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Initial Comments.

A re-licensure survey was conducted at the Our
Dream ALFon .., . . Deficiencies
were identifeid at the time of the survey.

58A-5.016 FAC Licensure - Requirements

{1) SERVICE PROHIBITION. An assisted living
facitity may not represent that it provides any
service other than a service for which it is
ficensed to provide.
{2) CHANGE IN USE OF SPACE REQUIRING
AGENCY CENTRAL OFFICE APPROVAL. A
change in the use of space that increases or
decreases a facility's capacity must not be made
without prior approvat from the Agency Central
Office. Approval must be based on the
compliance with the physical plant standards
provided in Rule 58A-5.023, F.A.C., as well as

fon of i with i fire
safety and sanitation inspection requirements.
referenced in Rule 58A-5.0161, FA.C.
{3) CHANGE IN USE OF SPACE REQUIRING
AGENCY FIELD OFFICE APPROVAL. A change
in the use of space that involves converting an
area to resident use, which has not previously
been inspected for stuch use, must not be made
without prior approvat from the Agency Field
Office. Approval must be based on compliance
with the physical plant standards provided in Rule
58A-5.023, F.A.C., as well as documentation of
compliance with applicable fire safety and
sanitation inspection standards referenced in
Rule 58A-5.0161, F.A.C.
{4) CONTIGUQUS PROPERTY. If a facility
consists of more than one building, all buildings
included under a single license must be on
contiguous property. "Contigucus property”
means property under the same ownership
separated by no more than a two-lane street that
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traverses the property. A licensed location may
be to include iti i

property with the approval of the agency to
ensure continued compliance with the
requirements and standards of Part i, Chapter
408, F.8., Part{, Chapter 429, F.S., Rule Chapter
59A-35, F.A.C., and this rule chapter.

(5} PROOF OF INSPECTIONS. A copy of the
annual fire safety and sanitation inspections
described in Rule 58A-5,0161, F.A.C., must be
submitted annually to the Agency Central Office.
The annual inspections must be submitted no
fater than 30 calendar days after the inspections.
Failure to comply with this requirement may resuit
in administrative action pursuant to Part il,
Chapter 408, F.S., Section 429.14, F.S., and Rule
Chapter 59A-35, F.A.C.

(6) RESIDENTS RECEIVING STATE-FUNDED
SERVICES. Upon request, the facility
administrator or designee must identify residents
receiving state-funded services to the agency and
the department for monitoring purposes
authorized by state and federal laws.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have a fire inspection report reviewed
annually .

Finding included:

Review of the fire inspection was last dated
and expired on

On at 2:25 PM, the Administrator stated,
"I would have it renewed".
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58A-5.0191( ) FAC Training - Staff In-Service

{2} STAFF PRESERVICE ORIENTATION.

(a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving factlity employees who have not previously
completed core training as detailed in subsection
).

{b} New staff must complete the preservice
orientation prior to interacting with residents.

{c} Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee’s personnel
record.

{d} In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:

1. Resident's rights; and,

2. The facility's license type and services offered
by the facility.

{3} STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facitity 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 control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to bormne
, . may be used to meet this
requirement.
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{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 adverse incidents.

2. Facility emergency procedures including

chain-of-command and staff roles relating to

emergency evacuation.

{c} Staff who provide direct care fo residents, who

have not taken the core training program, shalt

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 N

negtect, and | . The facifity must use its
prevention policies and procedures when

offering this training.

{d) Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with rule 53A-8.0095,

F.A.C., must receive 3 hours of in-service training

within 30 days of employment that covers the

foliowing subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

fiving.

{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

handfing practices.

{fy All 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 facifity's resident elopement respense policies

and procedures.
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2. All facifity staff shalt 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 and interview the facility
failed to ensure three out of six (Staff A, B, and C)
received the required 2 hours pre-orientation
training.

Findings included:

Review of employee files showed Staff Awas
hired on , Staff B was hired on

and Staff C was hired on . Staff A, B and
C files showed no documentation that they had
received the two hours pre-service orientation for
resident rights, the facility license type, and
services offered by the facility prior to interacting
with residents.

On 9/019/19 at PM, the Administrator
acknowledged Staff A, B and C did not have the
two hours pre-orientation required.

Class Ili

A090 58A-5.0191(11) FAC Training -
§8=D

{11

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding

A081
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{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the faciiity's policy and procedures
regarding within 30 days after
employment.

{c} Training shall consist of the information
included in rule 58A-5.0186, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews the facility
failed to ensure staff had knowledge and
understanding of the

{ ) for two out six staff (Staff D and E) .

Findings included:

Review of staff files showed training
certificates for Staff D dated and Staff
E's was dated . On at 11:51
PM, Staff D was asked the meaning of ?
Staff D stated, "l don't remember.” At 1:10 PM,
Staff E was asked the meaning of ? StaffE
stated, "I don't know".

On at 2:45 PM, the Administrator stated,
"We reviewed the training with them and
they stil do not remember."” "We will retrain
them.”

Class Il

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

{3) OTHER REQUIREMENTS.
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{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,

mechanical, electrical and structural systems,

and appurtenances are roaintained in good

working order.

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

must be given the oplion of using their own

belongings as space permits. When the facility

supplies the fumishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with a mattress no

fess than 36 inches wide and 72 inches long, with

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

2. A closet 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 floor

tamp, 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) Facilities must make availabte linens and

personal laundry services for residents who

require such services. Linens provided by a

facliity 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
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failed to provide a safe living environment free of
hazards and ensure that all existing architectural,
mechanical, electrical and structural systems,
and appurtenances were maintained in good
working order.

Findings included:

On at 9:00 AM, a surveyor atmost tripped
on loose floor tites. Observed loose and broken
floor tiles in front of the door of #

On at 9:03 AM, the Administrator
acknowledged the tiles were breken, The
Administrator stated, "l will have my maintenance
guy come this weekend to fix it.”

Class Il

A181| 429.275(2) FS; 58A-5.024(2) FAC Records - Staff
88=D
429.275
{2} The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if

i ion of compliance with all
training requirements of this part or applicable
rule, and a copy of alt licenses or certification held
py each staff who performs services for which
ficensure or certification is required under this
part or rule,

58A-5.024

(2) STAFF RECORDS,

{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
ication, with

A152

A181
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furnished, and documentation verifying freedom
from signs or symptoms of communicable

- In addition, records must contain the
foliowing, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 58A-5.0191, FA.C,;
2. Copies of all licenses or certifications for ait
staff providing services that require licensing or
certification;
3. Documentation of compliance with levet 2
background screening for alf staff subject to
screening requirements as specified in Section
429.174, F.S,, and Rule 58A-5.018, FAC,;
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant fo Rule
58A-5.018, FAC,
5. Documentation verifying direct care staff and
administrator participation in resident efopement
drills pursuant to paragraph 58A-5.0182(8)(c),
F.AC.
{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

.. o provide direct or indirect services to

residents and the facility. However, the facility
must maintain a copy of the contract between the
facitity and the staffing agency or contractor as
described in Rule 58A-5.019, FAC.
{c} The facility must maintain the written work
schedutes and staff time sheets for the most
current 8 months as required by Rule 58A-5.019,
FAC,

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
with a licensed capacity of 17 or more residents

A8t

AHCA Form 3
STATE FORM

20-0007

s

D9t

If continuation sheet 9 of 13




PRINTED: 11/06/2019

FORM APPROVED

Agency for Health Care
STATEMENT OF DEFICIENCIES (X7) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11811570 8. WING 09/19/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
OUR DREAM RETIREMENT HOME 16301640 PALM AVENUE
HIALEAH, FL 33010
oy SUMMARY STATEMENT OF DEFICIENCIES 5 PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coupLeTE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) we GROSS-REFERENCED TO THE APPROPRIATE OATE
DEFIGIENCY)
A161| Continued From page 9 A161
failed to have a job description for four out of six
(Staff A, B, C, and E ) sampled staff. The facility
ticensed for 42 beds and had a current census of
39 Residents.
Findings included:
Review of the personnel files showed that Staff A,
B, C and E did not have a job description in their
files.
On at 2:50 PM, the Administrator
acknowledged that Staff A, B, C, and E did not
have the job descriptions in their files,
Class Ili
AL243| 429.075(1) FS; 58A-5.0191(9) FAC LMH - AL243

$8=D| Training

428.075

{1) To obtain a limited mental heaith license, a
facitity must hold a standard license as an
assisted living facility, must not have any current
uncorrected deficiencies or violations, and must
ensure that, within 6 months after receiving a
fimited mental health license, the facility
administrator and the staff of the facility who are
in direct contact with mental health residents
must complete training of no less than 6 hours
related to their duties. Such designation may be
made at the time of initial licensure or relicensure
or upon request in writing by a licensee under this
part and part Il of chapter 408. Notification of
approval or denial of such request shall be made
in accordance with this part, part Il of chapter
408, and applicable rules. This training wilt be
provided by or approved by the Department of
Children and Families.
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58A-5.0191
{9) LIMITED MENTAL HEALTH TRAINING.
{a) Pursuant to section 429.075, F.S., the
administrator, managers and staff, who have
direct contact with mental heaith residents in a
ticensed limited mental health facility, must
receive the following training:
1. A minimum of 6 hours of specialized training in
working with individuals with mental health
diagnoses.
a. The training must be provided or approved by
the Department of Children and Families and
must be taken within 6 months of the facility's
receiving a limited mental health license or within
6 months of employment in a limited mental
health facility.
b. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing

ion required for ini ors and
managers pursuant to section 428.52(5), F.S.,
and subsection (1) of this rule.
2. A minimum of 3 hours of continuing education,
which may be provided by the ALF administrator,
online, or through distance learning, biennially
thereafter in subjects dealing with one or more of
the following topics:
a. Mental health diagnoses; and,
b. Mental health treatment such as:
(1) Mental health needs, services, behaviors and
appropriate interventions;
{I1) Resident progress in achieving treatment
goals;
(1) How to recognize changes in the resident's
status or condition that may affect other services
received or may require intervention; and,
{ ) Crisis services and the
procedures.
3. For administrators and managers, the

AL243
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Continued From page 11

continuing education requirement under this
subsection wilt satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to section 428.52(8}, F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shail have up
to 6 months after the effective date of this rule to
meet the training requirement.
{b) Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their training certificate fo the current employer
for retention in the facility's personnet files. They
must also ensure that copies of the continuing
education fraining certificates, pursuant to

(a)2. of this subsection, are
retained in thelr personnel files.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have the initial six hours fimited mental
heaith training completed for one out of six (Staff
D) sampled staff.

Findings included:

On at 8:40 AM, facility license posted
included limited mental health component.
Record review of the facility personnel files
showed Staff D was hired on 11/14/17 and no
proof of documentation of having an initial six
hours limited mental heaith training.

On at 2:23 PM, the Administrator stated,
“t wilf call the person who does the training and
schedule the staff to have the training done "
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