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Initial Comments.

A second revisit to a complaint investigation
{Complaint #2023004020) was conducted at
Andalusia ALF on . The provider had
no tncorrected deficiencies at the time of the
survey. Two new deficiencies were identified at
the time of the survey.

59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heslith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a ¢ i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

A 000}

AD078

AHCA Form 3

20-0007

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TILE (x5 DATE

STATE FORM

BRVO13

i continuation sheet 10f 5



Agency for Health Care

PRINTED. 07/31/2023

FORM APPROVED

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

AL 11966584

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY

COMPLETED

R
07/10/2023

NAME OF PROVIDER OR SUPPLIER

ANDALUSIA ALF INC

HIALEAH, FL 33013

STREET ADDRESS, CITY, STATE, ZIP CODE
360 EAST 65 STREET

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

AD078

Continued From page 1

(b) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
heaith care provider in accordance with this rule
chapter.
{c) All staff must comply with the training
requirements of rule 59A-36.011, FAC.
{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency o contractor will provide to residents.
{e) For facifities with a licensed capacity of 17 or
more residents, the facility must:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,
2. Maintain time sheets for all staff.
{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on observation, review and interview the
facitity failed to have qualified staff to perform
their assigned duties according to their fraining.
The staff members present at the facility did not
know how to perform the -
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Continued From page 2

{ ) procedure.
Findings:

Observation on at 9:05 am showed
that there were two staff members present, Staff
B and Staff D.

Areview of the personnel record showed
documentation that Staff B had received training
in . . { )with an
expiration date of

Interviewed on at 10:15 am when
asked to describe how to perform Staff B
did not know how to perform the procedure and
was not able to describe it.

Areview of the personnel record showed
documentation that Staff D had received training
in with an expiration date of

Interviewed on at 10:20 am when
asked to describe how to perform Staff D
did not know how to perform the procedure and
was not able to describe if.

Interviewed on at 10:45 am the
Administrator stated that Staff 8 was scheduted
to renew her First Aid and training and that
Staff D was unable to answer because she was
nervous.

Class lli

59A-36.021(1); 429.07(3)(b)4 ECC - Licensing

58A-36.021(1) LICENSING.
{a) Any facility intending to establish extended
congregate care services must obtain a license
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from the agency before accepting residents
needing extended congregate care sefvices.

{b) Only the portion of a facility that meets the
physical requi for extended

care in Chapter 4, Section 464 of the Florida
Building Cede as adopted in Rule 81G20-1.001,
F.A.C. and is staffed in accordance with
subsection (3), is considered licensed to provide
extended congregate care services to residents
who meet the admission and continued residency
requirernents of this rule.

429.07(3)(b)
4. Afacility that is licensed to provide extended
congregate care services must:

a. Demonstrate the capability to meet
unanticipated resident service needs.

b. Offer a physical environment that promotes a
homelike setting, provides for resident privacy,
promotes resident independence, and allows
sufficient congregate space as defined by rule.

c. Have sufficient staff available, taking into
account the physical plant and firesafety features
of the building, to assist with the evacuation of
residents in an emergency.

d. Adopt and follow policies and procedures that
maximize resident independence, dignity, choice,
and decisionmaking to permit residents to age in
place, so that moves due to changes in functional
status are minimized or .

e. Allow residents or, if applicable, a resident's
representative, designee, surrogate, guardian, or
attorney in fact to make a variety of perscnal
choices, participate in developing service plans,
and share responsibifity in decisionmaking.

{. implement the concept of managed risk.

g. Provide, directly or through contract, the
services of a person licensed under part | of
chapter 464.
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. In addition to the training mandated in s.
429.52, provide specialized training as defined by
rule for facility staff.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to maintain a mornoxide alarm. The
facility's monoxide alarms had been
removed and were not operable.

Findings:

Observation on at 9:30 am showed
that the facility's monoxide alarms were
missing. Further observation showed that the
monoxide alarms had been removed
{Photographic evidence obtained). Further
observation showed that there were no other
monoxide atarms in the faciiity.

Observation on at 9:30 am showed
that the inis retrieved a

monoxide alarm from inside of a kitchen
cabinet.

interviewed on at 10:45 am the
Administrator stated that the monoxide
atarms were removed to replace the batteries and
that they would be reinstalled.

Class Ili
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