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initial Comments

An Assisted Living Facility biennial reficensure
survey with Limited Nursing Services (LNS) was
conducted on Res-Care Premier,
had licensure deficiencies found at the time of the
visit.

Note: Complaint Inspection CCR #2013003886
was conducted in conjunction with the biennial
survey. Please refer to the separate report.

58A-5.0181(4) FAC Admissions - Continued
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
criteria, a resident must have a face-to-face
medical examination by a ficensed health care
provider at least every 3 years after the initial
assessment, or after a significant change,

t 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 forup to 7
consecutive days.
{b) A resident requiring care of a pressure
: 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
licensed heaith care provider, or the resident
contracts directly with a licensed home health
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agency or a nurse fo 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
health care provider, the resident shall be
discharged from the facility.

{©) A ill resident who no longer mests
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:

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

: which coordinates and ensures the provision of
any additional care and services that may be
needed;

2. Continued residency is agreeable to the
resident and the facility;

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
of daily living; and :
4. Dot ion of the requi of this
paragraph is maintained in the resident ' s file.

{d) The administrator is responsible for

monitoring the continued appropriateness of
placement of a resident in the facility.

{e) Continued residency criteria for facilities
holding an extended congregate care license are |
described in Rule 58A-5.030, F.A.C.
{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
ficensed health care provider, the resident shall
be discharged in accordance with Section
429.28(1), E.S.

AHCA Form 3020-0001
STATE FORM bl MQZL1Y If continuation sheet 2 of 11




PRINTED: 05/29/2013

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11965650 B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
12981 SW 52ND STREET
RES-CARE PREMIER FORT LAUDERDALE, FL 33330
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES 0D PROVIDER'S PLAN OF CORRECTION X8}
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)
A Q10! Continued From page 2 A010

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to have an accurate and updated
Health assessment for 2 out of 5 sampled

i residents (Resident #1 and #3).

The findings include;

1) During a review of Resident #1's record, it was
noted that the resident was admitted on

with sip Aphasia and
_.-.._.. The Health Assessment was
reviewed and found to be dated more

than ten years ago. There was no documentation
in the resident's file of a physical examination
conducted in the last 3 years and documented on
the 1823 form as required. The Administrator
was interviewed on i at 2:00 p.m. and no
additional information was provided.

2) During a review of the record for Resident #3,
it was noted that the resident was admitted on
The Health Assessment was dated

+ and documented that the resident
required "administration of medications". The
Administrator was interviewed on s at
3:00 p.m. and said that the facility did not have
licensed nurses to administer medications, the
resident did not require administration of
medications and that the Health Assessment was
inaccurate.

Class Hl
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| requirement.
| (b} Staff who provide direct care to residents

Continued From page 3

(2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall 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, or
home health aides trained in accordance with
Rule 58A-8.0095, F A.C., must receive a
minimum of 1 hour in-service training in t
control, including universal precautions, and
facility sanitation procedures before providing
personal care to residents. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to .. _ | borne

. may be used to meet this

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 provide direct care to 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.

A081

AHCA Form 3020-0001

STATE FORM

e8s0

MQZL11 f continuation sheet 4 of 11




PRINTED: 05/26/2013

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
AL11965650 B. WING o
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
12981 SW 52ND STREET
RES-CARE PREMIER FORT LAUDERDALE, FL 33330
o4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX 1 {(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 081 Continued From page 4 AQ81
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) Ali facility staff shall receive in-service training

| 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
the facility ' s resident elopement response
policies and procedures.

2. Al facllity staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

: This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews the

facility failed to ensure that employees had the
required in-service training for 3 out of 3 sampled |
Employees (Employee #1, #2 and #4).

The findings include:

During a review of the employee files, the
following was noted.

1. Employee #1, #2 and #4 had no
documentation of incident report training, and no
documentation of the required DNR

2. Employee #2 and #4 had no documentation of
in-service training in providing assistance with
Activities of Daily Living, resident behavior needs,
residents rights and recognizing and reporting
abuse.

Form 3020-0001
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{5) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION
MANAGEMENT. Unlicensed persons who will be
providing assistance with self-administered
medications as described in Rule 58A-5.0185,
F.A.C., must meet the training requirements
pursuant to Section 429.52(5), F.S., prior to
assuming this responsibility. Courses provided in
fulfilment of this requirement must meet the
following criteria:

(&) Training must cover state law and rule

| requirements with respect to the supervision,

i e, admini ion, and mar of
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription labef,
providing the right medications to the right
resident, common medications; the importance of
| taking medications as prescribed; recognition of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include demonstrations of proper techniques and
provide opportunities for hands-on learning
through practice exercises.

{b) The training must be provided by a registered

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING. COMPLETED
AL11965650 B WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
12981 SW 52ND STREET
RES-CARE PREMIER FORT LAUDERDALE, FL. 33330
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION I e
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE i COMPLETE
THe REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE | DATE
DEFICIENCY) :
A 081 Continued From page 5 A081
3. Employee #2 had no documentation of training
in emergency preparedness.
The Administrator was interviewed on sat
2:00 p.m. and no additional information was
provided.
, Class 11l
A08B4 58A-5.0191(5) FAC Training - Assis Self-Admin A0B4
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nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates
an ability to:

1. Read and understand a prescription label;

2. Provide assistance with self-administration in
accordance with Section 429.256, F.S., and Rule
58A-5.0185, F.A.C., including: :
a. Assist with oral dosage forms, | dosage
forms, and | . and nasai
dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

¢. Recognize the need to obtain clarification of an |
"as needed " prescription order;

d. Recognize & medication order which requires
judgment or discretion, and to advise the
resident, resident ' s health care provider or
facility employer of inability to assist in the
administration of such orders;

e. Complete a medication abservation record;

{. Refrieve and store medication; and

; 9. Recognize the general signs of adverse
reactions to medications and report such
reactions.

{c) Unlicensed persons, as defined in Section
429.256(1)(b}), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 4 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing
assistance with self-administered medications
and safe icati ices in an assi

fiving facility. The 2 hours of continuing education
training shall only be provided by a licensed
registered nurse, or a licensed pharmacist.

This Statute or Rule is not met as evidenced by:
AFCA Form 3020-0001
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Based on record reviews and interviews, the
facility failed to ensure that employees had
received the required training for the annual 2
hour update to assistance with medications for 2
out of 3 sampled employees (Employee #2 and
#4),

The findings include:

During a review of the employee files, it was
noted that Employee #2 and #4 had no ;
documentation of 2 hours of continuing education
on providing assistance with medications in the
past year.

The Administrator was interviewed on sat
2:00 p.m. and no additional information was
provided.

Class il

S;}Sﬂ?)? 58A-5.025(1) FAC Resident Contracts A167
Resident Contracts.
{1) Pursuant to Section 429.24, F.S., priorto or at !
the time of admission, each resident or legal :
representative shall execute a contract with the
facility which contains the foliowing provisions:

(a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services if the facility
is licensed to provide such services.

(b) The daily, weekly, or monthly rate.

(c) Alist of any additional services and charges o
be provided that are not included in the daily,
weekly, or monthly rates, or a reference toa
separate fee schedule which shall be attached to ;
the contract. : i
{d} A provision giving at least 30 days written
AHCA Form 3020-0061
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notice prior to any rate increase.
{e) Any rights, duties, or _ . of residents,
other than those specified in Section 429.28, F.S.
(f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.
(@) A refund policy which shall conform to Section
1 429.24(3), F.S.

(h) Awritten bed hold policy and provisions for
| terminating a bed hold agreement if a facility
agrees in writing o reserve a bed for a resident
who is admitted to a nursing home, health care
facility, or facility. The resident or
responsible party shall notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice Is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident " s medical condition,
such as the resident ' s being comatose, prevents
the resident from giving written notification and
the resident does not have a responsible party to
act in the resident ' s behalf,
{i) A provision stating whether the organization is
affiliated with any religious organization, and, if
s0, which organization and its relationship to the
facility.
{j) A provision that, upon determination by the
administrator or health care provider that the H
resident needs services beyond those the facility
is licensed to provide, the resident or the resident !
' s representative, or agency acting on the
resident ' s behalf, shall be notified in writing that
the resident must make arrangements for
transfer to a care setting that has services
needed by the resident. In the event the resident
has no person to represent him, the facility shall
refer the resident to the social service agency for
placement. If there is disagreement regarding the

appropriateness of placement, provisions as

A167
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outlined in Section 429.26(8), F.S., shall take
effect.

{k) A provision that residents must be assessed
upon admission pursuant to subsection
58A-5.0181(2), F.A.C,, and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4) of that rule.

(I) The facility * s policies and procedures for
self-administration, assistance with
self-administration and administration of
medications, if applicable, pursuant to Rule
58A-5.0185, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that rule.

{m) The facility ' s policies and procedures related
to a properly executed

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the
facility's contract failed to include the required
refund policy for 2 out of 2 sampled residents’
contracts (Resident #1 and #3).

The findings include:

1) Resident #1's record was reviewed. The
resident was admitted to the facility on

The contract was reviewed and did not include alt
the required information in the refund policy.

2) Resident #3's record was reviewed. The
resident was admitted to the facility on _ __

The contract was reviewed and did not include- all
the required information in the refund policy.

The Administrator was interviewed on at:
3:00 p.m. and no additional information was H
provided.

Class Il i
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FIORIDA AGENCY FOR HEALTH CARE ADMINTRARON

ELIZABETH DUDEK
R'G%*ilggg& Better Health Care for all Floridians sECRETAng
2013
Administrator

Res-Care Premier
12981 SW 52nd Street
Fort Lauderdale, FL. 33330

Dear Administrator;

This letter reports the findings of a state licensure survey that was conducted on 2013 by
representatives 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 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.myflor om/P) s/Forms.si 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 representatives. Should you have any questions please call this
office at (561) 381-5840,

Sincerely,

T M
rlenc Mayo-Davis

%/‘;\ield Office Manager
AMD/dso
Enclosure
XG90
Headquarters Deiray Beach Field Office

2727 Mahan Drive
Tallahassee, FL. 32308
hitpifiahca.myflorida.com

5150 Linton Boulevard, Suite 500
Delray Beach, FL 33484
Phone (561) 381.5840; Fax (561) 496-5924




