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A 000 Initial Comments
1 . conducted the Assisted Living Facility
| (ALF) with Limited Nursing Services (LNS)
| re-licensure survey.

The tacility had deficiencies found during the visit.

A 026 58A-5.0182(2) FAC Resident Care - Social &
| Leisure Activities

‘ (2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in
social, recreational, educational and other
activities within the facility and the community.
(a) The facility shall provide an ongoing activities
program. The program shall provide diversified
individual and group activities in keeping with
| each resident’ s needs, abilities, and interests.
| (b) The facility shall consult with the residents in
| selecting, planning, and scheduling activities. The
facility shali demonstrate residents ' participation
through one or more of the following methods:
resident meetings, committees, a resident
council, suggestion box, group discussions,
questionnaires, or any other form of
| communication appropriate to the size of the
facility.
(c) Scheduled activities shall be available at least
six (6) cdays a week for a total of not less than
twelve (12) hours per week, Watching television
shall not be considered an activity for the purpose
of meeting the tweive (12) hours per week of
scheduled activities uniess the television program
is a special one-time event of special interest to
residents of the facility. A facility whose residents
choose to attend day programs conducted at
adult day care centers, senior centers, mentat
 health centers, or other day programs may count
! those attendance hours towards the required
twelve (12) hours per week of scheduled
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! in the common area, the TV was on. One

Continued From page 1 A026

activities. An activities calendar shall be posted in
common areas where residents normally
congregate.

(d) If residents assist in planning a special activity
such as an outing, seasonal festivity, or an
excursion, up to three (3) hours may be counted
toward the required activity time.

This Statute or Rule is not met as evidenced by
Based on observations and interview the facility
failed to ensure it provided an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident's needs, abilities and interests.
Findings:

Observations during the facility tour at
approximately 8:15 AM noted that 4 residents sat

resident had the remote controf and watched a
religious program. The other resident did appear
interested in the program.

Sampled residents #3, #4, #5, and #6 stated
during private interviews that there was nothing to
do at the facility. Resident #3 stated at
approximately 10 AM that all they do is watch TV,
the administrator brought coloring books, but they
were never used. Resident #4 stated at
approximately 9:45 AM that ali she did was read
the newspaper and watch TV. Resident #5 stated
at approximately 10:30 AM that there was nothing
todo. i #6 stated at approxi ly 10:45
AM that there was just nothing to do. The
television was always on and the programs were
of refigious nature. They stated there was one
resident who always wanted to watch TV. They
said there were games and things to do, but
where not done. The residents stated they would
like to do some type of activities.

Observations during the tour noted a stack of
board games on a table in the common area.
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Continued observations during the survey noted,
two residents stayed in her , came to eat
lunch; one resident paced back and forth, 3 satin
common area and made very litle small talk. At
approximately 11:45 AM resident #3 had visitors
and she remained in the common area and the

i TV was on. After lunch resident #3 returned to

her seat and continued to watch the religious

| programs. Two other residents return to the

comimion area and gestured “nothing to do".
Resident #3 had a TV in her

The activities calendar indicated:

Monday to Friday 8:30 to 9 AM- exercise.
Monday and Wednesday 3 PM to 4:30 PM-Bingo
Tuesday, Thursday, and Saturday 3 PM to 4:30
PM- Reading

Friday 3 PM to 4:30 PM - Music

¢ Sunday 10 AM to 12 PM Devotional Christian
* Ministry
{ The admini or stated at approxi ly 2 PM

that resident #3 took command of the TV and the
remote and she mandated what would be
watched, which would be religious programing.
She added that even when she appeared to be
napping, she would stir up and ask for the
remote. She added the other residents just let
her be not to upset her.

Class il

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

{3) ASSISTANCE WITH

| SELF-ADMINISTRATION.
! (a) For faciiities which provide assistance with
| self-administered medication, either: a nurse; or

an unficensed staff member, who is at least

trained to assist with self-administered
medication in accordance with Rule 58A-5.0191,
F.A.C.. and able to demonstrate to the

AD28

A082
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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.

(b) Assistance with self-administration of
medication includes verbally prompting a resident
to take ications as p i ieving 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
1o 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

medication. Any concerns about the resident's
reaction to the medication shall be reported to the

| resident’ s heaith care provider and documented

in the resident ' s récord.

(d) When a resident who receives assistance with
medication is away from the facifity 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,
or family member upon leaving the facility, with
this fact noted in the resident ' s medication
record; or
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4, Medications may be separately prescribed and
dispensed in an easier to use form, such as unit
dose packaging;
(e) Pursuant to Section 428.266(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)()), 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
intermittent positive pressure breathing machines
ora
{d) Admxmstratton 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.
@ ,or | preparations.
(h) Medications 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
preclude 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
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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 observations the facility failed to ensure
when staff assisted with self -administration of
medications all the correct steps in assisting with
self- administration of medications were followed.
Findings:

Observations of the medication pass on said date
at approximately 12:15 PM noted the unificensed
staff did not take the medication from storage and
brought it to the resident, in her presence read
the fabel, took the prescribed amount, closed the
container, and returned the medication container
1o storage. The unlicensed staff went to the
medication cart, took a piit out and of its original
container, placed the pill in a cup, and took the
cup to the resident. She observed the resident
take the medication and then signed the MOR.
The staff, who is the administrator, stated she did
not realize that she did not follow proper steps.
Class It

58A-5.0191(11) FAC Training - Do Not
: Orders

L

TRAINING.

(a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility ' s policies and
procedures regarding .. . within 60 days
after the effective date of this rule.

 (b) Newly hired facility administrators, managers,

direct care staff and staff involved in resident

| admissions must receive at least one hour of

training in the facility * s policy and procedures
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regarding .. within 30 days after
employment.

{c} Training shall consist of the information
included in Rule 58A-5.0186, FAC.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview
the facility failed to ensure that 2 of 2 sampled
staff (A and B) received at least a one hour
in-service training regarding the facility's policy
and procedures regarding

Findings:

individual personnel record review at
approximately 1:30 PM for staff Aand B revealed
no evidence to confirm the staff received an
in-service training regarding the facility's _ . __:
policies and procedures.

The administrator stated at the time that the
training was not done; she did not know an
in-service was needed regarding the policy.
Class
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FLORIDA AGENCY FOR HEATH CARE ADWINS TRATION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Fioridians SECRETARY
2013

Administrator

Swan At Lake Conway Alf
3714 St Moritz Street
Orlando, FL. 32812

Dear Administrator:
Re: Biennial relicensure w/LNS

This letter reports the findings of a state licensure survey that was conducted on . L2013 by
representative(s) of 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, requites 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, 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
httg://ahca.myﬂorida.com/l’ublications/Forms.shm 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.

Thark you for the assistance provided to the surveyor(s). Should you have any questions please call Lorraine
Henry at

Sincerely,

" Field Office Manager

LH/be
Enclosure
XG0
B
Headquarters Oriando Field Office

2727 Mahan Drive
Tallahassee, FL. 32308
hiip:/iahca myfiorida.com

400 W. Rebinson St., Suite $-309
Orlando, FL 32801
Phone (407) 420-2502; Fax {407) 245-0998




