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pooo Initial Comments

An unannounced licensure ~nmniaint survey (CCR#2015013187) was conducted at Smyrna West

Assisted Living Facility on . Smyrna West Assisted Living Facility had deficiencies at the time of
survey.
po29 Resident Care - Nursina Services

Based on record review and interview, the facility failed to ensure that a licensed staff was measuring
R for 1 of 3 sampled residents (Resident #1)

The findings include:

A review was -or~ted of Resident #1's chart on . Resident #1's Resident Health Assessment
(1823) dated I/ reveale~ he required assistance with self-administration with medication. Resident
#1's physician orders dated 1/ revealed anorderto™  { ) check two times a day
priorto (e medication), Hold if .. tower 110 . AreviewW of Resident #1's
Medication Observation Record for 2016 revealed that staff were initialing that they were
providing ..., monitoring twice daily. On . s i & , Employee
C's initials were observed indicating that she assisted the resident with monitoring on
those days.

A review was conducted of Employee C's personnel file revealed a hire date of |/ | as a caregiver.
In an interview with the Ad~inietrator an at 11:51 AM, she confirmed that Employee C assists
Resident #1 by taking his _ She confirmed that Employee C is nota Certified Nursing
Assistant or licensed nurse, and was hired as & caregiver.

Class I

0053 Medication - Administration

Based on record review and interview, the facility failed to have a licensed staff administer medications
to 1 of 3 sampled residents (Resident #1).

The findings include:
A review of Resident #1's chart revealed a Resident Health Assessment (1823) dated 1/ . The 1823
coded Resident #1 as requiring assistance with self-administration with medication. The teswent's
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diagnosis included

A review of the 2016 Medication Observation Report (MOR) for Resident #1 revealed the
resident was receiving Lantus 20 units at bedtime. Employee C's initials were signed on

4,5,9, 10, 11, & 17, indicating that she assisted the resident with his

In an interview with Resident #1 on i at 11:50 AM. he reported that ne has taken "for
years". He reported that he used fa give himself his _but that now that he has been lving at the
facility, the staff give him his “He then stated that Employee C will inject him with his

In an interview with Employee B on J - at 12:30 PM, he reported that "most of the time', ...
Administrator assists Resident #1 with his _ He confirmed that other staff at the facility assist
Resident #1 with his as well. Employee B stated that he has observed Employee C inject
Resident #1 with his T

A review was conducted of Employee C's personnel file revealed a hire date of 1/ | as a caregiver.
in an interview with the Administrator on . at 1:00 PM, she confirmed that Enyloyee C s nota
Certified Nursing Assistant or licensed nurse, and was hired as a caregiver. She reported that she was
unaware that Employee C was injecting Resident#1's

I

Class Il!
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|, 2016

Administrator

Smyma West Assisted Living Facility
301 Milford Place

New Smyrna Beach, FL 32168

RE: CCR #2015013187
Dear Administrator.

This letter reports the findings of a state ficensure complaint survey that was conducted on
2016 by a representative of this office.

Attached is the providers copy of the State (5000-3547) Form, which indicates the deficiencies that were
identified on the day of the visit. Section 408.811(4), Fiorida Statutes, requires that you correct these
deficiencies within thirty days of the date of this letter unless the Agency has approved another timeframe.
Please attach a summary of your corrective action for each includi i
dates, on your letterhead. Also inciude any additional to support
identified iencies. Submit y and to the Field Office no later thal
19, 2016, Staff from this office will conduct a review of the provided corrective action and SUppo. ..o
documentation to verify that the necessary corrections are in place to correct the deficiencies identified on
your survey, which may include a desk review or onsite revisit

tion of

The Quality Assurance Questionnaire has fong been empioyed to obtain your feedback foliowing survey
activity. This form has been placed on the Agency's website at

httoy/fahca myflo \da.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 fink under Health
Facilities and Providers on this page. Your feedback is encouraged and vaiued, as our goal is to ensure
the professional and consistent application of the survey process

Thank you for the assistance provided to the surveyor. Should you have any questions please call this
office at 201

Sincerely,

Jana Meyering, QIDP
Health Faciiity Evaluator Supervisor
Division of Health Quality Assurance

JMism
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