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Initial Comments | A000
An Assisted Living Facility standard biennial
licensure survey was conducted on

Bright Horizons of Greenwood, had licensure
deficiencies found at the time of the visit.
58A-5.0181(4) FAC Admissions - Continued L AD10
Residency

{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through {(e) of this subsection,
criteria for continued residency in any licensed
facility shall be the same as the criteria for
admission. As part of the continued residency i
criteria, a resident must have a face-to-face *
medical examination by a licensed health care |
provider at least every 3 years after the initial i
assessment, or after a significant change, i
whichever comes first. A significant change is
defined in Rule 58A-5.0131, F. A.C. The results of
the examination must be recorded on AHCA
Form 1823, which is incorporated by reference in
paragraph {2)(b) of this rule. The form must be
completed in accordance with that paragraph.
After the effective date of this rule, providers shall
have up to 12 months to comply with this
requirement.
{a) The resident may be bedridden forupto 7
consecutive days.
{b) A resident requiring care of a
may be retained provided that
1. The facility has a LNS license and services are
provided pursuant to a plan of care issued by a
ficensed health care provider, or the resident
contracts directly with a licensed home health
agency or a hurse to provide care;
2. The condition is documented in the resident ' s
record; and
3. if the resident ' s condition fails to improve
within 30 days, as documented by a licensed

pressure
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are met:

any additional care and
needed;

resident and the facility;

of daily living; and

(d) The administrator is

placement of a resident

429.28(1), F.8.

heaith care provider, the resident shall be
discharged from the facility.

€)Y A ili resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions

1. The resident qualifies for, is admitted to, and
consents to the services of a licensed hospice
which coordinates and ensures the provision of

services that may be

2. Continued residency is agreeable fo the

3. An interdisciplinary care plan is developed and
implemented by a licensed hospice in
consultation with the facility. Facility staff may
provide any nursing service permitted under the
facility ' s license and total help with the activities

4. Documentation of the requirements of this
paragraph is maintained in the resident ' s file.

responsible for

moenitoring the continued appropriateness of

in the facility.

{e) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 58A-5.030, F.AC.
(5) DISCHARGE. If the resident no longer meets |
the criteria for continued residency, or the facility
is unable to meet the resident ' s needs, as
determined by the facility administrator or
licensed health care provider, the resident shall
be discharged in accordance with Section

This Statute or Rule is not met as evidenced by:

L AD10

i
|
i
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Based on interviews and record review, the
facility failed to ensure continued eligibility for
residency for 1 out of 2 sampled residents
{Residents #5). As evident of a resident no Ionger
able to self-maintain a bag was
allowed to remain in the facility which holds a
standard license and has no licensed nursing
staff,

The findings include:

Resident #5 was admitted to the facility on
review of her record documented she
receives hospice services and requires use of a
bag.

In interviews conducted - at 4:10 PM with
the Administrator present, two Caregivers stated
they empty the bag, clean the site, and
will reinforce the dressing on the site as needed
until the hospice nurse's next visit

in an interview conducted - at 4:00 PM,
the Administrator, she stated Resident #5 used to
but s no longer able to maintain the
site herself or care for it. She acknowledged

. care is identified in state regulations as
allowable in an assisted living facility only if the
facility has a Limited Nursing Services license
and all _ care, except for emptying the
bag, is performed by a licensed nurse.

Class 11l

A 052
8$8=D

B8A-5.0185(3) FAC Medication - Assistance with
Self-Admin

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.
{a) For facilities which provide assistance with

: AOt0

A052
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self-administered medication, either: a nurse; or
an unlicensed staff member, who is at least .

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

{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 upen
leaving the facility, with this fact noted in the
resident’ s medication record;

3. The medication may be transferred to a pill

Aos2
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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 i
term " competent resident " means that the I
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 i
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 liquid H
medication or breaking a scored {ablet 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) 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.

L or t preparations.

(h) Med\cattons 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
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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 observation and interviews, the facility |
failed to ensure unlicensed staff assisting :
residents with self-administration of medications E
followed required practices for 2 out of 2 sampled |
residents observed receiving assistance with
self-administration of medications (Resident #5)
As evident of the unlicensed staff member failed
to read medication labels to a resident prior to H
assisting the resident with self-administration of a |
medications. i

|
i

The findings include:

On at 9:02 AM, an unlicensed staff
member was observed in the presence of
Resident #5 to place medications from their
original containers into a pill cup and present it to
the resident while stating, "Here's your medicine "

in an interview conducted at 1:00 PM
with the Administrator present and two unlicensed
staff members, all parties stated “this was their
usual method when assisting residents with
self-administration of their medications.” The staff
members and Administrator ali acknowiedged
unlicensed staff members are required to read
each medication fabel to the resident prior to
assisting the resident with self-administration of
that medication. i
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FLORIDA AGENCY FOR HEALTH CARE ADMINISTRATIGN

ELIZABETH DUDEK
Ré%(vgggg? Better Health Care for all Floridians SECRETARY

2013

Administrator

Bright Horizons Of Greenwood, Inc
9565 NW 27th Street

Coral Springs, FL 33065

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on 2013 bya
representative from 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 (30) 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
cotrections 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://ahea.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 representative. Should you have any questions please call this
office at (561) 381-5840.

S?W /%/M”’/ AcF W

Arlene Mayo-Davis
U Field Office Manager

AMD/dso

Enclosure
XG9O

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
hitp:7iahca.myfiorida.com

Delray Beach Field Office
5150 Linton Boulevard, Suite 500

Delray Beach, FL 33484

Phone (561) 381-5840; Fax (561) 496-5924




