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428.275(2) FS; 59A-36.015(2) FAC Records -
Staff

429.275

(2} The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,

v of background ing, if
applicable, documentation of compliance with all
training requirements of this part or applicable
rule, and a copy of alf licenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015
(2) STAFF RECORDS,
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
0l with

furnished, and documentation verifying freedom
from signs or symptoms of cormmunicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 59A-36.011, FAC.,
2. Copies of all licenses or certifications for alt
staff providing services that require licensing or
certification,
3. Documentation of compliance with levet 2
packground screening for alt staff subject to
screening requirements as specified in Section
429.174, F.S., and Rule 59A-36.010, FAC.,
4. For facilities with a licensed capacity of 17 or
maore residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010, FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
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Continued From page 1

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

. to provide direct or indirect services to
residents and the facility. However, the facility
rust maintain a copy of the contract between the
facitity and the staffing agency or contractor as
described in Rule 59A-36.010, FA.C.
(c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, FA.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure one {Staff B Caregiver) out of
three sampled employees had listed references
on her job application.

Findings:

A review of Staff B's job application with a hire
date of found no references on the
application.

Interviewed on at 1:01 PM the
Administrator confirmed that that were no
references on Staff B's job application.

Class Ili

59A-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,

A8t
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Continued From page 2

2. .

3. Race,

4. Date of birth,

5. Place of birth, if known,

6. Social security number,

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
resident's health care practioner and case
manager, if applicable.

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the heaith care
practitioner's medical examination form 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 refusat 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)(f), F.A.C.

HA record that is 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. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that not be taken.

{g) For facilities that will bave unlicensed staff
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Continued From page 3

assisting the resident with the seff-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, F.A.C., if
such consent is not included in the resident's
contract.
(h} For facilities that manage a pill crganizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.A.C.
{i) A copy of the resident's contract with the
facitity, including any addendums to 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 429.27, F.S.
{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.
{I) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
.. ( ), CF-ES 1008,

. which is hereby incorporated by reference
and available for review at:
http/iwww. firules.ol asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facitity i the facility can demonstrate that it has
made a good faith effort fo obtain the required
documentation from the Department of Children
and Famifies.
{m) Documentation of the ... ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
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Continued From page 4

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
Forrn 1886, if applicable.

{p} For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.

{a) Except for resident contracts, which must be
retained for § 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.

3 i resident records for
facitities holding a limited mental heaith, extended
congregate care, or imited 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 update two (#1, #5) out of five sampled
residents health assessment as an elopement
risk. The facility failed to document the use of a
walker for Resident #3, including the
requirements and methods for assessing the
physical condition of the watker that may injure
the resident, and procedures for repairing or
replacing it. The facility failed to maintain a
tegible care plan for administration for
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Continued From page 5

Resident #4.

Findings:

b

Areview of a police report dated filed
for missing Resident #1 documented that
Resident #1 walked off once before but was
found soon after, However, Resident #1's health
assessment with a completion date of

showed Resident #1 was not listed as an
elopement risk.

Areview of Resident #1's records found there
was no community living support plan and

, agreement.
Areview of the admissions and discharge log
indicated that Resident #1 was a mental health
resident.

Areview of Resident #1's demographic data form
found an incomplete form without any fisted
family members.

Interviewed on at 9:24 AM the
Administrator stated that he had a brother but
was unable to provide a telephone number.

2)

A review of Resident #5's health assessment
dated showed that he was not listed
as an elopement risk and the section for special
precautions was left blank.

A review of the police report dated
documented the foltowing: "Upon arrival contact
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Continued From page 6

was made with the reporting person
[Administrator] who stated a tenant of her
Resident [Resident #1], is missing.
[Administrator] went on to advising that [Resident
#1] was last seen at the residence on Tuesday,

L . at 8:00 AM. [Administrator] advised
the [Resident #1] is diagnosed with a mental
fiiness and takes mediation.”

Areview of the Adverse Incident Reporting
database documented that the facility did not
where Resident #4 was after leaving the facility at
7:30 PMoon

Interviewed on at 10:41 AM the
Administrator stated that Resident #4 was not an
elopement risk because he had lived there for
over 11 years,

3)
at 11:44 AM found

Observation on
Resident #3 using a walker.

Areview of Resident #3's records found no
documentation of a walker on her heaith
assessment, nor an assistive device signed
policy, including the requirements and methods
for assessing the physical condition that may
injure the resident and procedures for

1ding repair o £

4

Areview of Resident #4's home health aide care
plan for administration was found not
fegible.

A review of Resident #4's health assessment with
a complstion date of showed a
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Continued From page 7

type 2. The special
diet 1,800

diagnosis of
diet instructions showed a
calories.

Interviewed on at 1:01 PM the
Administrator confirmed that the written home
health plan of care was not legible.

Class Il

429.49 FS Records - Resident, Penalties for
Alteration

{1} Any person who fraudulently alters, defaces,
or falsifies any medical or other record of an
assisted living facility, or causes or procures any
such offense to be committed, commits a
misdemeanor of the second degree, punishable
as provided in 5. 775.082 or 5. 775.083.

{2} A conviction under subsection (1) is also
grounds for restriction, suspension, or termination
of license privileges.

This Statute or Rule Is not met as evidenced by:
Based on observation, record review and
interview, the facility Administrator fraudulently
falsified the progress notes of Resident #1 who
eloped from the facility and found a day later with
a of the | andaT1 .

. The Administrator documented Resident
#1 was sent to the hospital for lower
The Administrator provided misleading
information that Resident #1 had a
room.

in his

Findings:

Areview of Resident #1's progress notes

A162
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Continued From page 8

translated into English from Spanish written by
the Administrator and dated stated:
[resident #1] sent to hospital, | to lower

Areview of the hospital records dated
"On further i igation patient was
at nursing home yesterday after which he
escaped and was found by emergency medical
services { ) down unclear . . Patient with
. at baseline. Acute minimally
of the right interior pubic . Acute
nondisplaced of the right pubic body.
Acute nondisplaced of the left
pubic . Acute nondisplaced
feft . Smal amount of anterior ,
- products in the s
space and space of retzius as well as adjacent to
the and T1

of the

The Mayo Clinic defines Space of Retzius as an
area in the lower portion of the abdomen between
the and pubic bones and bounded

, bythe | . It contains areolar
tissue, fat, and a plexus of veins.

The Mayo Clinic defines the
area of the body at the end of the
area.

region as the
inthe

A review of the police report dated at
9:45 PM documented the following: "Upon arrivat,
contact was made with [Administrator] (Caretaker
at an adult living facility) who advised while she
was in the kitchen, [Resident #1] walked outside
the residence and walked off. [Administrator]
further advised when she noticed {Resident #1]
was gone it was around seven in the evening,
Furthermore, [Administrator] advised [Resident
#1] suffers from and is prescribed
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Continued From page 9

medication but is able to function properly and
care for himself. [Administrator] went on to say
[Resident #1] has watked off once before but
found soon after.”

Observation on
three residents (#2, #3, #4).

at 7:00 AM found only

Interviewed on at 9:38 AM when
asked what happened to Resident #1, the
Administrator stated that he . in his room and
broke his | The Administrator stated further
that he (Resident #1) went to the Hospital. The
Administrator stated, "He  in his room at 6:00
AM on - "Tealled 911 and he went to
the hospital around 6:30 AM.” The administrator
stated that she was there.

Interviewed on at 7:00 AM when
asked what the current census was, Staff B
{Caregiver) stated, "five."” When asked the
whereabouts of Resident #1, Staff B stated that
hehada ., and he (Resident #1) was in the
hospital a month ago. Staff B stated that
Resident #5 went to his program.

Interviewed on at 8:24 AM when
asked what happened to Resident #1 and can
she explain again where he . in his room on

+ the Administrator burst into tears and
stated, "l lied. Hedid not . here! { am at fault. |
did not teil the truth. After 6:00 PM after
medication pass, | left him in the fiving room. |
began working around the house. It was between
6:30 PM-7:30 PM. [ noficed him missing. 1 called
my son to have him stay with the patients, and |
drove around looking for him. When | could not
find him, | called the police.” When asked if he
{Resident #1) left the facility before, the
Administrator stated he (Resident #1) would
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Continued From page 10

{eave and come . The Administrator stated
further that she did not call the fire rescue, but fire
rescue did call her to inform her that Resident #1
was found a day later Resident #1 was in the
hospital.

Class Il

429.23( & ) FS Risk Mgmt & QA

429.23 internal risk management and quality
assurance program; adverse incidents and
reporting requirements .-

{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.

{2) Every facility licensed under this partis
required to maintain adverse incident reports, For
purposes of this section, the term, "adverse
incident” means:

{a) An event over which facility personnel could
exercise control rather than as a result of the
resident's condition and results in:

1 B

2. or .,
3. Permanent ;
4. or of bones or joints;

5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;

6. Any condition that requires the fransfer of the
resident from the facility to a unit providing more

damage;

A183
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acute care due fo the incident rather than the
resident’s condition before the incident; or

7. An event that is reported to law enforcement or
its personnel for investigation; or

{b} Resident elopement, if the elopement places
the resident at risk of harm or injury.

{3) Licensed facilities shall provide within 1
business day after the occurrence of an adverse
incident, through the agency’s online portal, or if
the portal is offline, by electronic mail, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse
incident, and the status of the facility's
investigation of the incident.

{4) Licensed facilities shall provide within 16
days, through the agency's online portal, or if the
portal is offine, by electronic mail, a full report fo
the agency on all adverse incidents specified in
this section. The report must include the resuits
of the facility's investigation into the adverse
incident.

{6) . neglect, or must be
reported to the Department of Children and
Families as required under chapter 415.

{7} The information reported to the agency
pursuant to subsection {3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shail
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to disciplinary action, in which
case the provisions of s. 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and

A185
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determine whether it potentialty involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
s. 456.073 apply.

{8) If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonabie belief
that conduct by a staff member or employee of a
ficensed facility is grounds for disciplinary action
by the appropriate board, the agency shali report
this fact to such reguiatory board.

{9} The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10) The agency may adopt rules necessary to
administer this section.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to file an adverse incident report within one
(1} day after the occurrence and failed to file a
fifteen (15) day report for one of five sampled
residents (Resident #1) who eloped and was
found a day later by emergency medical services.

Findings:

A review of the police report dated at
9:45 PM documented the following: "Upon arrival,
contact was made with [Administrator] (Caretaker
at an adult living facility) who advised while she
was in the kitchen, [Resident #1] walked outside
the residence and walked off. [Administrator]
AHCA Form 3020-0001
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further advised when she noticed {Resident #1]
was gone it was around seven in the evening,
Furthermore, {Administrator] advised [Resident
#1] suffers from and is prescribed
medication but is able to function properly and
care for himself. [Administrator] went on to say
[Resident #1] has watked off once before but
found soon after.”

Areview of the hospital records dated
"On further i igation patient was
at nursing home yesterday after which he
escaped and was found by emergency medical
services ( )down unclear . Patient with
. at baseline. Acute minimally
of the right interior pubic . Acute
nondisplaced of the right pubic body.
Acute nondisplaced of the left
pubic . Acute nondisplaced
teft . Smal amount of anterior
- products in the .\
space and space of retzius as well as adjacent to
the and T1

of the

Areview of the adverse incident reporting
systems (AIRS) database from

- found no adverse
incidents filed for Resident #1.

Interviewed on at 9:38 AM when
asked why an adverse incident was not filed, the
Administrator stated that she did not report it in
adverse incident because she stated that he

on his own and there was nothing wet or
anything. The Administrator stated, "l did not
think 1 had to do it."

Interviewed on at 8:24 AM when
asked what happened to Resident #1 and can

A185

AHCA Form 3

STATE FORM

20-0007

s

TYSRIT

f continuation sheet 14 of 82




Agency for Health Care

PRINTED. 06/28/2024
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL 11966998

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

05/10/2024

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

3011 NW 52 STREET

ARMERO TORRES ALF, INC

MIAMI, FL

33142

0@y D
PREFIX
TAG

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

3] PROVIDER'S PLAN OF CORRECTION
PREFIX
WG
DEFIGIENCY)

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(xe
COMPLETE
DATE

A185

Continued From page 14

she explain again where he . in his room on

+ the Administrator burst into tears and
stated, "l lied. Hedid not . here! { am at fault. |
did not teil the truth. After 6:00 PM after
medication pass, | left him in the fiving room. |
began working around the house. It was between
6:30 PM-7:30 PM. [ noficed him missing. 1 called
my son to have him stay with the patients, and |
drove around looking for him. When | could not
find him, | called the police.” When asked if he
{Resident #1) left the facility before, the
Administrator stated he (Resident #1) would
feave and come . The Administrator stated
further that she did not call the fire rescue, but fire
rescue did call her to inform her that Resident #1
was found a day later Resident #1 was in the
hospital.

A review of Resident #1's health assessment with

a completion dated of showed a

diaghoses of .
, Dyslipidemia,

. , Gait Disturbance. The physical

status showed gait disturbance. The

status showed Alert, awake and oriented times

three. The residenthad  precautions. The

resident was not listed as an elopement risk. The

resident’s activities of daily living showed

indep: in ambutation, ing, and

supervision in eating, toileting and assistance with

self-grooming and total care with bathing and

Interviewed on at 8:09 AM Resident
#4 stated that Resident #1 left the house two to
three times before in the past six months.
Resident #4 stated further that the emergency
medical services brought him and
sometimes the Administrator.
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59A-36.028 Emergency Environmentat Controt
for Assisted Living Facilities.
(1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shaif prepare a detailed plan ("plan”) to serve as
ast to its Compl i

Plan, to address
environmental control in the event of the loss of
primary electrical power in that assisted living
facitity which includes the following information:
(a} The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
ficensees of assisted living facilities will be
equipped to ensure air temperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six {96) hours in the
event of the loss of primary electrical power.
1. The required temperature must be maintained
in an area or areas, determined by the assisted
fiving facility, of sufficient size to maintain
residents safely at all imes and that is
appropriate for resident care needs and life safety
requirements. For planning purposes, no less
than twenty (20) net square per resident
must be provided. The assisted living facility may
use eighty percent {80%) of its licensed bed
capacity as the number of residents to be used in
the to determine the required square
footage. This may include areas that are less
than the entire assisted living facility if the
assisted living facility's comprehensive
emergency management plan includes allowing a
resident to congregate when he or she desires in

AHCA Form 3020-0001
STATE FORM

o TYSR11

f continuation sheet 16 of 82




Agency for Health Care

PRINTED. 06/28/2024

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL 11966998

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

05/10/2024

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

3011 NW 52 STREET

ARMERO TORRES ALF, INC

MIAMI, FL

33142

0@y D
PREFIX
TAG

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

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

o]
PREFIX
e

(xe
COMPLETE
DATE

A200

Continued From page 16

portions of the buiiding where temperatures wilf
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rule. This rule does not
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in Section 408.821, F.8. and subsection
59A-36.019(8), F.A.C., are met. The plan shail
include information regarding the area(s} within
the assisted living facility where the required
temperature will be maintained.

2. The alternate power source and fuel supply
shail be located in an area(s) in accordance with
{ocal zoning and the Florida Building Code.

3. Each assisted living facility is unique in size;
the types of care provided; the physical and
mental capabiliies and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not fimit the types of systems or
equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six {96) howrs in the
event of the loss of primary electrical power. The
plan shall include information regarding the
systems and equipment that will be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to Chapter 252, F, S. must maintain an
alternative power source and fuel as required by
this subsection at all imes when the assisted
fiving facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability If
evacuation is necessary.

b. Assisted living facifities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the

A200
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campus if such resources are sufficient to
support the requirements of each facility's
residents, as specified in this rule. Details
regarding how resources will be shared and any
necessary movement of residents must be clearly
described in the emergency power plan,

c. A multistory facility, whose comprehensive
emergency management plan is to move
residents to a higher floor during a fiood or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
flooding or storm surge damage.

(b} The acquisition of sufficient fuel, and safe
maintenance of that fuel at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
alternate power source o maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours after the
foss of primary electrical power during a declared
state of emergency. The plan must include
information regarding fuel source and fuel
storage.

1. Facilities must store minimum amounts of fuel
onsite as follows:

a. Afacility with a licensed capacity of 16 beds or
fess must store 48 hours of fuel onsite.

b. Afacility with a licensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facility located in an areain a
declared state of emergency area pursuant to
Section 252.36, F.S. that may impact primary
power delivery must secure ninety-six {(96) hours
of fuel. The assisted living facility may utilize
portable fuel storage containers for the remaining
fuel necessary for ninety-six (96) hours during the
period of a declared state of emergency.

3. Piped natural gas is an aliowable fuel source
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and meets the onsite fuel supply requirements
under this rule.
4. If local ordinances or other regulations timit the
amount of onsite fuel storage for the assisted
fiving facility's focation, then the assisted living
facility must develop a plan that includes
maximum onsite fuel storage allowable by the
ordinance or reguiation and a reliable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.
{c} The acquisition of services necessary to
maintain, and test the equipment and its functions
to ensure the safe and sufficient operation of the
alternate power source maintained at the
assisted fiving facility.
{d) The acguisition and maintenance of a
monoxide alarm.
(2) SUBMISSION OF THE PLAN.
{a) Each new assisted living facility shall submit
the plan required under this rule prior to obtaining
a license.
(b} Each existing assisted living facility that

any additions, i i
alterations, refurbishment, renovations or
rect ion that require ication of its
systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the county emergency management
agency for review and approval.
(3) APPROVED PLANS,
{a) Each assisted living facility must maintain a
copy of its approved plan in a manner that makes
the plan readily available at the licensee's
physical address for review by a legally
authorized entity. if the plan is maintained in an
electronic format, assisted living faciiity staff must
be readily available to access and produce the
plan. For purposes of this section, "readily
available" means the ability to immediately

A200
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produce the plan, either in electronic or paper
format, upon request.
{b) Within 30 days of the approval of the plan
from the county emergency management agency,
the assisted living facility shall submit in writing
oroof of the approval to the Agency for Health
Care Administration to
assistedliving@ahca.myflorida.com.
{c} The assisted living facility shall submit a
consumer-friendly summary of the emergency
power plan to the Agency. The Agency shall post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on its website within ten
{10) business days of the plan's approval by the
county emergency management agency and
update within ten (10) business days of
implementation,
{4} IMPLEMENTATION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than

. have implemented the plan
required under this rule.
{b} Each new assisted living facility shall
imptement the plan required under this rule prior
to obtaining a license.
{c} Existing assisted living facilities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
affecting the assisted living facility's compliance
with this rule shaif implement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishment, renovations or
reconstruction.
{5} POLICIES AND PROCEDURES.
{a) Each assisted living facility shall develop and
implement written policies and procedures o
ensure that the assisted living facility can
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effectively and immediately activate, operate and
maintain the alternate power source and any fuet
required for the operation of the alternate power
source. The procedures shall ensure that
residents do not experience complications from

fons in air es inside
the facility. Procedures must address the care of
residents oceupying the facility during a declared
state of A ifi ,a iption of
the methods te be used to mitigate the potential
for heat related injury including:
1. The use of cooling devices and equipment;

2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the
i e of ich requiring i {

3. Weliness checks by assisted living facility staff
to monitor for signs of . and heat
injury; and

4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.

(b} Each assisted living facility shali maintain the
written policies and procedures in a manner that
makes them readily available at the licensee’s
physical address for review by a legally
authorized entity. If the policies and procedures
are maintained in an electronic format, assisted
tiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c) The written policies and procedures must be
readily available for inspection by each resident;
each resident's legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by
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faw.
(8) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by Chapter 429,
Part 1, or Chapter 408, Part Il, F.S., including, but
not fimited to, license revocation, license

ion, and the b ition of ini

fines.

(7) COMPREHENSIVE EMERGENCY

MANAGEMENT PLAN.

{a) Assisted living facilities whose comprehensive
planis to 1t

must comply with this rule,

{b) Each facility whose pian has been approved

shail submit the plan as an addendum with any

future submissions for approval of its

plan.

comp
(8) NOTIFICATION.
{a) Within five (5) business days, each assisted
fiving facility must notify in writing, unless

ission for electronic ication has
been granted, each resident and the resident's
iegal representative:
1. Upon the initial submission of the plan to the
county emergency management agency that the
plan has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.
3. Annual submissions and approvals of the plan
do not require notification to residents or their
tegal representatives unless a significant
modification as defined in Rule 59A-36.019,
F.A.C., has been made to the plan.
{b}) Each assisted living facility must maintain a
copy of each notification set forth in paragraph (a)
above in a manner that makes each notification
readily available at the licensee's physical
address for review by a legally authorized entity. If
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the notifications are maintained in an electronic
format, facility staff must be readily available to
access and produce the noftifications. For
purposes of this section, "readily available”
means the ability to immediately produce the
notifications, either in electronic or paper format,
upon request.

This Statute or Rule s not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an emergency power plan
{EPP) approval letter from the local emergency
management agency.

Findings:

Areview of the emergency power plan found no
approval letter from the local emergency
management agency.

Interviewed on at 1:01 PM the
Administrator stated that she did not have the
approval letter.

Class i

429.075(.  ); 59A-36.020(2) FAC LMH - Records

428.075
{3) A facility that has a limited mental health
ficense must:
(a} Have a copy of each mental health resident's
community fiving support plan and the

. agreement with the mental health
care services provider or provide written evidence
that a request for the community living support
plan and the ; agreement was sent to
the Medicaid managed care pian or managing
entity under contract with the Department of

A200
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Children and Families within 72 hours after
admission, The support plan and the agreement
may be combined.

{b} Have documentation provided by the
depariment that each mental health resident has
been assessed and determined to be able to live
in the community in an assisted living facility that
has a limited mental health license or provide
written evidence that a request for documentation
was sent to the department within 72 hours after
admission.

{c) Make the community fiving support plan
available for inspection by the resident, the
resident's legal guardian or health care surregate,
and other individuals who have a lawful basis for
reviewing this document.

{d) Assist the mental health resident in carrying
out the activities identified in the resident's
community living support plan.

{4) Afacility that has a limited mental health
ficense may enter into a . agreement
with a private mental health provider. For
purposes of the limited mental health license, the
private mental health provider may act as the
case manager.

59A-36.020

(2) RECORDS.

{a) A facility with a fimited mental health license
must maintain an up-to-date admission and
discharge log containing the names and dates of
admission and discharge for all mental health
residents. The admission and discharge log
required in rule 59A-36.015, F.A.C,, satisfies this
condition provided that all mental health residents
are clearly identified.

{b} Staff records must contain documentation that
designated staff have completed limited mental
health training as required by rule 59A-36.011,

AL241
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{c) Resident records must include:

1. Documentation, provided by a mental health
care provider within 30 days of the resident's
admission to the facility, that the residentis a
mental health resident as defined in section
394.4574, F.S., and that the resident is receiving

social security , or supplemental security
income and ., - as
follows:

a. An affirmative statement on the Alternate Care
Certification for .

{ ) form, CF-E£S 1006, . which is
hereby incorperated by reference and available
for review at:

hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-03988, that the resident is receiving St or
SS8Dt due to a mental >

b. Written verification provided by the Social
Security Administration that the resident is
receiving SSI or SSDI for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Social Security
Administration to provide such information, or

c. Awritten statement from the resident's case
manager or other mental health care provider that
the resident is an adult with severe and persistent
mental . The case manager or other
mental health care provider must consider the
following minimum criteria in making that
determination:

{1} The resident is eligible for, is receiving, or has
received mental health services within the last 5
years, or

{i1} The resident has been diagnosed as having a
severe or persistent mental

2. An appropriate placement assessment
provided by the resident's mental health care
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provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted living
facility. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinicat social
worker, , nurse, or an individual
supervised by one of these professionals.

a. Any of the following documentation that
contains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, meets this
requirement:

{1y C Alternate Care Certification for

( ) form,

CF-ES Form 1006,
{11y Discharge Statement from a state mental
hospital completed no more than 90 days before
admission to the assisted living facility provided it
contains a statement that the individual is
appropriate 1o live in an assisted living facility, or
{iil) Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.

b. A mental health resident returning to a facility
from treatment in a hospital or crisis stabilization
unit will not be considered a new admission and
will not require a new assessment. However, a
break in a resident’s residency that requires the
facitity to execute a new resident contract or
admission agreement will be considered a new
admission and the resident’s mental heaith care
provider must provide a new assessment.

3. A Community Living Support Plan. Each
mental health resident and the resident's mental
health case manager must, in consultation with
the facifity administrator, prepare a plan within 30
days of the resident's admission fo the facility or
within 30 days after receiving the appropriate
placement assessment in paragraph {2)(c),
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whichever is fater, that:

a. Includes the specific needs of the resident that
must be met in order to enable the resident to live
in the assisted living facility and the community,
b. Includes the dlinical mental health services to
be provided by the mental health care provider to
help meet the resident's needs, and the
frequency and duration of such services,

c. Includes any other services and activities to be
orovided by or arranged for by the mental health
care provider or mental heatth case manager to
meet the resident's needs, and the frequency and
duration of such services and activities,

d. Includes the of the facility to
facititate and assist the resident in attending

and arranging transportation to

e for the services and activities
identified in the plan that have been provided or
arranged for by the resident’s mental health care
provider or case manager,

e. Includes a description of other services to be
provided or arranged by the facility,

{. includes a list of factors pertinent to the care,
safety, and welfare of the mental health resident
and a description of the signs and symptoms

. 1o the resident that indicate the
immediate need for professional mental health
services,

g. Is in writing and signed by the mental health
resident, the resident's mental health case
manager, and the assisted living facility
administrator or manager and a copy placed in
the resident’s file. If the resident refuses to sign
the plan, the resident's mentat health case
manager must add a statement that the resident
was asked but refused to sign the plan,

. Is updated at least annually or if there is a
significant change in the resident's behaviorat
heaith,
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i ., include the . Agreement
described in subparagraph (2)(c)4. If included,
the mental health care provider must also sign
the plan; and,

}- Must be available for inspection to those who
have legal authority to review the document.

5 . Agreement. The mental health
care provider for each mental health resident and
the facility administrator or designee must
prepare a written statement, within 30 days of the
resident’s admission to the facility or receipt of
the resident’s appropriate placement

i is later. The
a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental health resident. The provider must
furnish the resident and the facility with the
provider's 24-hour emergency crisis telephone
number;
b. Must be signed by the administrator or
designes and the mental health care provider, or
by a designated representative of a Medicaid
prepaid health plan if the resident is on a plan
and the plan provides behavioral health services
in section 408.912, F.S.;
¢, cover all mental health residents of the
facility who are clients of the same provider; and,
d. , beincluded in the Community Living
Support Plan described in subparagraph (2)(c)3.
5. Missing documentation will not be the basis for
administrative action against a faclility if the facility
can demonstrate that it has made a good faith
effort to obtain the required documentation from
the appropriate party. A documented request for
such missing documentation made by the facility
administrator within 72 hours of the resident’s
admission will be considered a good faith effort.
The documented request must include the name,
titte, and phone number of the person to whom

AL241
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the request was made and must be kept in the
resident's file.

This Statute or Rule is not met as evidenced by:
Based on Record review and interview, the facility
failed to maintain an updated annual community
fiving support plan and . agreement for
one (#1) out of five sampled residents.

Findings:

A review of the Admissions and Discharge log
indicated Resident #1 was a mental health
resident.

Acreview of Resident #1's records found no
community living support plan and .
agreement on file.

Interviewed on at 1:01 PM the
Administrator stated that she had five limited
mental health residents.

Class It
Initial Comments.

A biennial survey was conducted from

through at Armero Torres ALF, inc.
The provider had deficiencies at the time of the
survey.

428.26(7) FS; 659A-36.007(1) FAC Resident Care
- Supervision

429.26

{7) The facility shall notify a ficensed physician
when a resident exhibits signs of or

or has a change of condition

AL241
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A025
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in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designee of the need for health care services and
must assist in making .., for the
necessary care and services o treat the
condition. If the resident does not have a
representative or designes or if the resident's
representative or designee cannot be tocated or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

(a} Monttoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, FAC.

{b} Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident’s health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant

A025
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change.

(e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
Administrator failed to maintain the general
awareness and provide supervision for two (#1,
#5) out of five sampled residents’ whereabouts.
Resident #1 who eloped and was found a day
{ater by emergency medical services ( yand
hospitatized with fo the .

and a o T12. Resident #5
eloped and was by the local police.

Findings:

1)

Observation on at 7:00 AM during a
routine relicensure inspection found only three
residents (#2, #3, #4).

Interviewed on at 7:00 AM when
asked what the current census was, Staff B
{Caregiver) stated, "five.” When asked the
whereabouts of Resident #1, Staff B stated that
hehada ., and he (Resident #1) was in the
hospital a month ago. She further stated that the
other resident was away at a day program.

Interviewed on at 9:38 AM when
asked what happened to Resident #1, the

A025
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Administrator stated that the resident . in his
room, having tripped over his own , and
broke his , . The Administrator stated further
that he (Resident #1) went to the Hospital. The
Administrator stated, "He . in his room at 6:00
AM on . " called 911 and he went to
the hospital around 6:30 AM.” The administrator
stated that she was at the facility at the time of
the

Areview of Resident #1's health assessment with
a completion dated of showed
diaghoses of .
, Dyslipidemia,

. , Gait Disturbance. The physicat
status showed gait disturbance. The
status showed Alert, awake and oriented times
three. The residenthad  precautions. The
resident was not listed as an elopement risk. The
resident’s activities of daily living showed
indep: in ambutation, ing, and
supervision in eating, toileting and assistance with
self-grooming and total care with bathing and

Areview of hospital records for Resident #1
dated documented: "... patient was at
nursing home yesterday after which he escaped
and was found by emergency medical services
( ydownunclear . Patientwith

. at baseline. Acute minimally
of the right interior pubic . Acute
nondisplaced of the right pubic body.
Acute nondisplaced of the left
pubic . Acute nondisplaced of the
teft ala. Small amount of anterior ,

” products in the .

space and space of retzius as well as adjacent to
the . andaT1

A025

AHCA Form 3
STATE FORM

20-0007

s

TYSRIT

f continuation sheet 32 of 82




Agency for Health Care

PRINTED. 06/28/2024

FORM APPROVED

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

AL 11966998

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

05/10/2024

NAME OF PROVIDER OR SUPPLIER

3011 NW 52 STREET

ARMERO TORRES ALF, INC

MIAMI, FL

33142

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

A025

Continued From page 32

A review of Mayo Clinic records found that it
defines Space of Retzius as an area in the lower
portion of the abdomen between the and
pubic bones and bounded . ., , bythe

) . It contains areolar tissue, fat, and a
plexus of veins. Further review found that the
Mayo Clinic defines the region as the area
of the body at the end of the ., inthe

area.

A review of a police report regarding Resident
#1dated at 9:45 PM documented the
report of the resident's absence as, "Upon arrival,
contact was made with [Administrator] (Caretaker
at an adult living facility) who advised while she
was in the kitchen, [Resident #1] walked outside
the residence and walked off. [Administrator]
further advised when she noticed [Resident #1]
was gone it was around seven in the evening.
Furthermore, {Administrator} advised [Resident
#1] suffers from | and is prescribed
medication but is able to function properly and
care for himself. [Administrator] went on to say
[Resident #1] has watked off once before but
found soon after.”

Interviewed on at 8:24 AM when
asked what happened to Resident #1 and asked
to explain again where the resident  in his
room on , the Administrator burst into
tears and stated, "l fied. He didnot  here! iam
at fault. | did not tell the truth. After 6:00 PM after
medication pass, | left him in the living room. |
began working around the house. It was between
6:30 PM-7:30 PM. I noticed him missing. | called
my son to have him stay with the patients, and |
drove around looking for him. When | could not
find him, | called the police."
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Areview of a fire - rescue record dated

showed that the resident was found lying on his
. and not able to answer

demographic questions at NW 54 Street and NW

31 Avenue in Miami, at a gas station .03 miles

away from the facility.

Class |

59A-36.007(6) FAC Resident Care - Third Party
Services

{6) THIRD PARTY SERVICES.

{a) Nothing in this rule chapter is intended to
prohibit a resident or the resident's representative
from independently arranging, s and
paying for services provided by a third party of the
resident’s choice, including a licensed home
health agency or private nurse, or receiving
services through an out-patient clinic, provided
the resident meets the criteria for admission and
continued residency and the resident complies
with the facility's poficy relating to the defivery of
services in the facility by third parties. The
facility's policies must require the third party to
coordinate with the facility regarding the
resident's condition and the services being
provided,

{b) When residents require or arrange for
services from a third party provider, the facility
administrator or designee must allow for the
receipt of those services, provided that the
resident meets the criteria for admission and
continued residency. The facility, when requested
by residents or representatives, must coordinate
with the provider to facilitate the receipt of care
and services provided to meet the |

resident's needs.

{c} The administrator or designee must ensure
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that:

1. Care coordination includes documented
communications about the resident's condition
and response to freatment or services ordered by
the physician which may impact the resident's
appropriateness for continued residency in the
facility;

2. Communications occur at least once every 30
days and whenever there is a significant change
in the resident's condition; and

3. If physician ordered treatments or services
occur less often than once a month,
communications must be conducted according to
the ordered treatment or service schedule and
whenever there is a significant change in the
resident's condition.

4. When communication with the third party
provider is unsuccessful, at least two attempts at
communication on two separate days must be
documented. Documentation must include the
name of the person from the third party provider
with whom contact was attempted, the method of
communication, and the date and time of the
attempts. This documentation must be included
in the resident's record in accordance with the
timeframes in subparagraphs 59A-36.007(6)(c)2.
and 3.

{d) If residents accept assistance from the facility
in arranging and coordinating third party services,
the facility's assistance does not represent a
guarantee that third party services will be
received. If the facility's efforts to make
arrangements for third party services are
unsuccessful or declined by residents, the facility
must include documentation in the residents’
record explaining why its efforts were
unsuccessful. This documentation will serve to
demonstrate its compliance with this subsection.

This Statute or Rule is not met as evidenced by:
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Based on observation, record review and
interview, the facility failed to ensure Resident #4
had home health care and a written care plan for
a cut on the right heel and had a diagnosis of

Findings:

Observation on at 11:30 AM found
Resident #3 with a white bandage and tape on
her right heel.

Interviewed on at 11:32 AM Resident
#4 stated that she cut her on her bed three
months ago. . Resident #3 stated that
the nurse comes every day to change the
pandage on her right hee! and that the last time
was on Friday )

Interviewed on at 11:31 AM the
Administrator stated that the nurse comes every
day.

Areview of the written care plan for third-party
services for Resident #3 found no documentation
for treatment of a cut to the right heel.

Areview of the facility's third-party polices states:
"When residents require or arrange for services
from a third-party provider, the facility
administrator or designee must allow for the
receipt of those services, provided that the
resident meets the criteria for admission and

i i . The ini or
designee must ensure that: 1, Care coordination
includes documented communications about the
resident’s condition and response to treatment or
services ordered by the physician which may
impact the resident’s appropriateness for
continued residency in the facility. 2.
Communications must ocour at least every 30
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Continued From page 36

days and whenever there is a significant change
in the resident's condition.”

Acreview of Resident #4's heaith assessment with
a completion date of showed a
diagnoses of ,, , type
2, . . gait disturbance,
dystipidemia. The activities of daily living showed
the resident needed assistance with ambulation,
bathing, _, ealing, self-grooming, tolleting,
and transferring. The special diet instructions
showed diet 1,800 calories.

Class Il

59A-36.007(7) FAC Resident Care - Elopement
Standards

59A-36.007

(7) ELOPEMENT STANDARDS,

{a} i at Risk for it
All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a faility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.8., is exempt from this requirement
for up to 30 days,

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
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risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10)(a) or (c),
F.A.C., must be generally aware of the location of
alt residents assessed at high risk for elopement
at all times.
2. The facility must have a photo identification of
at risk residents on file that is accessible to alt
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being

atrisk for it o
admission, The photo identification may be
provided by the facility, the resident, or the
resident’s representative.
{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. Ata
minimum, the policies and procedures must
provide for:
1. Animmediate search of the facility and
premises,
2. The identification of staff responsible for

each part of the

response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,
4. The continued care of all residents within the
facility in the event of an elopement.
{c} Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k}, F.S.

A032

AHCA Form 3
STATE FORM

20-0007

s

TYSRIT

f continuation sheet 38 of 82




Agency for Health Care

PRINTED. 06/28/2024

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL 11966998

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

05/10/2024

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

3011 NW 52 STREET

ARMERO TORRES ALF, INC

MIAMI, FL

33142

0@y D
PREFIX
TAG

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

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

o]
PREFIX
e

(xe
COMPLETE
DATE

A032

Continued From page 38

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to identify two out five
sampled residents as elopement risks. Resident
#1 eloped on and was found in the
street by the emergency medical services,
transported 1o hospital and was diagnosed with a
p and a compressed to
T12. The facility failed to ensure one (#5) out of
five sampled residents who eloped have
identification on their person that includes his
name, the facilities name and address and
telephone number after an elopement.

Findings:
1

A review of the police report dated at
9:45 PM documented the following: "Upon arrival,
contact was made with [Administrator] (Caretaker
at an adult living facility) who advised while she
was in the kitchen, [Resident #1] walked outside
the residence and walked off. [Administrator]
further advised when she noticed [Resident #1]
was gone it was around seven in the evening.
Furthermore, {Administrator] advised [Resident
#1] suffers from . ., and is prescribed
medication but is able to function properly and
care for himself. [Administrator] went on to say
[Resident #1] has watked off once before but
found soon after.”

Areview of the hospital records dated

: “On further i igation patient was
at nursing home yesterday after which he
escaped and was found by emergency medical
services ( ydown unclear . . Patient with
at baseline. Acute minimally
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of the right interior pubic . Acute
nondisplaced of the right pubic body.
Acute nondisplaced of the left
pubic . Acute nondisplaced
feft ala. Small amount of anterior ,

" products in the .

space and space of retzlus as well as adjacent to
the . and T1

of the

The Mayo Clinic defines Space of Retzius as an
area in the lowsr portion of the abdomen between
the and pubic bones and bounded

. , bythe, . It contains areolar
tissue, fat, and a plexus of veins.

The Mayo Clinic defines the
area of the body at the end of the
area.

region as the
in the

Interviewed on at 8:24 AM when
asked what happened to Resident #1 and can
she explain again where he . in his room on

, the Administrator burst into tears and
stated, "l lied. He did not . herel | am at fault. |
did not tell the truth. After 6:00 PM after
medication pass, | left him in the living room. |
began working around the house. It was between
6:30 PM-7:30 PM. I noticed him missing. | called
my son to have him stay with the patients, and |
drove around looking for him. When | couid not
find him, | called the police.” When asked if he
{Resident #1) left the facility before, the
Administrator stated he (Resident #1) would
feave and come . The Administrator stated
further that she did not call the fire rescue, but fire
rescue did call her to inform her that Resident #1
was found a day later Resident #1 was in the
hospital.
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Interviewed on at 8:06 AM Staff C
(Caregiver) stated that Resident #1 left and
outside. Staff C stated further that she (Staff C)
was not working that day.

Interviewed on at 8:09 AM Resident
#4 stated that Resident #1 left the house two to
three times before in the past six months.
Resident #4 stated further that the emergency
medical services brought him and
sometimes the Administrator.

Areview of Resident #4's health assessment with
a completion date showed the

- status showed alert, awake and
oriented times three.

Areview of Resident #1's health assessment with

a completion dated of showed

diagnoses of .
, Dyslipidemia,

. . Gait Disturbance. The physical

status showed gait disturbance. The

status showed Alert, awake and oriented times

three. The resident had precautions. The

resident was not listed as an elopement risk, The

resident’s activities of daily living showed

il p in i ing, and

supervision in eating, toiteting and assistance with

self-grooming and total care with bathing and

The facility's and _ and elopement policy
and procedures states: "All residents assessed at
risk for elopement or with a history of efopement
shail be identified so staff can be altered to their
needs for support and supervision. As part of its
resident elopernent response polices and
procedures, the facility shall make a minimum, a
daily effort to determine that at risk residents has
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identification on their persons that includes their
name and the facility's address, felephone
number. Staff attention shall be directed towards
residents assessed at high risk for elopement,
with special attention given to those with

and related
assessed at high risk. 1. Ways to reduce risk of
elopement. 2. identify residents that have
potential to be elopement risk. 3. What to do in
case a resident does elope. A. identify resident B,
search immediate area C. advise 911 D. inform
facitity administrator or person in charge E. inform
family F. Inform health care provider G. Search a
iarge area H. after 24 hours, file missing person
report with police authority |. Fill out adverse
incident report 1 day and fax to area in
Tallahassee within 24 hours J. fill out adverse
incident report 16 days and fax to area in
Tallahassee after 15 days have past since
incident.”

2)

A review of the Adverse incident reporting
database showed that Resident #5 left the facility
on at 7:30 PM and never returned.

A review of the police report dated
documented the following: "Upon arrival contact
was made with the reporting person
[Administrator] who stated a tenant of her
Resident [Resident #8], is missing.
[Administrator] went on to advising that [Resident
#5] was last seen at the residence on Tuesday,

. , at 8:00 AM. [Administrator] advised
the [Resident #5] is diagnosed with a mental
iliness and takes mediation.”

Interviewed on at 10:02 AM the
administrator stated that Resident #5 went out
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and did not come: and they made a report.
The Administrator stated, "That was the process.”
The Administrator stated further stated that the
staff that was working was no longer there.

When asked where he was going, the
Administrator stated that he goes out and leaves
normally. The Administrator stated further that he
was going to the cafeteria. However, there was
no documentation in the adverse incident
reporting database that he was going to the
cafeteria. However, there was no mention of
Resident #5 going to or was last seen at the
cafeteria in the police report by the Administrator.

Interviewed on at 10:41 AM when
asked why resident was not listed as an
elopement risk, the Administrator stated that he
has been with her for 11 years and that he was
not listed as an elopement risk because he had
never left.

Observation on at 12:20 PM found no
bracelet nor lanyard with the facifity information
including name, address and telephone number.
Further observation revealed that the resident
had no other means of identification on his
person.

Interviewed on at 12:20 PM Resident
#4 stated that he could not remember what
happened fast year. When asked if he had any
facitity information including address, telephone
number on his person Resident #4 stated, "No."

Areview of Resident #5's health assessment with

a complstion date of showed a

diaghoses of .
, smoker, dependence, ,

; N . s . The

physical status showed |,
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The status showed alert, awake and
oriented times three, The special precautions
section was left blank. The resident was not
fisted as an elopement risk. The activities of daily
fiving showed independent with ambulation,
eating, toileting transferring, but supervision with
bathing, .» and self-grooming.

Class |

429.256(. . ); 59A-36.008(3) Medication -
Assistance with Self-Admin

429.256

{3} Assistance with self-administration of
medication includes: (a) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an thatis
prefilled by the manufacturer are considered
medications in previously dispensed, properly
{abeled containers.

{b} In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.

{c} Placing an orat dosage in the resident's

or placing the dosage in another container and
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helping the resident by lifting the container to his
or her
{d) Applying .., medications.
{e) Returning the medication container to proper
storage.
{f) Keeping a record of when a resident receives
assistance with self-administration under this
section.
{g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and potrring the
p ' pl dose of i
the dispensing cup of the .
(4) Assistance with self-administration of
medication does not include:
{a) Mixing, » converting, or

., medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the

inistration of medications by any inj

into

route.
{c} Administration of medications by way of a tube
inserted in a . of the body.
(d} Administration of , preparations.
{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
{f) Assisting with . Lor L,
preparations.
{g) Assisting with medications ordered by the
physician or heaith care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific

that prectude i judgment
on the part of the unficensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
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{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.
(5) with the self-administration of
fcation by an unli person as
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.

(a) Any unlicensed person providing assistance
with seif-administration of medication must be

. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, FAC., and
must be available to assist residents with
seif-administered medications in accordance with
procedures described in Section 429.266, F.S.
and this rule.

{b} In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
to take medications as prescribed.

{c} In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.

{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's

A05B2

AHCA Form 3
STATE FORM

20-0007

s

TYSRIT

f continuation sheet 46 of 82




Agency for Health Care

PRINTED. 06/28/2024

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL 11966998

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

05/10/2024

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

3011 NW 52 STREET

ARMERO TORRES ALF, INC

MIAMI, FL

33142

0@y D
PREFIX
TAG

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

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

o]
PREFIX
e

(xe
COMPLETE
DATE

A052

Continued From page 46

heaith care provider and documented in the
resident’s record.
{e) When a resident who receives assistance with
medication is away from the facility and from
facitity staff, the following options are available to
enable the resident to take medication as
prescribed:
1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,
2. The medication container may be given to the
resident, a friend, or family member upon feaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or
4. icati may be ol and
dispensed in an easier to use form, such as unit
dose packaging.
{f} Assistance with self-administration of
medication does not include the activities detailed
in Section 429.266(4), F.S,
{g) As used in Section 429.256{(4)(h), F.S., the
terms "judgment” and "discretion” mean
interpreting vital signs and fuating or
assessing a resident's condition.
{h) All trained staff must adhere to the facility's
controf policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, Staff B (Caregiver) failed to oraily
advise two (#4, #5) out of six sampled residents
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the name and dosage of the medications.
Findings:

Observation on at 6:00 PM Staff B
after popping the follewing medications
{ G, 50 MG,

2 MG, Tart 25 MG,

50 MG, 10 MG) from the
pack into a small plastic receptacle did not
orally advise Resident #4 of the names and
dosage of the medications.

Observation on at 6:06 PM Employee
Staff B after popped the following medications
from the packs ( .\ MES 2 MG,

30 MG, DR 500 MG,

5 MG, . .

1 MG} and handed the two

. 160-4.5 pump to Resident #5 without
orally advising him of the names and dosage.

Interviewed on at 6:25 PM the
Administrator confirmed that Staff B did not name
the medications and dosage.

Areview of Staff B's personnel records showed
six {6) hours of assisting with self-administering
of medication training on

Areview of Residents #4's personnel records
found no medication waiver to opt out of being
orally advised of the names and dosage of the
medications.

A review of Residents #5's personnel records
found no medication waiver to opt out of being
orally advised of the names and dosage of the
medications.
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Continued From page 48
Class Ili

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

(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
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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
health care provider in accordance with this rule
chapter.

{c} All staff must comply with the training
requirements of rule 59A-36.011, F.AC.

{d) An assisted living facility Lo
provide setvices 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 or contractor wifl provide to residents,

{e) For facilities 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

the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

by

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure one (Staff B
Caregiver) out of three sampled employees was
capable of demonstrating and "

. yona
. resident. Staff B failed to
maintain the three hours in activities of daily
fivings and behavioral needs training, no
elopement response trainings (1 hour) , no
residents and recognizing/reporting
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Continued From page 50

Ineglect trainings {1 hour) and no reporting
major incidents and adverse trainings {1 hour).

Findings:

Observation on at 7:.00 AM found
Staff B working alone with three residents.

Interviewed on at 12:20 PM when
asked how many s and how may
breaths would she give to a resident needing

, Staff B stated, "I will immediately tell the
administrator. | would put him on the side ina
comfortable place and then start helping him untif
911 arrives. took . 1do the exercise. |
touch the edge of his where the carotid
, is. | would give the resident five
. and five more later.”
According to the American Association,
“For healthcare providers and those trained:
conventionat using ,

-to- breathing at a ratio of 30:2
-to-breaths.”

and

Areview of Staff B's certification showed a
date of through

Observation on at 10:15 AM found
Staff B providing assistance with Resident #4.

Acreview of Resident #4's heaith assessment with
a completion date of showed the
resident needed assistance with ambulation,
bathing, » eating, self-grooming, toileting,
and transferring.

A review of Staff B's personnel records found a
hire date of and no trainings in the
foliowing: three hours in activities of daily livings
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Continued From page 51

and behavioral needs training, no elopement
response trainings (1 hour) , no residents and
recognizing/reporting /neglect trainings (1
hour) and no reporting major incidents and
adverse trainings (1 hour).

Interviewed on at 1:01 PM the
Administrator acknowledged that Staff B did not
know , and that she could train Staff 8 in
some of the trainings she did not have.

Class Ili

59A-36.010(3) FAC Staffing Standards - Levels

(3) STAFFING STANDARDS.

{a) Minimum 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

16-25 253
26-35 294
36-45 335
46-55 375
56-65 416
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 59A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
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assisted living facility but do not receive personat,
limited 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
facility and resident records in case of an
emergency must be in the facility at all imes
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 facifities with 17 or more residents, there
must be at least one staff member awake at alf
hours of the day and night.
5. A staff member who has completed courses in
First Aid and p .
{ }and holds a currently valid card
documenting completion of such courses must be
in the facility at alf imes.
a. Documentation of attendance at First Aid or
courses pursuant to subsection
59A-36.011(5), F.A.C,, satisfies this requirement.
b. Anurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part i, F.S., is
considered as having met the course
requirements for both First Aid and
8. 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 at least ., .. must be
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
manager.
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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
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facility's staffing schedule.

9. Only on-the-job 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-36.007,
F.AC.

{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
requirements 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 fo residents,
resident care standards described in rule
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Continued From page 54

59A-36.007, F.A.C., are not being met, or that the
facility 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 local fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter
B69A-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 will 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 to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the facility will no
fonger be required to maintain a plan with the
agency.
{e}) 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 living facility or nursing
home minimum staffing ratios.
{f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 59A-36.020,
59A-36.021 or 59A-36.022, F.A.C., respectively.
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This Statute or Rule is not met as evidenced by:
Based on observation record, record review and
interview, the facility failed to maintain adequate
and sufficient staffing to meet the scheduled and
unscheduled needs for five (#1, #2, #3, #4, #5)
out five sampled residents, including Resident #1
who sloped from the facifity on LA
review of the Staffing Pattern for the week of
through reflected only 66
hours for a census of five residents. The facility
needed 168 hours for 0-5 residents. The Staffing

pattern for the week of through
reflected only 77 hours for a census

of four residents.

Findings:

]

Interviewed on at 8:24 AM when

asked about what happened to Resident #1, the
Administrator stated, "After 6:00 PM after
medication pass, | left him in the living room. |
began working around the house. It was between
6:30 PM-7:30 PM 1 noticed him missing. | calfed
my son to have him stay with the patients and |
drove around looking for him. When | couid not
find him, | called the police.”

A review of the Staff pattern dated
showed only the Administrator on scheduled from
8:00 AM-7:00 PM when Resident #1 eloped.

A review of the hospital records dated

2 “On further i igation patient was
at nursing home yesterday after which he
escaped and was found by emergency medical
services ( ydown unclear . . Patient with
at baseline. Acute minimally

AD079

AHCA Form 3020-0001
STATE FORM

o TYSR11

f continuation sheet 56 of 82




Agency for Health Care

PRINTED. 06/28/2024

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL 11966998

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

05/10/2024

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

3011 NW 52 STREET

ARMERO TORRES ALF, INC

MIAMI, FL

33142

0@y D
PREFIX
TAG

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

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

o]
PREFIX
e

(xe
COMPLETE
DATE

AD079

Continued From page 56

of the right interior pubic . Acute
nondisplaced of the right pubic body.
Acute nondisplaced of the left
pubic . Acute nondisplaced
feft . Smal amount of anterior ,

" products in the s

space and space of retzius as well as adjacent to
the . and T1

of the

The Mayo Clinic defines Space of Retzius as an
area in the lowsr portion of the abdomen between
the and pubic bones and bounded

. , bythe, . It contains areolar
tissue, fat, and a plexus of veins.

The Mayo Clinic defines the
area of the body at the end of the
area.

region as the
in the

Areview of Resident #1's health assessment with
a completion dated of showed a
diagnoses of N
, Dysiipidemia,
. . Gait Disturbance. The physical
status showed gait disturbance. The
status showed Alert, awake and oriented times
three. The resident had precautions. The
resident was not listed as an elopement risk. The
resident’s activities of daily living showed
in i ing, and
supervision in eating, toiteting and assistance with
self-grooming and total care with bathing and
. The resident needed assistance with
self-administration of medication.

Areview of the posted staffing pattem for the
month of . showed from

through a total of 77 weekly hours for
a census of four residents.
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Areview of the admissions and discharge log
showed a census of five residents.

2)

Observation on at 7:00 AM found
Staff B {Caregiver) with three residents.

Areview of Resident #2's health assessment with
a completion date of showed a
diagnoses of ,, P .
dependence, . e
| . The physical status showed
. and .The ..,
status showed alert, awake and oriented times
three. The resident had special precautions.
The resident was not an elopement risk. The
activities of daily living showed independent with
eating, transferring, and needed supervision with
toileting and needed assistance with ambulation,
bathing, _, and self-care. The resident
needs assistance with self-administration of
medications. However, observation on
at 7:00 AM found Resident #2 using a
walker.

Acreview of Resident #3's heaith assessment with
a completion date of showed a
diagnoses of |, ,
Type 2, . . .
. JOA L, , .
The physical status showed Gait disturbance.
The status showed awake, alert and
oriented times three. The resident had
precautions. The resident was not an elopement
risk. The resident's activities of daily living
showed independent in ambulation, eating, and
toileting and supervision with transferting,
assistance with bathing and .- The
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Continued From page 58

residents needs self-administration of
medications.

Acreview of Resident #4's heaith assessment with
a completion date showed a
diagnoses of ,, N type
2, . Sa
. gait disturbance, dystipidemia. The
physical status showed gait disturbance. The

" status showed alert, awake and
oriented times three. The special precautions
showed precautions.  The resident ws not
fisted as an elopement risk. The resident's
activities of daily living showed assistance with
ambulation, bathing, _» eating, self-care,
tolleting and transferring. The resident needed
assistance with self-administration of
medications.

Acreview of Resident #5's heaith assessment with
a completion date of showed a
diagnoses of .

, smoker, dependence, ,

.\ s . s The
physical status showed | . .
The status showed alert, awake and
oriented times three. The special precautions
section was left blank. The resident was not
listed as an elopement risk. The activities of daily
fiving showed independent with ambulation,
eating, toileting transferring, but supervision with
bathing, ., and self-grooming.
Interviewed on at 1:01 PM the
Administrator stated, "Oh, Okay. | understand."

Class Il

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other
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(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe fiving environment pursuant to

section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electricat and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 429.27, F.8,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a matiress no

iess 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. 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:
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Based on observation, record review and
interview, the facility failed to maintain a safe and
clean living environment free from hazard for five
{#1, #2, #3, #4, #5) out five sampled residents.

Findings:
%

Observation on at 7:00 AM found
what appeared to be fecal matter on the fioor in
#.. along with toilet paper.

Interviewed on at 7:05 AM Staff B
(Caregiver) stated that Resident #2 defecated
and earlier.

Interviewed on at 1:01 PM the
Administrator stated that Resident #2 popped and
took a bath, and it was cleaned up.

Observation on at 7:45 AM found the
fecal matter was being cleaned up more than 30
minutes later.

2)

Observation on at 7:00 AM found a
gold-colored car in the front yard on a jack with a
missing passenger side front wheel.

Observation on at7:01 AM found in

# both single beds with broken
headboards leaning against the walls.
Photographic evidence obtained,

Observation on at 7:13 AM found
construction material including a ladder feft
feaning against the ceiling, a box of roof shingle
{eft at the side of the house, unpainted rear walls,
unsecured and unlocked cleaning supplies,
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cracked patio tiles, cigarette butts on the side and
front of the house and a rotted wooden exterior
fence. In addition to the debris in the yard and the
yard unkept, the bathroom tiles appeared to have
black spots between some of the tiles.
Photographic evidence obtained,

Interviewed on at 1:01 PM the
Administrator stated that she will keep the door
iock so that they (residents) won't go out in the

Observation on at 9:24 AM found
what appeared to be a termite on the sink cabinet
in the bathroom.

Interviewed on at 8:25 AM when
asked if she had a current pest control record, the
Administrator stated, "No. 1 spray around the
house myself."

Class Il
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