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Initial Comments.

A revisit survey from a complaint investigation
was conducted on at Precious Time
Inc. Deficiencies were identified at the time of the
survey.

429.26( ) FS; 59A-36.006(4) FAC Admissions -
Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-
{1) The owner or administrator of a facility is
ible for ining the appropri

of admission of an individual to the facility and for

ining the conti appr of
residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
infaw or rule related to admission criterfa or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of
appropri for ission and continued
residency of an individual in a facility:
{a) A facility may admit or retain a resident who
receives a health care service or freatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.
(b} A facility may admit or retain a resident who
requires the use of assistive devices.
{c} A facility may admit or retain an individuat
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
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Continued From page 1

who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facifity and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.
{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (c), a
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
upervision. For of this the
term "bedridden" means that a resident is
confined to a bed because of the inabifity to:
a. Move, turn, or reposition without total physical
assistance;
b. Transfer to a chair or wheelchair without total
physical assistance; or
¢. Sit safely in a chair or wheelchair without
personal assistance or a physical .
2. Aresident may continue to reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.
3. If a facility is licensed to provide extended
congregate care, a resident may continue to
reside in a facility If, during residency, he or she is
bedridden for no more than 14 consecutive days.

{2) A resident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident’s representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. in the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable depariment.
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{3) A physician, physician assistant, or

practice registered nurse who is employed by an
assisted fiving facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facility must be the same as the criteria for

ission. As part of the continued resi
criteria, a resident must have a -to-
medical examination by a health care practitioner
at least every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The results of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
is incorp by in (2)b)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
(a} The resident may be bedridden for no more
than 7 consecutive days, unfess the resident is
receiving licensed hospice services pursuant to
Section 429.26(1)(c), F.S.
(b} Aresident requiring care ofa |, |

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's
record; and,
3. If the resident's condition fails to improve within
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Continued From page 3

30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.

{c} A , i resident who no [onger meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents 1o receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
facitity, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident’s file.

{d) The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at alf times.
(e} A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license,

{f) Assisted living facifity staff may provide any
nursing setvice permitted under the facility's
ficense and total heip with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professional licensure or training.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, FA.C.
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AHCA Form 3
STATE FORM

20-0007

s

RVNT12

If continisation sheet 4 of 14




Agency for Health Care

PRINTED: 04/20/2023

FORM APPROVED

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

AL11964124

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

R
032712023

NAME OF PROVIDER OR SUPPLIER

4310 SW 89 AVENUE

PRECIOUS TIMES INC

MIAMI, FL

33165

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

{A010}

A 053
85=G

Continued From page 4

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility faled to discharge Resident
#3 who no longer met continued residency
criteria,

Findings:

Observation on at 9:51 AM found
Resident #3 in a hospital bed with full bed rails.

Areview of Resident #3's Health Assessment with
completion date of showed a
diagnoses of 'S,

' , 's .
Resident needed Medication Administration.
Activities of Daily Living showed resident needed
total care in ambulation, bathing self-grooming,

. eating, toileting, and transferring. in
addition to needing hospice care, it showed that
Resident #3 needed 24-hour Nursing or
. Care.

Interviewed on at 11:30 AM the
Administrator acknowledged the problem and
stated that she was tired of the Agency {Agency
for Health Care Administration} and would give up
the faciiity.

Uncorrected
Class Il

59A-36.008(4) FAC Medication - Administration

{4) MEDICATION ADMINISTRATION.
{a) For faciliies that provide medication

{A010)
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administration, & staff member licensed to
administer medications must be available to
administer medications in accordance with a
health care provider's order or prescription label.
{b} Unusual reactions to the medication or a
significant change in the resident's health or
behavior that may be caused by the medication
must be documented in the resident's record and
reported immediately to the resident's health care
provider. The contact with the health care
provider must also be documented in the
resident’s record.

{c} icatit 1 includes

any examination or other procedure necessary
for the proper administration of medication that
the resident cannot conduct personally and that
can be performed by licensed staff.

(d} A facility that performs clinical iaboratory tests
for residents, including - testing,
must be in compliance with the federal Clinical
Laboratory improvement Amendments of 1988
(CLIA) and Chapter 483, Part |, F.S. A valid copy
of the federal CLIA Certificate must be
maintained in the facility. A federal CLIA
certificate is not required if residents perform the
test themselves or if a third party assists
residents in performing the test. The facility is not
required to maintain a federal CLIA Certificate if
facitity staff assist residents in performing clinical
taboratory testing with the residents’ equipment.
Information about the federal CLIA Certificate is
avaifabte from the Laboratory and In-Home
Services Unit, Agency for Health Care
Administration, 2727 Mahan Drive, Mail Stop 32,
Tallahassee, FL 32308, telephone
(850)412-4500.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility falled to ensure ficensed
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0l provided
one (#3) out of two sampled residents.

Findings:

Observation on at 9:51 AM found
Staff B (Caregiver) and Staff C (Caregiver)
working with residents.

Areview of Resident #3's Health Assessment with
completion date of showed the
resident needed medication administration. The
resident was diagnosed with of s
. 's - Activities of

Daily Living showed the resident needed fotal
care with ambulation, bathing self-grooming,

. eating, tolleting, and transferring.

A review of the Medication Observation (MOR)

showed Resident #3 was provided the following

medications initialed by both Staff B (Caregiver)

and Staff C (Caregiver) on

through . “ .
MG, twice daily, . 1 MG:
10-100 MG twice daily,

, 0.5 MG,

. 10MG,

100 MG 8 AM, . 30 MG,

{photographic evidence obtained of MOR)

850

MG,

A review of Resident 3's Hospice Plan of Care
dated showed diagnoses of

.., . and | . Adurther review of the
interdisciplinary plan of care Revision/Physician
Orders dated noted the following:
"Crush Medications: Capsules may be opened
and mixed with apple sauce.”
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According to the National institute of Health
{NIH), -, is defined as: "People having
difficulty swallowing and may even experience

.\ while swallowing (odynophagia). Some
people may be completely unable to swallow or
may have trouble safely swallowing liquids, foods,
or saliva. When this happens, eating becomes a
chailenge. Often, .., . . makes it difficult to
take in enough calories and fluids to nourish the
body and can lead to additional serious medical
problems."

The Department of Social Services a
Government Agency defined as
foliows: "When food, liquid, or other materiat
enters a person's airway and eventually the .
by accident. It can happen as a person swallows,

or food can come up from the .
.\ can lead to serious health issues such
as, and . scarring.

Staff B {Caregiver) received the initial 4 hours of

the self- ini ion training by an unli

staff on and the annual update on
Staff C (Caregiver) received the

initial 4 hours of self-administration of medication

training by an unlicensed staff on

update and the annual updated 2 hours on

the facifity's
policy for medication administration and noted the
following:

1. Personnet must be licensed to administer
medication

2. Licensed person may administer medications
in accordance with health care provider's
directions
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Continued From page 8

3. Staffis responsible for observing the resident
taking medications and to watch for subsequent
reaction

Interviewed on at 11:30 AM when
asked to verify the initials in the MOR including
for at 8:00 AM the Administrator
confirmed the initials to be her employees, Staff B
{Caregiver) and Staff C (Caregiver). The
Administrator stated further that it was the
daughter who had the power of atiorney lefter
dated on file that gave her employees
{Staff B & Staff C) authorization to provide
medication administration to Resident #3. The
Administrator stated that she was tired of the
agency (Agency for Health Care Administration)
and would give up the facility.

Class Il

59A-36.008(5) FAC Medication - Records

{6} MEDICATION RECORDS.
(a} For residents who use a pill organizer
managed in subsection {2}, the facility must keep
either the original labeled medication container;
ora ication listing with the pl ipti
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident’s name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of

or
medication observation record must be
immediately updated each time the medication is
offered or administered and include:

AD053
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1. The name of the resident and any known

the resident may have;
2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

ication as pt , or medication errors,

{c} For medications that serve as chemical

, the facility must, pursuant to Section
429.41, .S, maintain a record of the prescribing
physician’s annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to maintain an accurate Medication
Observation Record {MOR) for one of two
sampled residents (Resident #3).

Findings:

Areview of Resident #3's Health Assessment with
completion date of showed the
resident needed medication administration. The
resident was diagnosed with of s
. 's . Activities of

Daily Living showed the resident needed total
care with ambulation, bathing self-grooming,

. eating, toileting, and transferring.

Areview of the MOR for Resident #3 on

at approximately 10:00 am showed
that the scheduled 8PM medication .
30 MG for that day, was already signed as given.
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Interviewed on

Class i

A054 | Continued From page 10

at 11:30AM when

asked to verify the initials in the MOR including
for at 8:00AM the Administrator
confirmed the initials to be her employees, Staff B
(Caregiver) and Staff C (Caregiver).
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