STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

Agency for Health Care Administration

PRINTED: 03/06/2013
FORM APPROVED

X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

AL11967568

(X2) MULTIPLE CONSTRUCTION
A BUILDING

B.WING _

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

ALF AT OCEAN BREEZE GARDENS

STREET ADDRESS, CITY, STATE, 2IP CODE

500 LEE AVE
SATELLITE BEACH, FL 32937

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X6}
COMPLETE
DATE

A0O0,

A 052

Initial Comments :

- conducted biennial re-licensure survey on
the premises of ALF at Ocean Breeze Gardens,
focated at 535 Jackson Avenue, Satellite Beach,
FL 32037

ALF at Ocean Breeze Gardens had deficiencies
found at the time of the visit.

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

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

. trained to assist with seff-administered
medication 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 429.258, F.8.
(b) Assistance with self- istration of
medication includes verbally prompting a resident
to take medications as prescribed, refrieving 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 to have been contaminated, shall not be |
returned to the container. i
{c) Staff shall observe the resident take the |
medication. Any concerns about the resident’s
reaction to the medication shall be reported to the
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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
feaving 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
4. Medications may be separately prescribed 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 429.256(4)()), F.S., the
terms " judgment " and " discretion * mean
interpreting vital signs and evaluating or
assessing a resident ' s condition,
4 i e with self-admini

1 does not
include:

(a) Mixing, _. converting, or

| medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
(b) The preparation of syringes for injection or the |
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administration of medications by any injectable
route.

{c) Administration of medications through
intermittent positive pressure breathing machines
ora. ...

{d) Administration 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
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 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, record review and
interview 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 and
did not observe 1of 10 sampled residents (#10)
take her medications and signed the Medication
QObservation Record (MOR).

Findings:
Observations during tour at approximately 10:30
AM resident #10 of sampled resident

#2) had 2 cups with multiple pills inside, as well
as an Adair inhaler on top of her bedside table.
She stated she did not take them (medication)
because she did want to take them on an empty

|
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stomach and wanted to take the medication after
lunch.
Observations during lunch at approximately 12
PM, noted the resident came to the dining
sat down, stated she was not hungry and left.
Review of the MOR for resident #10 at
i approxi 12:30 PM ied the following

medications and it was indicated that the resident
had taken the medications in the morning of

as evident by the staff initials. The
medications were: . .___.... 40 mg dally,
600 mg twice aday at7 AM and 7 PM,

+10 mg daily, . ... 120 mg daily
hold if SBP less than 100 or HR less than 65,
Fish oll 1000 mg daily, +ER 300 mg
daily, . 75 meg daily, +C 500
one daily, Therapeutic M one daily, :
50 mg twice daily at7 AM &7 PM, :
50 mg twice daily at 7 AM &7 PM hold if SBP
less than 80, 10 mg twice daily at7

& 7 PM and Cefuoxine 250 mg twice dally at 7
AM &7 PM.

The administrator was made aware at the time
and she stated that she would speak with the
resident and the staff. She added the staff was
really upset about it.

Class It

A 078 58A-5.019(2) FAC Staffing Standards - Staff

(2) STAFF,

{3) Newly hired staff shall have 30 days to submit
a staternent from a health care provider, based
on a examination conducted within the last six
months, that the person does not have any signs
or symptoms of a communicable ..

including .. _ Freedom from

. must be documented on an annual
basis. A person with a positive test

AM &7 PM, 50 mg twice daily at 7 AM
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must submit a health care provider ' s statement
that the person does not constitute a risk of
communicating Newly hired staff
does not include an employee transferring from
one facility to another that is under the same
management or ownership, without a break in
service. If any staff member is later found to
have, or is suspected of having, a communicable
hefshe shall be removed from duties
until the administrator determines that such
condition no longer exists.
(b) All staff shall be assigned duties consistent
with his/her level of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or ified. All staff
shall exercise their responsibilities, consistent
with their qualifications, to observe residents, to
document observations on the appropriate
resident’ s record, and to report the observations
to the resident ' s health care provider in
accordance with this rule chapter.
{¢) Al staff must comply with the training
requirements of Rule 58A-5.0191, FA.C,
(d) Staff provided by a staffing agency or
employed by a business entity contracting to
provide direct or indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to
residents.
{e) For facilities with a licensed capacity of 17 or
more residents, the facility shall:
1. Develop a written job description for each staff

to each staff member; and
2. Maintain time sheets for all staff.

position and provide a copy of the job description
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This Statute or Rule is not met as evidenced by:
Based on observations, record reviews and
interviews the facility failed to ensure all staff
were assigned duties consistent with his/her level
of education, training, preparation, and
experience and allowed non licensed personnel
to performed duties that required nursing
licensure.

Findings:

Staff B stated at approximately 10 AM that she
assisted resident #2 to put on and take off her

Observations during tour at approximately 10:30
AM resident #10 of sampled resident
#2) had 2 cups with multiple pills inside. She
stated she did not take them {medication}
because she did want to take them on an empty
stomach and wanted to take the medication after
lunch.

Both residents were noted to have They
both stated that the staff helped them with the

They helped turned it the onand !

off. The staff also put the nasal cannula on and
took it off,
Review of the _ Medication Observation
Record (MOR) for resident #10 at approximately
12:30 PM revealed among her muitiple
medications _ .._.._..; 120 mg daily hold if SBP
+ less than 100 or HR
rate) less than 65 and 50 mg
twice daily at 7 AM &7 PM hold if SBP less than
60. The MOR had daily i recorded
and the staff initials, no who had Licensed
Practical Nurse (LPN) or Registered Nurse (RN}
credentials after their signature. Per

documentation the resident's SBP was never less |

than 100 or HR less than 65,

The assistant administrator stated at
approximately 4 PM that she would speak with
the staff and resident #10, was her understanding
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was very capable of managing her _ and
she would look into why was she not doing it by
herself.
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Administrator

Alf At Ocean Breeze Gardens
500 Lee Ave

Satellite Beach, FL. 32937

Dear Administrator:
Re: Biennial relicensure

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 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 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
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 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 Lorraine
Henry at

Sincerely,

e

il it L /
Theresa DeCanio, RN {
Field Office Manager

LH/be

Enclosure
XG99

Headquarters
2727 Mahan Drive
Taltahassee. FL. 32308
hitp:/fahca.myflorida.com

Oriando Field Office

400 W._ Robinson St., Suite $-308

Orlando, FL 32801

Phone (407) 420-2502; Fax (407) 245-0098




