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Initial Comments A000

A Standard Biennial Survey was conducted in
your Assisted Living Facility on . Troy &
Greg Corp had deficiencies found at the time of
the survey.

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

Leisure Activities

{2) SOCIAL AND LEISURE ACTMITIES.,
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 shall demonstrate residents ' participation
through one or more of the following methods:
resident meetings, committees, a resident
council, jon box, group di ions,
questionnaires, or any other form of
communication appropriate to the size of the
facility.

{c) Scheduled activities shall be available at least
six (8) days a week for a fotal of not less than
twelve {12} hours per week. Watching television
shall not be considered an activity for the purpose
of meeting the twelve (12) hours per week of
scheduled activities unless the television program
is a special one-time event of special interest to
residents of the facility. A facility whose residents
choose fo attend day programs conducted at
adult day care centers, senior centers, mental
health centers, or other day programs may count
those attendance hours towards the required
twelve (12} hours per week of scheduled
activities. An activities calendar shall be posted in
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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 observation and interview facility failed
to provide an activities program on a daily basis.

Findings include:

Observation upon arrival on -at 7:50 am,
revealed that activity of fistening music was
written at the activities calendar posted. The
activity was to take place from 10:00 a.m. to 12
noon. No activity took place at that time interval.
No activity took place during the course of the
survey.

Interview conducted on iat 810 am. with
resident #1 revealed that there are no activities
offered in the facility. Resident #2 stated on

at 8:35 a.m. that the only activity that is
taking place is watching television all day long.

Administrator acknowledged the findings on
i at 2:00 pm

Class It

A 052 58A-5.0185(3) FAC Medication - Assistance with | A052
$5=D| 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
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medication in accordance with Rule 58A-5,0191,
F.AC., and able to demonstrate to the
administrator the abifity 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} Assi e with self-admini 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
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
fo 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 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 to a pill
organizer pursuant to the requirements of
subsection {2), and given to the resident, a friend,

AD52

or family member upon leaving the facility, with
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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 428.256(4)(i), F.S., the
terms " judgment” and " discretion * mean
interpreting vital signs and evaluating or
assessmg aresident ' s condition.

4; e with self-administration does not

include:
{a) Mixing, 1, 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
administration of medications by any injectable
route.
{c) Administration of medications through
intermittent positive pressure breathing machines
ora. ...
{d) Admlnlstratlon of medications by way of a
tube inserted in a cavity of the body.
{e} i jon of | ions.
{f} Irrigations or debndlng agems used in the
treatment of a skin condition.
{9) or preparations.
()] Medncatlons ordered by the physician or
heaith care professional with prescriptive
authority to be given " as needed, " uniess 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.

A0B2
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{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 and interview facility's staff
{#4) failed to follow appropriate procedure when
assisted resident #2 with herself administration of
her medications.

Findings include:

Observation on at 11:48 a.m. revealed that
staff #4 placed noon medications that belonged to
resident #2 in the kitchen counter. She placed
medications from containers/ {0 a plastic
cup. She approached resident #2 that was sitting
in the dining table having funch and toid her the
names of the medications that she was taking.
Staff turned her back to the resident and filled out
the Medication Observation Record that was
placed at the kitchen counter. Staff did not open
containers/ and remove medications in
frond of the resident, Staff did not observe
resident #2 taking her medications as directed.

Adrministrator acknowledged the finish on
at 2:00 pm

Class Il

A D080 58A-5.0191(1) FAC Training - Core & A080
88=D| Competency Test

Staff Training Requirements and Competency
Test.

(1) ASSISTED LIVING FACILITY CORE

‘ TRAINING REQUIREMENTS AND
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COMPETENCY TEST.

(a) The assisted living facility core training

requi i by the ¢

pursuant to Section 429.52, F.S., shall consist of
a minimum of 26 hours of training plus a
competency test.

{b) Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the competency test is 75%. Administrators who
have attended core training prior to , 1997,
and managers who attended the core training
program priorto | , 1998, shall not be
required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with Part il of
Chapter 468, F.S., are exempt from this
requirement.

{c) Admini: ors and shall particip

in 12 hours of continuing education in topics
related to assisted living every 2 years as
provided under Section 429.52, F.§.

{d) A newly hired administrator or manager who
has successfully completed the assisted living
faciiity core training and continuing education
requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core fraining requirements and must:

1. Retake the assisted living facility core fraining;
and

2. Retake and pass the competency test.

{e) The fees for the competency test shall not

A 080
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exceed $200. The payment for the competency
test fee shall be remitted to the entity
administering the test. A new fee is due each time
the test is taken.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility's
manager failed to take the CORE Competency
test and subsequently to pass the CORE exam.

Findings include:

Record review revealed that the facifity's
administrator supervised a total of two Assisted
Living Facilities. Further reviewed revealed that
he appointed Staff #3 as the Facility's manager.
Record review for the manager (hired
revealed that she completed the CORE exam on
- but did not yet register for the CORE
Competency test.

Administrator acknowledged the findings on
at 2:00 pm

Class Hi
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FRORIIA ACGENCY FOR HEALTH CARE ADMINSTRATION

RICK $COTT ELIZASETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
. ,2013
Administrator
Troy & Greg Corp

12260 Sw 184th St
Miami, FL. 33177

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 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 letter unless the Agency has approved another timeframe.

Staff from this office will conduct g review after Lo 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://aheamyflorida.com/Publications/Forms.shtml as a first step in providing a i

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.

b-based i

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,
o
Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
XaG9o
Headquarters Miami Field Office

8333 N.W. 53rd Street, Suite 300
Miami, FL 33186
Phone (305) 583-3100; Fax (305) 583-3121

2727 Mahan Drive
Tallahassee, FL 32308
bitp:ffahca.myflorida. com




