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AG00; Initiat Comments

Astandard survey with a generator monitoring was
conducted on at Tadeos ALF. The
provider had deficiencies at the time of the survey.

A036 59A-36.007(10) CONTROL
S8+D. pROCEDURES

{10) CONTROL PROCEDURES.
Facilities must provide services in a manner that
reduces the risk of ransmission of

{a) The facility must implement a hygiene
program before and after the provision of personat
services to residents whenever there is an
expectation of possible exposure to
materials or . . hygiene may
include the use of -based rubs, ,
handwash, or handwashing with soap and water.
{b) Standard precautions must be used when there
isan .\ exposure to transmissible

agents in s . B

, nonintact skin, and mucuous

during the provision of personal

services. Standard precautions include:
hygiene, and dependent upon the exposure, use of
gloves, gown, mask, protection, or a
shield.
{c) The facitity must clean and reusable
medical equipment and communal assistive
devices that have been designed for use by
multiple residents before and after each use

to the ion:

This Statute or Rule is not met as evidenced by:
Based on observation, record review and interview,
the facility failed to ensure Staff D (Caregiver)
provide services in a manner that reduces the risk

AQ00

A038

AHCA Form 3020-0001

LABOS

ORY DIRECTOR'S OR PRO! LER

TITLE

{X6) DATE

STATI

E FORM

£ WKB411

f continuation sheet 1 of 12



PRINTED: 02/26/2025

FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING: COMPLETED
AL11565502 B.WiNG 02/05/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1525 W 119 CO1
TADEOS ALF URT
MIAML, FL 33184
o SUMMARY STATEMENT OF DEFICIENCIES w PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX. {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ™e CROSS-REFERENCED TO THE APPROPRIATE pare
DEFICIENGY)
A036 | Continued From page 1 AQ038

of transmission of

Findings:

Observation on at 7:.03 AM Staff D
touched the medications with his gloves and

picked one tablet off the floor after it

Observation on at 7:.04 AM Staff D
offered the medications to Resident #5.

Observation on at 7:.07 AM Staff
offered medications to Resident #3 with no change
of gloves and washing and then offered

medications to Resident #5.

Observation on at 7:12 AM Staff D
served Resident #5 breakfast after immediately
offering medications to Resident #3 with no
change of gloves and washing.

Observation on at 7:13 AM Staff D
then served Resident #3 breakfast with no change
of gloves and washing.

Interviewed on at 11:13 AM when
informed that Staff D did not perform
contral, the Owner stated, "Okay."

The faciiity control policy states: "gloves
must be disposed, changed after the contact with
the resident, proper care should be taken notto

contaminate the environment with soiled gloves."

Areview of staff D's personnet records showed
Control training on
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A093 50A-36.012(2) FAC Food Service - Dietary
S8=D | standards

{2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:

hitp:/iwww firules. org/Gateway/reference.asp?No=
Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
Nationat Academies, 2018, which are incorporated
by reference and available for review at:
hitpsi//ods.od.nih.gov/HealthInformation/Dietary_R
eference_Intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.

{b) The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physicai abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
licensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signature of
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the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among three
or more meals per day, including snacks, as
necessary to accommodate resident needs and
preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
waeek in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
o residents. Regular and therapeutic menus as
served, with substitutions noted before or when the
meat is served, must be kept on file in the facility
for 6 months,

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

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style dining,
or family style dining are not required to document
what is eaten unless a health care provider's order
indicates that such monitoring is necessary.
However, the food iterns that enable residents to
comply with the therapeutic diet must be identified
on the menus developed for use in the facility.

2. The facility must document a resident's refusat
to comply with a therapeutic diet and provide
notification to the resident's health care provider of
such refusal.

{f) For facilities serving three or more meals a day,
no more than 14 hours must elapse between the
end of an evening meat containing a protein food
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and the beginning of a moming meal. Intervals
between meals must be evenly distributed
throughout the day with not less than 2 hours nor
mare than 6 hours between the end of one meal
and the beginning of the next. For residents
without access fo kitchen facilities, snacks must
be offered at least once per day. Snacks are not
considered to be meals for the purposes of
.. the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas, A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on
{h) A 3-day supply of nonperishable food, based on
the number of weekly meals the facifity has
with residents to serve, must be on

at all imes. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water sufficient
for drinking and food preparation must also be
stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and interview,
the facility failed to follow the posted menu
approved by a registered dietitian. The facility
failed to keep regutar and therapeutic menus, with
substitutions noted before or when the meal was
served on file in the facility for six (6) months.

Findings:

AHCA Form 3020-0001
STATE FORM w02

WKB411

f continuation sheet 5 of 12



PRINTED: 02/26/2025

FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING: COMPLETED
AL11565502 B.WiNG 02/05/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1525 §W 119 COURT
TADEOS ALF
MIAML, FL 33184
o SUMMARY STATEMENT OF DEFICIENCIES w PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE couPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ™e CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
A083: Continued From page 5 A093

Areview of the posted menu dated
showed juice, hot or cereal, bread and
margarine, and milk.

Interviewed on at 6:31 AM Resident #4
stated that he ate toast, egg and café con leche,

Observation on at 7:00 AM Resident
#2 was served bread, margarine and pepperoni.

Observation on at 7:12 AM Resident
#5 served a sandwich and café con leche.

Observation on at 7:13 AM Resident
#2 service a sandwich and café con leche.

Interviewed on at 10:45 AM the Owner
stated, "t don't keep the six months menu. | tear
thern up. | throw it away.”

Interviewed on at 11:13 AM the Owner
acknowledged that the menu was not followed.

Class il

A 152 59A.36.014(3) FAC Physical Plant - Safe Living A152
88D | Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilities must;

1. Provide a safe living environment pursuant to
section 429.28(1)a}, F.S,;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,
mechanical, electrical and structural systems, and.
appurtenances are maintained in good working
order.

{b) Pursuant to section 429.27, F.S,, residents
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must be given the option of using their own
belongings as space perrmits. When the facility
supplies the furnishings, each resident bedroom or
sleeping area must have at least the foliowing
furnishings:
1. A clean, comfortable bed with a maftress no
less than 36 inches wide and 72 inches long, with
the top surface of the matiress at a comfortable

. 1o ensure easy access by the resident,
2. A closet or wardrobe space for hanging clothes,
3. Adresser, or other furniture designed for
storage of clothing or personal effects,
4. Atable or nightstand, bedside lamp or floor
lamp, and waste basket; and,
5. A comfortable chair, if requested.
{¢) 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 facility must
be free of tears, stains and must not be

This Statute or Rule is not met as evidenced by:
Based on observation, record review and interview,
the facility failed to ensure a safe, clean-living
environment and be maintained free of hazards for
five (#1, #2, #3, #4, #5) out of five sampled
residents.

Findings:

Observation on at 6:32 AM the interior
popeorn ceiling appeared to have several stains in
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the commeon and dining area.

Observation on at 6:34 AM the

board around the bathroom sink in # which
was part of the cabinet appeared to show
separation from the wall.

Observation at 6:42 AM found trash
bags filled with garbage, a few broken tiles on the
pool deck, tiles on the side of the house scattered
in boxes, and metal hurricane shutters leaning
against the house.

Interviewed on at 6:42 AM Staff B
{Caregiver) stated, "they have been cleaning up
things and was waiting for a truck."

Observation on at 6:48 AM the exterior
walls at the rear and side of the house appeared to
show chipped paint.

Interviewed on at 11:13 AM the Owner
acknowledged that the facility needed to be
cleaned up.

Class il

A 162 59A.36.015(3) FAC Records - Resident A162
88=D
{3) RESIDENT RECORDS. Resident records must
be maintained on the premises and include:

{a) Resident demographic data as follows:

1. Name,
2 '
3. Race,

4. Date of birth,

5. Place of birth, if known,

AHCA Form 3020-0001
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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 ive, or indivi i

by the resident for notification in case of an
emergency,; and,

9. Name, address, and tetephone 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 health care
practitioner's medical examination form described
in Rule 59A-36.006, F.A.C.

{c) Any orders for medications, nursing services,
therapeutic diets, ,0r
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 59A-36.012,
F.AC,, if applicable.

() The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

HA _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith 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
writingthat |, not be taken.

{g) For facilities that will have unlicensed staff
assisting the resident with the seff-administration
of medication, a copy of the written informed
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consent described in Rule 59A-36.006, FA.C., if
such consent is not included in the resident's
contract.
{h) For facilities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, coples 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
facility, including any addendums to the contract
as described in Rule 50A-36.018, F.A.C,
(i) For a facifity whose owner, administrator, staff,
or representative thereof, serves as an attorey in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 428.27, F.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.8.
{1) # the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. { 3, CF-ES 1006,

, which is hereby incorporated by reference
and available for review at:
hitp/iwww firules. .asp?No=
Ref-04004. The absence of this form will not be the
basis for administrative action against a facifity if
the facility can demonstrate that it has made a
good faith effort to obtain the required
documentation from the Department of Children
and Famities.
{m) Documentation of the | | of a health
care surrogate, health care proxy, guardian, or the
existence of a power of attorney, where applicable.
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{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,
FAC.

{0) The resident’s ,DH
Form 1896, if applicable.

{p) For independent living residents who receive
meals and oceupy beds included within the
licensed 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
narnes of residents participating in this
arrangement.

{q) Except for resident contracts, which must be
retained for 5 years, ail 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 longer period of
time. Upon request, residents must be provided
with a copy of their records upon departure from
the facility.

{r) Additional resident records requirements for
facilities holding a Himited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 59A-36.020,
59A-36.021 and 50A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
falled to maintain an accurate health assessment
for one (#2) out of five sampled residents. The
facility failed o obtain docurnentation of an

.y of a health care surrogate, health
care proxy, guardian, or the existence of a power
of attorney for Resident #1.

Findings:
AHCA Form 3020-0001
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1

Arecord review of Resident #2's health
assessment with a completion date of
showed in section two that resident needed
i with seif- in ion of i
and was able to self-administer medications,

A record review of Resident #2's heaith
assessment with a completion date of
showed in section one that "no"

communicable was checked, However,
the nursing treatment , , service requirements
showed

{ } medication.

Interviewed on at 11:13 AM the Owner
acknowledged that there was a problem with the
health assessment.

2)

Acreview of Resident #1's contract with a
completion date showed it was signed
by his son.

Areview of Resident #1's records found no power
of attorney on file.

Interviewed on at 11:13 AM when
asked whether or not Resident #1 signed his
contract, the Owner stated it was his son. When
asked if there was a power of attorney, the Owner
stated that the son was supposed fo sign one.

Class il
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59A-35.090 Background Screening.
{3) Resuits of Screening and Notification.
{c) The eligibility results of employee screening
and the signed Attestation referenced in
subsection 53A-35.090(2), F.A.C., must be in the
employee's personnel file, maintained by the
provider.
This Statute or Rule is not met as evidenced by:
Based on observation, record review and interview,
the facility failed to ensure Staff C (Caregiver)
maintain the eligibility results of the employes
screening and the signed attestation.
Findings:
Observation on at 6:46 AM Staff C
{Caregiver) in the kitchen.
Areview of Staff C's personnet records found no
signed attestation on file.
Interviewed on at 11:13 AM the Owner
acknowledged that there was no signed attestation
on file for Staff C.
Unclassified
CZ875 430.5025(4 & ) / : ©z875
Training
{4) Employees of covered providers must complete
the following training for ‘s and
refated forms of :
{a) Upon beginning employment, each employse
must receive basic written information about
AHCA Form 3020-0001
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interacting with persons who have s

or related forms of .
{b) Within 30 days after beginning employment,
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training program
provided by the departrent.
1. The department shall provide training that is
available onfine at no cost. The 1-hour fraining
program shalf contain information on
understanding the basics about the most common

forms of . how to identify the signs and

symptoms of , and skills for

comenunicating and interacting with persons with
s or related forms of

. Arecord of the completion of the
training program must be made avallable fo the
covered provider which identifies the training
curricula, the name of the employee, and the date
of comptetion.

2. A covered provider must maintain a record of the
employee’s completion of the training program
and, upon written request of the employee, provide
the employee with a copy of the record of
completion consistent with the employer's written
policies.

3. An employee who has completed the training
required in this subsection is not required to
repeat the program upen changing employment to
a different covered provider.

{c) Within 7 moriths after beginning employment
for a home health agency, nurse registry, or
companion or homeraker service provider, each
employee who provides personal care must
complete 2 hours of fraining in addition to the
training required in paragraphs (a) and (b). The
additional training must include, but is not limited
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1o, behavior management, promoting the person’ s
independence in activities of daily living, and skilis
in working with families and caregivers.
{d) Within 7 months after beginning employment
for a nursing home, an assisted living facility, an
adult famity-care home, or an adult day care
center, each employee who provides personal care
must complete 3 hours of training in addition fo
the training required in paragraphs (8) and {b). The
additional training must include, but is not limited
to, behavior management, promoting the person's
independence in activities of daily living, skills in
working with families and caregivers, group and
individuat activities, maintaining an appropriate
environment, and ethical issues.
{e) For an assisted living facility, adult family-care
home, or adult day care center that adverlises and
provides, or is designated to provide, specialized
care for persons with k or
refated forms of , in addition to the
training specified in paragraphs (a} and (b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of

~specific training. Such training must
include, but is not limited to, understanding

and related forms of

, the stages of 's s
communication strategies, medical information,
and stress management.
3. Thereafter, each employee who provides
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personat care must participate in af least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic learning .. For this
subparagraph, the term "on-the-job training"
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personal care with
guidance, support, or -on experience to help
develop and refine the employee's skills for caring
for a person with or a related
form of . The continuing education must
cover at least one of the topics included in the

~specific training in which the employee
has not received previous training in the previous
calendar year. The continuing education may be
fulfilled and decumented in a rainimum of one
quarter-hour increments through on-the-job training
of the employee by a facility administrator or his or
her designee or by an electronic leaming

. chosen by the facility administrator.
On-the-job training may not account for more than
2 hours of continuing education each calendar
year.
{f)1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (c), paragraph {(d), or
paragraph {e} that Is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
completed training and continuing education of the
employee, if applicable, must be provided fo the
covered provider upon request.
2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5) before providing, assigning, or referring
an employee 1o a covered provider.
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(7) For a certified nursing assistant as defined in
s. 464.201, training hours completed as required
under this section may count toward the total
hours of training required to maintain certification
as a nursing assistant.

{8) For a health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's ficensing board.

{9) Each person employed, , or referred
o provide services before |, | , must
complete the fraining required in this section
pefore |, | . Proof of completion of
equivalent training completed before |, | s
shall substitute for the training required in
subsection (4). Each person employed,

, or referred to provide services on or
after . may complete training using
approved curriculum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection (6),

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
falled to ensure the Administrator, Staff B and Staff
C (Caregivers) obtained the one-hour

and refated forms of training
within 30 days after beginning employment for
persons who provide personat care or has regular
contact with participants.

Findings:

Areview of the Administrator's personnel records
showed no one hour 's training.
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Avreview of Staff B's personnel records showed no
one hour training,

Areview of Staff C's personnet records showed no
one hour training.

Interviewed on at 11:13 AM the Owner
acknowledged that there was not trainings.

Unclassified
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