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D000 Initial Comments

An abbreviated biennial revisit survey was conducted on , 2016. lves Dairy Senior Care with
Limited Mental Health component had the following uncorrected deficiencies identified at time of the
survey:

0053 Medication - Administration

Based on record review and interview, the Assisted Living Facility failed to have a licensed staff member
to administer the medications for one (#1) out of four sampled residents.

Findings included:

Review of Resident #1's medication observation records revealed that Resident #1 had Ipratro/Alb 0.5/3
mg 3 ml; use one vial via three times a day and it was scheduled at 8 AM, 2 PM, and 8 PM
however it was just initialed at 2 PM and 8 PM. Resident #1 also had Proair HFA 90 mcg; inhale two
puffs three times daily and it was scheduled at 8 AM, 2 PM, and 8 PM however it was just initialed at 2
PMand 8 PM. The 2 PM dosage was initialed by Caregiver B and 8 PM dose was initialed by Caregiver
A.

In an interview on /+at 7:10 AM the Administrator revealed that those medicines were for
Resident #1's and she did not need it as much. Administrator stated that staff member
administered medicines ( *© “ - and puffs) o Resident #1.

In an interview on at 8:02 AM the Administrator revealed that Caregiver A and Caregiver B
were not licensed nurses.

Class Il

Uncorrected

0054 Medication - Records

Based on record review and interview, the Assisted Living Facility failed to have updated medication
observation records (MORs) for two (#1 and #2) out of four sampled residents.

Findings included:

Review of Resident #1's MORs revealed that Resident #1 had Ipratro/Alb 0.5/3 mg 3 ml; (use one vial
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via three times a day) and it was scheduled at 8 AM, 2 PM, and 8 PM however it was just
initialed at 2 PM and 8 PM. Resident #1 also had Proair HFA 90 mcg; (inhale two puffs three times daily)
and it was scheduled at 8 AM, 2 PM, and 8 PM however it was just initialed at 2 PM and 8 PM. The 2
PM dosage was initialed by Caregiver B and 8 PM dose was initialed by Caregiver A.

Review of Resident #2's MORs revealed Resident #2 had 1325 mg (tab take two tablets
by mouth twice a day) and it was scheduled at 8 AM and 8 PM; it was missing the initials for 8 AM dose
on :

in an interview on »at 7:10 AM the Administrator revealed that those medicines were for
Resident #1's and she did not need it as much. Administrator stated that she understood that they
missed 8 AM dose.

Class Il

Uncorrected
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RICK SCOTT
GOVERNOR

ELIZABETH DUDEK
SECRETARY

, 2016

Administrator

Ives Dairy Senior Care

19840 Ne 10 Court

North Miami Beach, FL. 33179

Dear Administrator:

This letter reports the findings of an abbreviated biennial revisit survey conducted on

9, 2016by representative(s) of this office. Enclosed is the provider's copy of the Statement of
Deficiencies (State Form 5000-3547), which references the uncorrected deficiencies and/or
new deficiencies identified during the revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. Al
deficiencies shall be corrected no later than e o

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.shtm| 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. Should you have any questions please
call this office at (305) 593-3100.

Sincerely,
Arlene Mayo-Davis, RN
Field Office Manager

AMD:ve
Enclosure

BBT7

Miami Field Office

8333 N.W. 53td Street, Suite 300

Miami, FL 33166
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