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AQ0Q Initial Comments

A Standard Survey was conducted on

25, 2013 at Emanuel Residence ACLF. The
following deficiencies were identified at time of
survey.

AOSZ 58A-5.0185(3) FAC Medication - Assistance with
$8=D| Self-Admin

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

, trained fo assist with self-administered
medlcataon in accordance with Rule 58A-5.0191,
F.A.C., and able to demonstrate to the
administrator the ability to accurately read and
interpret a prescription label, must be avaitable to
assist residents with self-administered
medications in accordance with procedures
described in Section 429. 256, F.S.
{o} 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.8. 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

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 health care provider and documenled
in the resident ' s record.

{d) When a resident who receives assistance thh

appears to have been contaminated, shall not be
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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 pilt
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)(i), F.S., the
terms " judgment” and " discretion” mean

interpreting vital signs and evaluating or
assessing a resident ' s condition.

{4y i e with self: ini
include:

{a) Mixing,

ion does not ;

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

(c) Administration of medications through
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; (e) Administration of , preparations.

| staff #2 after performing other task in kitchen the

intermittent positive pressure breathing machines
ora

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

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

(9} or I preparations.

(h} Medlcatnons 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
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 observation, record review and
interview the facility failed to follow appropriate
procedure in assistance of self administration of |
medication for 1 out of 6 sampled residents (#5). |
i

Findings include:
Observation made on at 1200 pm. the

i

staff went into medication closet punched

Levo mg out of pack
into her hand with no gloves then went into
residents #5's I handed it to her to
swallow.
interview on -at 1:00 p.m. with the

administrator and staff #5 acknowledge she did  ;
not follow the proper procedure for assisting with
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(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 resident who

| receives assistance with self-administration of
| medications or medication administration. AMOR
i 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
429.41, F 8., maintain a record of the prescribing
physician ' s annual evaluation of the use of the
medication

This Statute or Rule is not met as evidenced by:

Based on observations, record review, and staff
interview the facility failed to ensure that 2 out of
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8 (#1, & 5) sampled residents medication
observation record was maintained.

Findings include:

Staft#5 was observed as she poured medication
and signed the medication observation record !
{MOR). Staff #5 assisted with the adsistance and:
gave resident # 1 & 5 their medications. Staff #1 :
did not initiated in the MOR right after the ;
medications were given.

Review of the medication book for resident #1
indicates 181 mg was initialed as given in
med book from N . The
pack for this medication still contain tablets from

to S - was not
initialed as given in med book from / to

« The pack for this medication

contains no tablets for these dates.

i Review of medication book for resident #5

{indicates -Levo img&
| Metoformin 500 mg was initialed as given in
; med book from ito . The
pack for this medication still contains tablets for
these dates.
interview on - at 1:00 p.m, with the

administrator and staff #5 acknowledge she did
not follow the proper procedure for assisting with
medications & will retrain all of her staff.

Class Il

AQ077 58A-6.019(1) FAC Staffing Standards - ¢ AOT7
$5=D " Administrators

Staffing Standards.

{1) ADMINISTRATORS. Every facility shall be
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under the supervision of an administrator who 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.S., and this rule chapter.

{a) The administrators shall:

1.Beatleast v

2. If employed on or after , 1890, have
a high school diploma or general equivalency
diploma (G.E.D.), or have been an operator or
administrator of a licensed assisted living facility

1 in the State of Florida for at least one of the past

3 years in which the facility has met minimum

standards. Administrators employed on or after
, 1995, must have a high school

diploma or GE.D.;

3. Be in compliance with Level 2 background

screening standards pursuant to Section

429174, F.S.; and

4. Complete the core training requirement

pursuant to Rule 58A-5.0191, FA.C.

: (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 atleast | cand

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

¢ Notification of Change of Administrator, AHCA

Form 3180-10086, 2008, which is
incorporated by reference and may be obtained
from the Agency Central Office. The Agency

AQ77
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Continued From page 6

Central Office shall conduct a background
screening on the new administrator in

accordance with Section 429.174, F.S., and Rule i

58A-5.014 FAC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have documentation of the administrator
having a high school education diploma on file or
a general equivalency diploma & had compieted
the CORE training.

Findings includes:

Record review revealed that the administrator did
not have her high school diploma in her file.
There was no documentation of a general
equivalency diploma (G.E.D} in her file and the
CORE training.

Interview with the administrator on at
3:05 p.m. confirmed she did not have a copies of
her high school diploma and CORE care in her
fite. She stated, "I have them both but they are
not here in my file."

Class Il

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

(2) STAFF

{a) Newly hired staff shall have 30 days to submit
a statement 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

AQ77
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. Freedom from

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

, he/she shall be removed from duties
until the administrator determines that such
condition no longer exists. i
(b} All staff shall be assigned duties consistent |
with hisfher level of education, fraining,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or certified. 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.
{c) All staff must comply with the training
requirements of Rule 58A-5.0191, FAC.
(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
position and provide a copy of the job description

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to keep on file an updated documentation
of freedom from ... for 2 out of 4 (#1 &
2) staff members.

Findings include:

Personnel record review was conducted on
for staff #1 did not have proof of current
freedom from available. The last
statement on file was dated / | and expired
. I . for staff #1. Staff #2 did not have proof
of physical examination inciuding

On at 2:30 p.m. the administrator verified
there was no documentation available for herself
and staff #2. They not have the updated
documentation of freedom from in
their files.

Class 1t}

320?31 58A-5.0191(2) FAC Training - Staff In-Service A0B1
{2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shail provide or {
arrange for the following in-service training to !
facility staff:

{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants,
home health aides trained in accordance with
Rule 59A-8.0095, F.A.C., must receive a
minimum of 1 hour in-service training in
control, including universal precautions, and
facility sanitation procedures before providing
personal care to residents. Documentation of

AFICA Form 3020-0001
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compliance with the staff training requirements of |

; 29 CFR 1910.1030, relating to borne !
, may be used to meet this

requirement.

{b) Staff who provide direct care to residents

must receive a minimum of 1 hour in-service

training within 30 days of employment that covers

the following subjects:

1. Reporting major incidents.

2. Reporting adverse incidents.

3. Facility emergency procedures including

chain-of-command and staff roles relating to

emergency evacuation,

{c) Staff who provide direct care to residents, who

have not taken the core training program, shall

receive a minimum of 1 hour in-service training

within 30 days of employment that covers the

following subjects:

1. Resident rights in an assisted living facility.

2. Recognizing and reporting resident )

neglect, and __ "

{d) Staff who provnde dlrect care {o residents,

other than nurses, CNAs, or home health aides

trained in accordance with Rule 59A-8.0095,

F.A.C., must receive 3 hours of in-service training

within 30 days of employment that covers the

following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

living.

{e) Staff who prepare or serve food, who have not

taken the assisted living facility core training must |

receive a minimum of 1-hour-in-service training

within 30 days of employment in safe food

handling practices.

{f) All facility staff shall receive in-service tralmng |

regarding the facility ' s resident elopement

response policies and procedures within thirty

{30} days of employment.

1. All facility staff shall be provided with a copy of

A 081 Continued From page $ | A0a1
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the facility ' s resident elopement response
policies and procedures.
2. All facility staff shali demonstrate an i
understanding and competency in the i
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
administrator failed to provide or arrange for the
following in-service training to 2 out of 4 (#3 &4) |
direct care staff. f
f

Findings include:

Personnel record review on revealed that |
the sampled staff who provides direct care to 1
residents was unable to provide any i
documentation to prove in-service training's in
the following:

Staff #3 and 4 did not have documentation
verifying training's for reporting major incidents,
reporting adverse incidents, facility emergency |
procedures including chain-of-command and staff !
roles relating to emergency evacuation, resident
rights in an assisted living facility, recognizing and ;
reporting resident © , neglect, and

* 7, elopement response policies and
procedures wtthm thirty {30) days of emp!oyment
resident behavior and needs, providing i
assistance with the activities of daily living, and |
safe food handling practices.

On at 2:30 p.m. the administrator verified
there was no documentation of training available :
for staff #3 & 4.

AHCA Form 3020-0001
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(6) NUTRITION AND FOOD SERVICE. The
admini or Or person desi d by the
administrator as responsible for the facility ' s
food service and the day-to-day supervision of
food service staff must obtain, annually, a
minimum of 2 hours continuing education in
topics pertinent to nutrition and food service in an
assisted living facility. A certified food manager,
licensed dietician, registered dietary technician or
health department sanitarians are qualified to
train assisted living facility staff in nutrition and
food service.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the
administrator failed to ensure 1 out 4(#4) staff
members responsible for the facility * s food
service and the day-to-day supervision of food
service staff obtain annually, a minimum of 2
hours continuing education in topics pertinent to
nutrition and food service in an assisted fiving
facility.

Findings include:

Record review of staff #4's contained no
documentation of nutrition and food service
training in he file.

interview with the administrator on at 2:30
p.m. stated, "she does not have it right now but
will receive it soon.”

STATEMENT OF DEFICIENCIES (x1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
AL11964219 B.WING .
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
343 W 44TH STREET
EMANUEL RESIDENCE ACLF HIALEAH, FL. 33012
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A081: Continued From page 11 A081
Class it
£085 58A-50191(6) FAC Training - Nutrition & Food | A085
$8=D Service

AHCA Form 3020-0001
STATE FORM

a9

M3EM1S

W continuation sheet 12 of 14




Agency for Health Care Administration

PRINTED: 03/26/2013
FORM APPROVED

{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
regarding within 30 days after
employment.

(¢} Training shall consist of the information
included in Rule 58A-5.0186, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and staff
interview the assisted living facility failed to
ensure that 1 out of 4 (#4) sampled staff
members received

) training

Findings include:

Record review revealed that staff #4 (hired date
unknown} did not have any decumentation of
completing at least one hour of » training
within 30 days of employment.

|

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION HDENTIFICATION NUMBER: A, BUILDING: COMPLETED
AL11964219 B WING -
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
343 W 44TH STREET
EMANUEL RESIDENCE ACLF HIALEAH, FL 33012
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 2] PROVIDER'S PLAN OF CORRECTION (X85}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A085: Continued From page 12 AQ85
Class il
A 090 58A-5.0191(11) FAC Training - Do Not A0S0
$8=D Orders
{1 i
TRAINING.
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STATEMENT OF DEFICIENCIES X1} PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

AL11964219

FORM APPROVED
X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A BULDING: COMPLETED
B.WING

NAME OF PROVIDER OR SUPPLIER

EMANUEL RESIDENCE ACLF

STREET ADDRESS, CITY, STATE, ZiP CODE

343 W 44TH STREET
HIALEAH, FL. 33012

Interview with the administrator on
p.m. stated, "she does not have it right now but
} will receive it soon.”

Class Hl

at2:30;

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TA CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
A080 Continued From page 13 A0S0
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, 2013

Administrator

Emanuel Residence Aclf
343 W 44th Street
Hialeah, FL 33012

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 afier 4/26/2013 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.shiml 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 cali Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,

Arlene Mayo-Davis
Field Office Manager

AMD:sy
Enclosure
XG90

Headquarters

2727 Mahan Drive
Tajlahassee, FL 32308
hitp:/fahca.myflorida.com

Miami Field Office

8333 N.W. 53rd Street, Suite 300

Miami, FL. 33166

Phone (305) 593-3100; Fax (305) 593-3121




