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Initial Comments

- ... ... Complaint inspection CCR
#2013000220 was conducted.

The facility had deficiencies found during the
inspection.

58A-5.0182(1) FAC Resident Care - Supervision

An assisted living facllity shall provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

(1) SUPERVISION. Facilities shali offer personal
supervision, as appropriate for each resident,
including the following:

{a) Monitor the quantity and quality of resident
diets in accordance with Rule §8A-5.020, FA.C.
{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the
individual.

{¢) General awareness of the resident ‘' s
whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident’ s health care
provider and other appropriate party such as the
resident ' s family, guardian, health care

| surrogate, or case manager if the resident

exhibits a significant change; contacting the
resident ' s family, guardian, heaith care
surrogate, or case manager if the resident is
discharged or moves out.

(e) Awritten record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any illnesses which
resulted in medical attention, major incidents,
changes in the method of medication
administration, or other changes which resulted in
the provision of additional services.
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medications as ordered by the healthcare
provider.

Findings:

that were dated _ cand . noted

*Controlled*.
Further review of the Controlled substance

only two times a day as follows:

later) the next dosage 8:30 PM

AM (8 hours) on the above dates

On
at7 AM and 10 PM

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview
the facility failed to provide care and services to
ensure 1 of 8 sampled residents (#5) received

Review of the incident report dated ... .. for
resident #5, revealed that the resident did not get
her2 PM dose of medication on 4/5 and 4/6.
Review of the controlied substance sheets for
resident #5 that included the prescription labels

Methadone 10 mg take 2 (20 mg) every 8 hours

Sheets for resident #5 revealed on certain days
the medications were not given as ordered and
were given before the 8 hours and on some days

On . the medication was given at 9:30 PM,
the next dose was not given until at 10
AM, the next dosage was given at 2 PM (4 Hours

On at 7 AM, 2 PM and 9:30 PM

On , ,and through and
+through . ; through
. through through

at7 AM and 2 PM the ast dosage was given at
10 PM and the next dosage was not given until 7

the medication was only given twice

A025

On » the medication was given at 7 AM, 2
PM and § PM the next dosage was not given untit
7AMon . (10 hours later).
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On . ' the medication was given
at 7 AM and 10 PM only
On . _ . _and _ the medication was given
at 7 AM, Noon and 10 PM
On - the medication was given at 9 AM (11
hours from the last dose), 1 PM (4 hours) and
10:30 PM
On . the medication was given at 8 AM (9
hours 30 minutes) 1 PM and 10 PM

n - the medication was given 7 AM, 2 PM
and 9:30 PM
On ...~ the medication was given at 8 AM, 3
PM and 10:30 PM
On _i the medication was given at 8 AM
and 10 PM only
On _ the medication was given 8 AM, 2 PM
and 10 PM the next dosage was given at 8 AM on

(10 hours later) and at 2 PM.

The Resident Care Director stated on 4/2!
3 PM that the medications were not given as
ordered and not given at the right times.

Class il

58A-5.0185(5) FAC Medication - Records

{5) MEDICATION RECORDS.
{a) For residents who use a pili 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
i i with self- ini on of
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ions or medicati i ion. AMOR
must include the name of the resident and any
known i 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.S., 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 Record review and interview the faciiity
failed to maintain an up-to-date and accurate
Medication Observations Records (MOR) for 1 of
8 sampled residents (#5).

Findings:

Review of the controlied substance sheets for
resident #5 that included the prescription labels
that were dated and - noted
Methadone 10 mg take 2 (20 mg) every 8 hours
*Controlied*.

The Medication Observation Record (MOR) for

. noted Methadone 10 mg tablet take 2
tablets (20 mg) Three Times Daily *Controlled”
and ... . noted Methadone 10 mg take 2
(20 mg) every 8 hours *Controlied”. The MOR
noted that the medication was given daily at 8
AM, 2 PM and 10 PM.
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Further review of the Controlled substance
Sheets for Resident #5 revealed on certain days
the medications were not given as ordered and
were given before the 8 hours and on some days
only two times a day as follows and the MOR was
marked as the medication was given at 8 AM, 2
PM and 10 PM daily:
On _. ... ._ the medication was given at 9:30 PM,
the next dose was not given until at10
AM, the next dosage was given at 2 PM (4 Hours
later) the next dosage 9:30 PM
On at7 AM, 2 PM and 9:30 PM
On R ,and ... through > and

_i through _. .. through s

through through

at 7 AM and 2 PM the last dosage was given at
10 PM and the next dosage was not given until 7
AM (8 hours) on the above dates
On the medication was only given twice
at7 AMand 10 PM
On . the medication was given at 7 AM, 2
PM and 8 PM the next dosage was not given untit
7AMon ... i {10 hours later).
On | the medication was given
at7 AM and 10 PM only
On ... ..iand .. . the medication was given
at 7 AM, Noon and 10 PM
On . _ .. the medication was given at 9 AM (11
hours from the last dose), 1 PM (4 hours) and
10:30 PM
On ; the medication was given at 8 AM (9
hour 30 minutes) 1 PM and 10 PM
On s the medication was given 7 AM, 2 PM
and 9:30 PM
On « the medication was given at 8 AM, 3
PM and 10:30 PM
On the medication was given at 8 AM
and 10 PM only

The Resident Care Director stated on at
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3 PM that the staff did mark the MORs as the
medications were given at certain times when
they were not given at the times noted.

Class Il

AQ79 58A-5.019(4) FAC Staffing Standards - Levels AQ78

(4) STAFFING STANDARDS.
(a) Minimum staffing:
1. Facilities shall maintain the following minimum
staff hours per week:
Number of Residents  Staff Hours/Week
- 168
6-15 212
16-25 253
26-35 264
36-45 336
46-55 375
56-65 416
66-75 457
76-85 498
86-95 538
For every 20 residents over 95 add 42 staff hours
per week.

2. At least one staff member who has access to
facility and resident records in case of an
emergency shall be within the facility at ali times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.

3. In facilities with 17 or more residents, there
shall be at least one staff member awake at all
hours of the day and night.

4. At least one staff member who is trained in
First Aid and . @s provided under Rule
58A-5.0191, F.A.C., shall be within the facility at
all times when residents are in the facility.

i 5. During periods of temporary absence of the
AHCA Form 3020-0001
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or when resl are on

the premises, a staff member who is at least

, must be designated in writing to be
in charge of the facility.
6. Staff whose duties are exclusively building
maintenance, clerical, or food preparation shall
not be counted toward meeting the minimum
staffing hours requirement.
7. The administrator or manager ' s time may be
counted for the purpose of meeting the required
staffing hours provided the administrator is
actively involved in the day-to-day operation of
the facility, including making decisions and
providing supervision for all aspects of resident
care, and is listed on the facility * s staffing
schedule,
8. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
(b) Noththstandmg the mmlmum staffing
ph (a), all
facﬂmes including those composed of
apartments, shall have enough qualified staff to
provide resident supervision and fo provide or
arrange for resident services in accordance with
the duled and unscheduled service
needs, resident contracts, and resident care
standards as described in Rule 58A-5.0182,
FAC

(c) The facility must maintain a written work
schedule which reflects its 24-hour staffing
pattern for a given time period. Upon request, the
facility must make the daily work schedules for
direct care staff available to residents or
representatives, specific to the resident ' s care.
{d) The facility shall be required fo provide staff
immediately when the Agency determines that the
requirements of paragraph (a) are not met. The
facility shall also be required to immediately
increase staff above the minimum levels

AHCA Form 3020-0001
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established in paragraph (a) if the Agency
determines that adequate supervision and care
are not being provided to residents, resident care
standards described in Rule 58A-5.0182, FAC,,
are not being met, or that the facility is failing to
meet the terms of residents * contracts. The
Agency shall consuit with the facllity administrator
and resid garding any ination that
additional staff is required.

1. When additional staff is required above the
minimum, the agency shall require the
submission, within the time specified in the
notification, of a corrective action plan indicating
how the increased staffing is to be achieved and
resident service needs will be met. The plan shall
be reviewed by the agency to determine if the
plan will increase the staff to needed levels and
meet resident needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, modifications may be made in staffing
requirements for the facility and the facility shall
no longer be required to maintain a plan with the
agency.

3. Based on the recommendations of the local
fire safety authority, the Agency may require
additional staff when the facility fails to meet the
fire safety standards described in Section 429.41,
F.8., and Ruie Chapter 89A-40, F.A.C., until such
time as the local fire safety authority informs the
Agency that fire safety requirements are being
met.

{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

(f) Facilities holding a limited mental health,
extended congregate care, or limited nursing

A079

AHCA f-orm 3020-0001
STATE FORM

b HX1T11

i continuation sheet 8of 8



STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

Agency for Health Care Administration

PRINTED: 05/14/2013
FORM APPROVED

{X1) PROVIDER/SUPPLIER/ICLIA
IDENTIFICATION NUMBER:

AL11968003

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B. WING

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPFLIER

GRAND VILLA OF MELBOURNE

STREET ADDRESS, CITY, STATE, ZiP CODE

964 S HARBOUR CITY BLVD
MELBOURNE, FL. 32801

(X4) 1D
PREFIX
TAG

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

D PROVIDER'S PLAN OF CORRECTION (45}
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A079

Continued From page 8

services license must also comply with the
staffing requirements of Rule 58A-5.029,
58A-5.030, or 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on facility record review and interview the
facility failed to maintain a written work schedule
which reflected its 24-hour staffing pattern for a
given time period.
Findings:
The Resident Care Supervisor stated at
approximately 9 AM that the administrator was on
sick feave since approximately She
added at approximately 1 PM that she and the
administrator worked at times and excess of over
40 hours weekly and would like the hours to be
counted towards the staffing hour requirement.
Review of the facility staff schedule at the time,
revealed that the , and

listed the ini or by name but
made no indication that she was out on sick
leave. The schedules did not list the Resi
Care Supervisor.
The Resident Care Supervisor confirmed the
schedules were not accurate.
Class .

A079

AHCA Form 3020-0001

STATE FORM

bl HX1T1%

#f continuation sheet 9 of 9




FOREIAAGENCY FOR HEALTH CARE ADMINSTRATON

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY

L2013

Administrator

Grand Villa Of Melbourne
964 S Harbour City Blvd
Melbourne, FL 32901

Dear Administrator:
Re: CCR #20130002200

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, 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 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
http://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 cali Lorraine
Henry at

Sincerely,

Theresa DeCanio, RN
Field Office Manager

LH/be
Enclosure

Headquarters

2727 Mahan Drive
Tailahassee, FL 32308
hitp:/tahca.myflorida.com

Orlando Field Office

400 W. Robinson St., Suite S-309

Orlando, FL 32801

Phone (407) 420-2502; Fax (407) 245-0898




