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A 000 Initial Comments AD00

A complaint investigation (complaint numbers
2019010054 and 2019012969) was conducted at
Vicky's Home Alf on . Deficiencies
were identified at the time of survey.

A055 58A-5.0185(6) FAC Medication - Storage and A 058
88=D| Disposal

[+]

(8) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
iocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

(b} Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facliity must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is i and

by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The faciiity's rules and reguiations require
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central storage of medication and that policy has
been provided to the resident before admission
as required in rule 58A-5.0181, F.A.C.
{c} Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

fol , except that a i
requiring refrigeration must be kept
Refrigerated medications must be secured by
being kept in & locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;
3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of or inisteri ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed,
{d) Medication that has been discontinued but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's health care provider.
(e) When a resident's stay in the facility has
ended, the administrator must retum ail
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
atleast 15 days, the resident's medications are
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stifl at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{fy Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{0) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs fo the di i
pharmacy pursuant to rule 64B16-28.870, FA.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to keep medications secured at all the
times.

Findings included:

On at 8:32 AM, there was a spray
at the window between the white vertical
window blinds in one of the rooms that can be
seen from the front porch. The spray was

On al 8:35 AM, the medication closet
was opened in the family room. There were
medications inside the medication closet for #10,
#3, #12,#13, #8, #9, #7, #2 #6, and #4.

On at 8:36 AM, the Staff F revealed that
the medication closet was opened because the
nurse was in the facility.

On
bed in

at 8:40 AM, Resident # 8 rested in
# . There was a bottle of

ADBS
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., solution (., Lyonthe
next to the TV in the same room.

On at 8:44 AM, there were two beds in
# . Resident#12 rested in bed. There was
a window next o Resident #10's bed. There

were a carton of cigareties (305's), a
spray, a hair brush, a tube of
2% cream, a scissors, and empty
chocolate sitver wrappers (Kisses) on the window

On al 8:49 AM, there was a bottle of

Pink- { .

reliever) and a bottle of 8.6mgin # .

Class i
A 0568 58A-5.0185(7) FAC Medication - Labeling and A D56
$8=0| Orders

{7) MEDICATION LABELING AND ORDERS.
{a) The facility may not store prescription drugs
for seif-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with chapters 465 and 499, F.S., and
rule 64816-28.108, 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. The identification of each medicinal drug in the
container.
(b} Except with respect to the use of pill

i as i in ion (2), no
individual other than a pharmacist may transfer
medications from one storage container to
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another.
(c) If the directions for use are "as needed” or "as
directed,” the heailth care provider must 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 fimitations must be specified;
for example, “as needed for,  , not to exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facitity may then obtain a revised label from the
pharmagcist or place an “alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e) A nurse may take a medication order by
telephone. Such order must be promptly
in the resident's icati

observation record. The facility must obtain a
written medication order from the health care
orovider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f} The facility must make every reasonabie effort
to ensure that prescriptions for residents who
receive assistance with self-administration of

ication or ication ins ion are filled

A058
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or refifled in a timely manner.

(g) Pursuant to section 465.0276(5), F.S., and

rute 81N-1.006, F.A.C., sample or complimentary

p drugs that are di by a health

care provider, must be kept in their original

manufacturer's packaging, which must 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
iption drugs are not inthe

manufacturer's labeled package, they must 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 465.0278(2)(c), F.S.,

pefore dispensing any sample or complimentary

prescription drug, the resident’s health care

provider must provide the resident with a written

prescription, or a faxed or electronic copy of such

order.

This Statute or Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to follow the doctor's order for one out of 13
sampled residents (#10).

Findings included:

Review of Resident #10's Medication Observation
Records (MORs) revealed that there was an
order for R 20 mg to take one capsule
by once a day in the morning before
eating. The order was handwritten and the staff
started to initial it on the 6th but stopped on the
15th. The resident's MORs also included an order

A058
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for taking half tablet of . 5 mg by
twice a day.
On at 9:32 AM, the .\ for
Resident #10 was reconciled and the bottle of the
medication had 22 capsules inside. The bottle
showed that the pharmacy dispensed 30 capsule
of the medication on . There was 2 half
white tablet inside the medication bin.
On at 9:37 AM, Staff F stated that
Resident #10 took the . every time
she assisted him with medication.
Class Il
AQ79 58A-5.018(3) FAC Staffing Standards - Levels AO79

88=D
{3) STAFFING STANDARDS.

(a} Minimurm staffing:

1. Facilities must maintain the following minimum
staff hours per week:

Number of Residents, Day Care Participants, and
Respite Care Residents  Staff Hours/Week

0-5 168

212
16-25 253
26-35 294
36-45 335
46-55 375
56-66 416
66-75 457
76-85 498
86-95 539

For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week.

2. Independent living residents, as referenced in
subsection 58A-5.024(3), F.A.C., who occupy

AHCA Form 3020-0001
STATE FORM

s

OM3E11

If continuation sheet 7 of 18




Agency for Health Care

PRINTED: 10/08/2019

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11966999

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

08/20/2019

NAME OF PROVIDER OR SUPPLIER

6402 SW 4
MIAMI, FL

VICKY'S HOME ALF

1 STREET
331585

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

AD079

Continued From page 7

beds included within the licensed capacity of an
assisted living facility but do not receive personal,
{imited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
3. At least one staff member who has access to
facliity and resident records in case of an
emergency must be in the facility at all 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.
4. In facilities with 17 or more residents, there
must be at least one staff member awake at alt
hours of the day and night.
5. A staff member who has completed courses in
First Aid and , .
{ }and holds a currently valid card
documenting completion of such courses must be
in the facility at alf times.
a. Documentation of attendance at First Aid or
courses pursuant to subsection
58A-5.0191(8), F.A.C., satisfies this requirement.
P. Anurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part ifl, F.8.. is
considered as having met the course
requirements for both First Aid and
6. During periods of temporary absence of the
administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is atleast . mustbe
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a facility for a consecutive period of
21 days or more, or for a total of 60 days within a
calendar year, without being an administrator or

AD079
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manager.
7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours requirement.

8. The administrator or manager's time may be
counted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
cperation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facitity's staffing schedule.

9. Only on-the-jeb staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.

{b} Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
facitities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents' scheduled 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 that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facility
must make the daily work schedules of direct
care staff available to residents or their
representatives.

{d) The facility must provide staff immediately
when the agency determines that the
requirernents of paragraph (a} are not met. The
facility must immediately increase staff above the
minimum levels established in paragraph (a), if
the agency determines that adequate supervision
and care are not being provided to residents,

AD079
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resident care standards described in rule
58A-5.0182, F.A.C., are not being met, or that the
faciiity is failing to meet the terms of residents’
contracts. The agency will consult with the facility
ini and residents ing any
determination that additional staff is required.
Based on the recommendations of the locat fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter
69A-40, F.A.C., until such time as the local fire
safety authority informs the agency that fire safety
requirements are being met.
1. When additional staff is required above the
minimum, the agency wilt require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved to meet
resident service needs. The plan will be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet resident
needs.
2. When the facility can demonstrate fo the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requiremnents for the facility and the facility wilt no
ionger be required to maintain a plan with the
agency.
() 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 fiving facility or nursing
home minimum staffing ratios.
{f) Facitities holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 58A-5.029,
58A-5.030 or 58A-5.031, F.A.C,, respectively.
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This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to have an accurate
24-hour staffing pattern.

Findings included:

On at 8:33 AM, a man who identified
himself as the nurse from a home health agency
opened the door.

On al 8:35 AM, observed Staff F as the
only facility staff in the building taking care of
eight residents (#10, #3, #8, # 13, #12, #4, #6,
and #9).

On at 8:36 AM, Staff F revealed that she
was working alone and there was no other staff in
the facility at that moment.

Review of the facility's staffing pattern for the

week from to reveated that on
Staff F worked from 7 AM to 7 PM, Staff

D worked from 4 PM to 7 AM, and the

Administrator worked from 2 PM to 6 PM. Staff B

worked on from 7 AM to 7 AM and on
worked from 7 AM to 4 PM.

On
arrived.

al 9:09 AM, the Administrator

On at 9:18 AM, the Administrator
revealed that Staff B was not able to work and the
Administrator would cover her.

Class i

AD079
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Continued From page 11

58A-5.020(2) FAC Food Service - Dietary
Standards

(2) DIETARY STANDARDS.
{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans, 2010,
which are incorporated by reference and
available for review at:

hitp/iwww. firules.o asp?No
=Ref-04003, and the current summary of Dietary
Reference Intakes established by the Food and
Nutrition Board of the tnstitute of Medicine of the
National Academies, 2010, which are
incorporated by reference and avaltable for
review at:
hitp:/fiom.edu/Activities/Nutrition/SummaryDRis/~
‘media/Fi tivity%20F il ition/DRIs/
New%20Material/5DR1%20Values %20SummaryT
ables%2014.pdf. Therapeutic diets must meet
these nutritional standards to the extent possible.
(b} The residents’ nutritional needs must be met
by offering a variety of meals adapted fo the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes, For facilities with a
ticensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c} All reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule,
The annual review must be documented in the

AD093

A093
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facitity files and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or mere meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facitity for 6 months.

(e} Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facifities that offer residents a varisty of food
choices through a setect menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facitity must document a resident's refusal
to comply with a therapeutic diet and provide
notification to the resident's health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
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food and the beginning of a morning meal.
Intervais between meals must be evenly
distributed throughout the day with not tess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen faciliies,
snacks must be offered at least once per day.
Snacks are not considered fo be meals for the
purposes of .. the time between meals.
(g} Food must be served atiractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaplive equipment if needed by any
resident, must be on
{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents fo serve, must be on

at all imes. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration, Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority

This Statute or Rule is not met as evidenced by:
Based on interview, record review and
observation, the facifity failed to have a menu
dated and planned at least 1 week in advance for
both regular and therapeutic diets,

Findings included:

On at 8:27 AM, Residents #10 stated
that residents ate for breakfast that day

AD093

{ ) toast with butter and milk with coffee.
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The resident further stated that the facility did not
give cereals or fruits,

The facility's menu posted was in Spanish and
English but was prepared for the week from

to . The menu for the week
from to showed on the
Tuesday for the breakfast assorted Juices (4 o0z.),
Dry Cereal (.. cup)or hot cereal { ... cup),
bread (1 slice), Margarine (1t), and milk (8 0z.).
The menu at lunch of Tuesday showed Turkey
and chicken (4 0z.), rice (4 cup), beans {
cup), plantains ( ... cup), mixed salad (1 cup),
salad . (1T}, and pineapple (  cup).

The substitutions posted on the bulletin board
were dated and showed for breakfast
toast with butter and milk with coffee and for
tunch breaded chicken, white rice, boiled plantain,
and salad, and fruit cocktail.

On at 12:06 PM, Residents #10, #12,
#13, #3, # 8 and #6 ate in the dining room. The
served lunch was chicken with potato in sauce,
boiled plantain, white rice, mixed salad of letiuce
and carrots. The dessert was fruit cocktail in light
syrup.

Class i

A 152 58A-5.023(3) FAC Physical Plant - Safe Living A182
$8=D| Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to
Section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and

3. Ensure that all existing architectural,

AHCA Form 3020-0001
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mechanical, electrical and structural systems,

and appurtenances are maintained in good

waorking order.

{b} Pursuant to Section 429.27, F.S., residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or steeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

tess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
to ensure easy access by the resident;

2. Acloset or wardrobe space for hanging

clothes;

3. Adresser, or other furniture designed for

storage of clothing or personal effects;

4. Atable or nightstand, bedside lamp or fioor

{amp, and waste basket; and

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facifities must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide safe fiving environment, free of
hazards. The facility failed to ensure that
residents’ rooms had the required furniture for the
storage of the resident's belongings for three out

A152

13 sampled residents (#10, #12 and #4).
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Findings included:

On at 8:41 AM, there was a bathroom
next to #.. The bathroom was not clean
and had strong smell. The shower curtain
rod wedged between two walls obstructing the
access to the shower.

On at 8:41 AM, Staff F stated that
probably one of the residents held the curtain and
it

On at 8:42 AM, there were two beds in
# . Resident #13 rested in one the beds.
One corner of the mattress used by Resident #13
was uncovered by the bed sheet next to the
resident's . Aclear plastic covered the
mattress where the resident rested. There was
strong smelt in the room. There was a
plastic bucket with dark brown water inside and a
wood T-mop with an orange cloth next to the
room's door.
On at 8:44 AM, there were two beds in
# . Resident #12 rested in bed and one of
the mattress’ corners next to the resident's
was uncovered by the bed sheet aliowing to see
that a clear plastic covered the mattress where
the resident rested, The room was cluttered with
Residents #10 and #12's belongings. Resident
#10's bed was not make; there was a walker
between his bed and the closet space covered
with some clothes. There were two small night
stands with two small drawers each and multiple
residents’ belonging on the top. There was a
{looked like nightstand) with two drawers
inside the closet and residents’ belongings inside
a white trash bag. There was a window next
fo Resident #10's bed. There was a carton of

A152
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cigarettes), a . spray,
a, a tube of 2% cream, a scissors,
and empty chocolate silver wrappers on the
window
On at 8:46 AM, Resident #4 rested on
bed in # . The closet did not have a door.
There was a fabric suitcase in front of the closet
and a door. Observed a night stand, but no no
dresser or were present.
On at 8:47 AM, Resident #4 stated that
she put the luggage there because the light was
coming from under the door. She put some of her
clothes inside the luggage because she did not
have enough space for the clothes.
Class Il
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