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Initial Comments.

A re-icensure survey and a complaint
investigation {complaint number 2021007733)
was conducted at Miami-Dade County on

., , . Deficiencies were
identified at the time of the survey.

59A-36.012(2) FAC Food Service - Dietary
Standards

{2) DIETARY STANDARDS.

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

http/iwww firules.org/Gateway/reference.asp?No
=Ref-04003, and the current summary of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2010, which are
incorporated by reference and available for
review at:
hitp:/fiom.edu/Activities/Nutrition/SummaryDRis/~
'media/Fil tivity % 20F it ition/DRIs/New
%20 DRI%20Values%20 yTable
$%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 te the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed 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} Al regular and therapeutic menus to be used
by the facility must be reviewed annually by a
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Continued From page 1

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
facility files and include the original signhature 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 more 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
facility for 6 months.

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

1. Facitities that offer residents a variety of food
choices through a select 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 facility must document a resident's refusal
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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
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed throughout the day with not less 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 facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of . the time between meals.
{g) Food must be served attractively 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 adaptive equipment if needed by any
resident, must be on .
(h} A 3-day supply of nonperishable food, based
on the humber of weekly meals the facility has
with residents to serve, must be on

at all times. 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 tocal
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to implement a therapeutic diet for one out
of 14 sampled residents (Resident #1).

Finding include:
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Continued From page 3

A review of Resident #1, 1823 health assessment
dated , showed that the resident had
the following diet order: Calorie control, no added
salt, low fat/fow , and 1800 kcal ADA.

Areview of Resident #1 Prescription Order dated
. it showed that the resident had a Puree
Diet Order.

In an interview with Staff E on at 9:54
AM, Staff £ stated Resident #1 is currently on a

diet {non-puree) per the most resent
Health Assessment dated .

Class Ili

59A-36.014(3) FAC Physical Plant - Safe Living
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,
mechanical, electrical and structural systems,
and appurtenances are maintained in good
waorking order.

{b} Pursuant to section 428.27, 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
fess 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,
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Continued From page 4

2. Acloset or wardrobe space for hanging
clothes,

3. A dresser, or other furniture designed for
storage of clothing or personal effects,

4. Atable or nightstand, bedside tamp or fioor
famp, 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 available linens and
personal laundry services for residents who
require such services. Linens provided by a
facitity 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 ensure that alt existing architectural,
mechanical, efectrical, and structural systems
and appurtenances maintained in good working
order.

Findings included:

Observation on at 08:35 AM showed
the facifity had 7 recliners covered with green
blankets and one recliner covered with a
bluish/white sheet in the community room.
Observed all the recliners were leathers, and the
{eathers were worn out and peeled off. Also,
observed on the door that leads to the patio
some paint that was peeling and bubbiing
{evidence attached). Also observed flies in the
common area and the kitchen area.

Observed on at 11:59 AM in Room

A152

AHCA Form 3

STATE FORM

20-0007

s

ZBFET

If continuation sheet 5 of 13




Agency for Health Care

PRINTED. 08/18/2021

FORM APPROVED

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

AL11964797

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

06/26/2021

NAME OF PROVIDER OR SUPPLIER

1156 NW 11
MIAMI, FL

MIAMI-DADE COUNTY

33136

STREET ADDRESS, CITY, STATE, ZIP CODE
STREET ROAD

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

A 162
88=D

Continued From page 5

#514 a refrigerator with rust covered the outside
doors, also observed a kitchen sink with rust all
around the metal.

On at 12:45 PM, the administrator
acknowledged the deficiency and stated, "For the
chairs, we submitted the order sometimes ago.
They have not approved it. | don't know when
we're going to get the chairs.” The administrator
then stated, "We don't give the residents
furniture. We cannot guarantee the city will
replace the refrigerator for any resident because
i's not us; it's the city. We can clean the fridge for
the resident. We can remove the rust, but as far
as getting a new one, | don't know if it will
happen. For the sinks, the city is going to replace
all the sinks. They're going to put plastic ones
because the metals are getting rusted. They
believe the plastic ones will be much better.
Some of the residents don't turn on the AC. The
humidity causes the metal to get rusty.” The
administrator further stated, "We have a contract
with pest contral company. Oh! the flies, | didn't
know if they were not covered under the contract.
('l take care of it."

Class Il

58A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

3. Race,

4. Date of birth,

5. Place of birth, if known,
6. Social security number,
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Continued From page 6

7. Medicaid and/or Medicare number, or name of
other health insurance '

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and telephone number of the
health care provider and case manager, if
applicable.

(b} A copy of the Resident Health Assessment
form, AHCA Form 1823 described in rule
59A-36.006, F.A.C.

{c} Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.

{d} Documentation of a resident's refusal of a
therapeutic diet pursuant to rule 59A-36.012,
F.A.C., if applicable.

{e} The resident care record described in
paragraph 59A-36.007(1)(e), F.AC.

HA . . record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their recorded
semi-annually.

{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 59A-36.008, FAC., if
such consent is not included in the resident's
contract.

{h) For faciiities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to rute 59A-36.008, F.A.C.
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Continued From page 7

{i) A copy of the resident’s contract with the
facility, including any addendums te the contract
as described in rule 59A-36.018, F.A.C.
{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in section 428.27, F.8.
{k} For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in section 429.27, F.S.

(1) )f the resident is an recipient, a copy of
the Department of Children and Familles form
Alternate Care Certification for |
, ), CF-ES 1006,

, which is hereby incorporated by reference
and available for review at:
hitp/iwww firules.org/Gateway/freference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
faciiity if the facility can demonstrate that it has
made a good faith effort fo obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the ., ofs
heaith care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in rule 59A-36.006,
F.AC,

{0} The resident's ,DH
Form 1898, if applicable.

{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living faciiity, but
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Continued From page 8

who are not receiving any personal, fimited
nursing, or extended congregate care services,
record keeping may be limited to the following at
the discretion of the facility:

1. Alog listing the names of residents
participating in this arrangement,

2. The resident demographic data required in this
paragraph,

3. The health assessment described in rule
59A-36.0068, FA.C.,

4. The resident's contract described in rule
59A-36.018, F.A.C,; and,

5. A health care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the
facitity.

{g) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
departure from the facility.

{r} Additional resident records i for
facifities holding a limited mental heaith, extended
congregate care, or limited nursing services
ticense are provided in rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an updated resident record for
two out of 14 sample residents {Resident #1 and
Resident #2).

Finding included:
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Continued From page 9

Areview of Resident #1, 1823 health assessment
dated , it showed that the resident
required total assistance with Activities of Daily
Living (ADL's): ambulation, bathing,
eating, grooming, foileting, and transfers.

Areview of Resident #1 . . record found the
fast that was documented was dated

On at 9:50 AM, Staff £ stated that
Resident #1 couid not be because she
was wheelchair bound. "We do not have a proper
scale to weigh a resident while in the wheelchair."

Areview of Resident #2 1823 health assessment
dated , showed that the resident was
received hospice services. Further review of the
record showed no interdisciplinary care plan on
fite.

On at 12:28 PM, Staff A stated
Resident #2 hospice interdiscipiinary care plan
should be on the unit. Further record review
found no care plan on the unit or in the Hospice
Care file.

Class Ili

59A-36.021(6) FAC ECC - Service Plans

(8) SERVICE PLANS,

{a) Before receiving services, the extended
congregate care administrator or manager must
develop a preliminary service plan that includes
an assessment of whether the resident mests the
facility's residency criteria, an appraisal of the
resident’s unique physical, | | - and
social needs and preferences, and an evaluation
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of the facility’s ability to meet the resident's
needs.
{b) Within 14 days of receiving services, the
tended care ini or
manager must coordinate the development of a
written service plan that takes into account the
resident’s health assessment obtained pursuant
to subsection {6); the resident’s unique physical,
s and social needs and preferences;
and how the facility will meet the resident's needs
including the following if required:
1. Health monitoring,
2. Assistance with personal care services,
3. Nursing services,
4. Supervision,
5. Special diets,
6. Ancillary services,
7. The provision of other services such as
transportation and supportive services; and,
8. The manner of service provision, and
identification of service providers, including family
and friends, in keeping with resident preferences.
{c} Pursuant to the definitions of "shared
responsi " and "managed risk” as provided in
section 429.02, F.S., the service plan must be
developed and agreed upon by the resident or
the resident's representative or designee,
surrogate, guardian, or attorney-in-fact, and must
reflect the responsibility and right of the resident
to consider options and assume risks when
making choices pertaining to the resident's
service needs and preferences.
{d) The service plan must be reviewed and
updated quarterly to reflect any changes in the
manner of service provision, accommodate any
changes in the resident’s physicat or mental
status, or pursuant to recommendations for
modifications in the resident's care as
in the nursing
AHCA Form 3020-0001
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Continued From page 11

This Statute or Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to review and update the residents service

plan quarterly for two out of 14 sampled residents
(Resident #1 and Resident #2)

Finding included:

A review of Resident #1 health assessment dated

showed that the resident has a medical
history and diagnoses of: Type
1, P . Functional Decline,

- s and . The
resident receiving hospice services. Resident #1
received extended congregate care (ECC).

Areview of Resident #1 written service plan for
assistive care services dated , showed
that the plan was developed for one year, from

to . There was no
documentation that the service plan was updated
quarterly.

Areview of Resident #2 health assessment dated
, showed that the resident has a

medical history and diagnoses of: |, N

. Diverticulosis, p

. Functional Decline, and "

. The resident recelving hospice

services. Resident #2 received extended
congregate care (ECC).

Areview of Resident #2 service plan for assistive

AE206

care services dated , showed that the
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updated yearly.

Class Ill

plan was developed for one year, from
to . There was no documentation that
the service plan was updated quarterly.

On at 12:28 PM, Staff A stated,
Resident #1 and Resident #2 service plans were
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