECORDS.
(&) A facility with a limited mental health ficense
shall maintain an up-to-date admission and
discharge log containing the names and dates of
admission and discharge for all mental health
residents. The admission and discharge log
required under Rule 58A-5.024, F A.C., shall be
sufficient provided that all mental health residents
are clearly identified.
(b} Staff records shall contain documentation that
designated staff have completed limited mental
health training as required by Rule 58A-5.0181,
FAC.

{c}) Resident records for mental health residents

in a facility with a limited mental health license

must include the following:

1. Documentation, provided by the Department of

Children and Family Services within 30 days of

the resident ' s admission to the facility, that the

resident is a mental health resident.

Documentation that the resident is receiving

social security or supplemental security
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income, , and any
of the following shall meet this requirement.

a. An affirmative statement on the Alternate Care
Certification for | - R

( )) Form, CF-ES 1008, 1998, that the

resident is receiving SSI/SSDI due to a

b. Written verification provided by the Social
Security Administration that the resident is
receiving $S1 or $SD! for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Social Security
Administration to provide such information to the
Department of Children and Family Services.
¢. Awritten statement from the resident ' s case
manager that the resident is an adult with severe
and persistent mental iliness. The case manager
shall consider the following minimum criteria in
making that determination,
(i) The resident is eligible for, is receiving, or has
received state funded services from the
Department of Children and Family Services '
and Mental Health program
office within the last 6 years; or
(it} The resident has been diagnosed as having a
mental .
2. An appropriate placement assessment
provided by the resident ' s mentat health care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted living
facility. Such assessment shall be conducted by a
psychiatrist, clinical psychologist, clinical social
worker, or, ., .. purse, or person
supervised by one of these professionals.
a. Any of the following documentation which
contains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, shall meet

(x4) I SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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this requirement:

(i} Completed Alternate Care Certification for
. e gy _ .} Form,
CF-ES Form 1006, 11998,
(it} Discharge Statement from a state mental
hospital completed within 90 days prior to
admission o the ALF provided it contains a
statement that the individual is appropriate to live
in an assisted living facility; or

{iii) Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.

b. A mental health resident returning to a facility
from treatment in a hopsital or crisis stabilization
unit (CSU) will not be considered a new
admission and not require a new assessment.
However, a break in a resident ' s continued
residency which requires the facility to execute a
new resident contract or admission agreement
will be considered a new admission and the
resident’ s mental health care provider must
provide a new assessment.

3. A Community Living Support Plan.

a. Each mental health resident and the resident’
s mental health case manager shall, in
consultation with the facility administrator,

prepare a plan within 30 days of the resident' s
admission to the facility or within 30 days after
receiving the appropriate placement assessment
under paragraph (¢}, whichever is later, which:

(i) includes the specific needs of the resident
which must be met in order to enable the resident
1o live in the assisted living facility and the
community;

(it} Includes the clinical mental health services to
be provided by the mental health care provider to
help meet the resident " s needs, and the
frequency and duration of such services;

{iil} Includes any other services and activities to
be provided by or arranged for by the mental
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heaith care provider or mental heaith case
manager to meet the resident ' s needs, and the
frequency and duration of such services and
activities;
{ ) includes the of the facility to
facilitate and assist the resident in attending
appointments and arranging transportation to
appointments for the services and activities
identified in the plan which have been provided or
arranged for by the resident’ s mental health care
provider or case manager;
{v) Includes a description of other services to be
provided or arranged by the facility;
{vi) Includes a list of factors pertinent to the care,
safety, and welfare of the mental health resident
and a description of the signs and symptoms

to the resident that indicate the
immediate need for professional mental health
services;
{vii} Is in writing and signed by the mental health
resident, the resident ' s mental health case
manager, and the ALF administrator or manager
and a copy placed in the resident ' s file. If the
resident refuses to sign the plan, the resident’ s
mental health case manager shall add a
statement that the resident was asked but
refused to sign the plan;
(vii) Is updated at least annually;
(ix) include the Agreement
described in subparagraph 4. If included, the
mental health care provider must also sign the
plan; and
{x) Must be available for inspection to those who
have a lawful basis for reviewing the document.
b. Those portions of a service or treatment plan
prepared pursuant to Rule 85E-4.014, FAC,,
which address all the elements listed in
sub-subparagraph a. above may be substituted.
4. Agreement. The mental health
care prcwder for each mental health resident and
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the facility administrator or designee shall, within
30 days of the resident ' s admission to facility or
receipt of the resident ' s appropriate placernent
assessment, whichever is later, prepare a written
staternent which:

a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental health resident. The provider must
furnish the resident and the facility with the
provider ' s 24-hour emergency crisis telephone
number.

b. Must be signed by the administrator or
designee and the mental health care provider, or
by.a designated representative of a Medicaid
prepaid health plan if the resident is on a plan
and the plan provides behavioral health services
under Section 409.912, F S,

c. cover all mental health residents of the
facility who are clients of the same provider.
d be included in the Community Living

Suppert Plan described in subparagraph 3.
Missing documentation 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, or the mental
health care provider under contract to provide
mental health services to clients of the
department.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview the
facility failed to ensure that a Community Living
Support Plan and X Agreement was
provided for 2 out of 5 sampled residents
(Resident #1 and #3) and failed to update the
community living support plan for Resident #2,
limited mental health resident.
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The findings include:

Resident record review for sampled Resident #1
admitted to the facility on document
that the Health Assessment dated
indicated the resident was diagnosed with

by the physician and there was no
Community Living Support Plan and
Agreement on file for review.

Resident record review for sampled Resident #3
admitted to the facility on ‘ document
that the Health Assessment dated
indicated the resident was diagnosed with
by the physician and
there was no Community Living Support Plan and
. Agreement on file for review.
Resident record review for sampled Resident #2
admitted to the facility on
document that the Heaith Assessment dated
indicated the resident was diagnosed
with , by the physician, The
last Annual Community living support plan done
was on .

Oon i at about 3:30 p.m. the facility
administrator stated that Resident #1 and #3 did
not have Community Living Support Pian and

Agreement on file for review and
confirmed that the community living support plan
for Resident #2 was not updated.

Class: lil
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RICK SCOTT . ELIZABETH DUDEK
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,2013

Administrator

Central Palace Residential,
4491 Sw 8 Street

Miami, FL 33134

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on , 2013 by
representative(s) of 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 fo verify that the necessary corrections are in

place 1o correct the deficiencies identified on vour 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(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,

~AuArlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
XG9O
Headquarters Miami Field Office

2727 Mahan Drive
Tallahassee, FL 32308
http:/iahca. myflorida com

8333 N.W. 53rd Street, Suite 300
Miami, FL 33166
Phone (305) 583-3100; Fax (305) 593-3121




