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A0Q00 Initial Comments

An Assisted Living Facility standard biennial
licensure survey was conducted on

Alea Assisted Living, had licensure deficiencies
found at the time of the visit.

A 025
88=D
An assisted living facility shall provide care and
services appropriate to the needs of residents
accepted for admission to the facility. |
{1) SUPERVISION. Facilities shall offer personal .
supervision, as appropriate for each resident,
including the following:

(&) Monitor the quantity and quality of resident
diets in accordance with Rule 58A-5.020, F.A.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 flinesses which
resulted in medical attention, major incidents,
changes in the method of medication
administration, or other changes which resulted in ﬁ
the provision of additional services.

58A-5.0182(1) FAC Resident Care - Supervision
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined the facility failed to notify a resident's
physician and document regarding significant
changes, for 1 out of 4 sampled residents
{Resident #3).

The findings include:

Resident #3 was admitted to the facility on
-... . i with a diagnosis to include
finger and Further review of the
record revealed a physicians ordered dated
Loafor L 5mg

q3whks(every three weeks) "next due on
and 130 mg po . | (twice a day).
Review of the  * medication observation record
{MOR) does not identify the The

(ER 1 30 mg) was signed
and circled twice a day on the MOR. During an
interview on - at 11:00 AM with the owner
she stated the circled initials are hers and the

circle means the resident refused the medication. ;

The administrator stated she does not have the
medication on hand because it was discontinued
due to resident refusal. The facility did not have
evidence of documentation the physician was
notified of the residents refusal or an order to
discontinue the medication. During the interview
the owner acknowledged the findings.

Class Il

58A-5.0185(7) FAC Medication - Labeling and
Orders

{7) MEDICATION LABELING AND ORDERS.
{a) No prescription drug shall be kept or
administered by the facility, including assistance
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with self-administration of medication, unless itis
properly labeled and dispensed in accordance
with Chapters 465 and 499, F.S., and Rule
64B16-28.108, F.A.C. If a customized patient
medication package is prepared for a resident,
and separated into individual medicinal drug
containers, then the following information must be
recorded on each individual container:

1. The resident ' s name; and

2. identification of each medicinal drug preduct in |
the container, ;
{b) Except with respect to the use of pill
organizers as described in subsection (2), no
person other than a pharmacist may transfer
medications from one storage container to
another.

(¢} If the directions for use are " as needed " or
" as directed, " the health care provider shall be
contacted and requested to provide revised
instructions. For an " as needed " prescription, |
the circumstances under which it would be :
appropriate for the resident to request the
medication and any limitations shall be specified;
for example, " as needed for pain, not to exceed
4 tablets per day. " The revised instructions,
including the date they were abtained from the
health care provider and the signature of the staff
who obtained them, shall be noted in the
medication record, or a revised label shall be
obtained from the pharmacist

(d) Any change in directions for use of a
medication for which the facility Is providing
assistance with self-administration or
administering medication must be accompanied
by a written medication order issued and signed
by the resident ' s health care provider, or a faxed :
copy of such order. The new directions shall
promptly be recorded in the resident’ s

medication observation record. The facility may

then place an " alert” label on the medication
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container which directs staff to examine the
revised directions for use in the MOR, or obtain a
revised label from the pharmacist.

{e) Anurse may take a medication order by
telephone. Such order must be promptly
documented in the resident ' s medication
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed copy of
a signed order is acceptable.

(f} The facility shall make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of
medication or medication administration are filled
or refilled in a timely manner.

(g) Pursuant to Section 465.0276(5), F.$., and
Rule 84F-12.008, FA.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer ' s packaging,
which shall also include the practitioner ' s name,
the resident ' s name for whom they were
dispensed, and the date they were dispensed. If
the sample or complimentary prescription drugs
are not dispensed in the manufacturer ' s labeled
package, they shall be kept in a container that
bears a label containing the following:

1. Practitioner ' s name;

2. Resident ' s name;

3. Date dispensed;

4. Name and strength of the drug;

5. Directions for use; and

6. Expiration date.

{h) Pursuant to Section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident ' s health care
provider shall provide the resident with a written
prescription, or a fax copy of such order.

This Statute or Rule is not met as evidenced by:

A 058
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Based on record review and interview, it was
determined the facility failed to ensure all
physician order medications are filled in a timely
manner, for 1 out of 4 sampled residents
(Residents #3).

The findings include: i

Review of Resident #3's file revealed a

physicians ordered dated . ._. .. for. | i
- 75 mg . q3wks (every three weeks) |
‘nextdueon ... .. and 130mgpo. |

{twice a day). Upon request to review
aforementioned medications. The Administrator
stated she does not have the medications on 1
hand because it was discontinued due to resident |
refusal. The facllity did not have evidence of an
order to discontinue the medications. During an ¢
interview with the Administrator she i
acknowledged the findings and revealed no
further documentation was available for review.
Class It

SASO?; 58A-5.0191(2) FAC Training - Staff In-Service l A081
{2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or i
arrange for the following in-service training to :
facility staff.

(a) Staff who provide direct care to residents, H
other than nurses, certified nursing assistants, or I
home health aides trained in accordance with H
Rule 59A-8.0005, F.A.C., must receive a
minimum of 1 hour in-service training in infection |
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 1810.1030, relating to blood ... i
AFCA Form 3020-0001
STATE FORM s KXHC11 If continuation sheet $of 7




PRINTED: 07/15/2013

FORM APPROVED
Agengy 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
AL11965060 BWNG oo ;
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5304 NW 16TH STREET
ALEA ASSISTED LIVING FACILITY LAUDERHILL, FL 33313
%4) 1D SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION (x5
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}
A081 Continued From page 5 A081

. 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. i
3, Facility emergency procedures including |
chain-of-command and staff roles relating to i
emergency evacuation.
(c) Staff who provide direct care to residents, who
have not teken 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 fiving facility. i
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 fraining
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs. |
2. Providing assistance with the activities of daily l
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 fraining
within 30 days of employment in safe food
handling practices.
{f) All facility staff shall receive in-service training |
regarding the facility ' s resident elopement i
response policies and procedures within thirty ﬁ
(30} days of employment. i
1. Al facility staff shall be provided with a copy of
the facility ' s resident elopement response |
policies and procedures. i
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2. All facility 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 review an interview, the facility
failed to provide documentation of completion of
the required in-service training for 5 out of 5
sampled employees (Residents #1, #2, #3, #4
#5).

The findings include:

Areview of 5§ employee (Resident #1 - #5)
personnel records, who all provide direct care to
residents, lacked docur ion verifying the
employees received the required in-service
training within 30 days of employment in the
following areas: reporting major incidents,
emergency procedures, elopement policies and
procedures, reporting adverse incidents,
recognizing and reporting resident

neglect, and

An interview with the Administrator at 1 PM on
, confirmed

aforementioned and that no further

documentation was available for review.

Class il
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RICK SCOTT i ELIZABETH DUDEK
GOVERNOR SECRETARY

L2013

Administrator

Alea Assisted Living Facility
5304 NW 16th Street
Lauderhill, FL 33313

Re: Standard Biennial
Dear Administrator:

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

Sinjcercly,
Arlene May% - Davis WO

Field Office Manager

AMD/jw
Enclosure XG90
Headguarters Deiray Beach Field Office

2727 Mahan Drive
Tatiahassee, FL 32308
http:#ahca.myflorida.com

5150 Linton Boulevard, Suite 500
Delray Beach, FL 33484
Phone (561) 381-5840; Fax (561) 486-5924




