Agency for Healih Care Administration

PRINTED: 04/29/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES {X$) PROVIDER/SUPPLIERICUIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

AL118667370

BLWING

A, BUILDING:

{X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY

COMPLETED

04/11/2025

NAME OF PROVIDER OR SUPPLIER

1
LIVING WELL ALF #2 21280 OLD

CUTLER BAY, Fi. 33189

STREET ADDRESS, CITY, STATE, ZIP CODE
CUTLER ROAD

x4y
PREFIX
THG

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

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (x5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

A 00O

AQ10
$8=D

Initiat Coraments

A standard survey was conducted from

through at Living Well #2
Asgsisted Living Factility, The provider had
deficiencies at the time of the survey.

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

429.26 Appropriateness of placements;
examinations of residents.-
{1) The owner or administrator of a facility is
responsible for determining the appropriateness
of admission of an individual to the facility and for
ining the continued appropri; of
residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
in taw or rule refated to admission criteria or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of
appropri for ission and
residency of an individual in a facility:
{a) A facility may admit or retain a resident who
receives a health care service or freatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.
{b) A facility may admit or retain a resident who
requires the use of assistive devices.
{c) A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
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who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delinsates how
the facility and the hospice will mest the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.

{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (¢}, a
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, the
term "bedridden” means that a resident is
confined to & bed because of the inability to:

a. Move, turn, or reposition without total physical
assistance;

b, Transfer to a chair or wheelchair without fotal
physical assistance; or

c. Sit safely in a chair or wheelchair without
personal assistance or a physical .

2. A resident may continue fo reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3.  a facility is ficensed fe provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days.

{2) A resident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident's representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Depariment of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.
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{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

B59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any ficensed
facility must be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a -to-
medical ination by a heatth care p
at teast every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The resuits of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
is i by in @)b)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant to
Section 429.26(1)(c}, F.8.
{b) Aresident requiring care of a
may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's
record; and,
3. if the resident's condition fails to improve within
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30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.
{c)A . #l resident who no longer meets
the criteria for continued residency may continue
to reside in the facifity if the following conditions
are met:
1. The resident qualifies for, is admitted to, and
consents 1o receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;
2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
o continued residency;
3. Alicensed hospice, in consultation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,
4. Docurnentation of the requirements of this
paragraph is maintained in the resident's file.
{d) The facility administrator is responsible for

ing the propri of
placement of a resident in the facility at ali times.
{e) A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license.
{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ficense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or training.
{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-38.021, FAC.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the appropriateness of continued
residency for one of six sampled residents
{Resident #2.)

Findings:

Areview of Resident #2's health assessment with
a completion date showed the
resident needed assistance and total care for
ambulation, bathing, . eating, foileting,
transferring, and self-care, Section C on the
health assessment showed bedridden .

Interviewed on at 10:36 AM the
Qwner stated that there was a problem with the
health assessment.

Class #ll

A031 50A-36.007(6) FAC Resident Care - Third Party AQ31
$8=0 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, .. and
paying for services provided by a third party of the
resident's choice, including a ficensed 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 policy relating to the delivery of
servioes in the facility by third parties. The
facility's policies must require the third party to
coordinate with the facility regarding the
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resident's condition and the services being
provided.

{b) When residents require or arrangs 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, rust 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
that:

1. Care coordination includes documented
communications about the resident's condition
and response fo treatment or services ordered by
the physician which may impact the resident's
appropr for continued resi 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
oceur 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.
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and 3.

{d) I residents accept assistance from the facitity
in arranging and coordinating third party services,
the facility’s assistance does not represent a
guaraniee 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:
Based on observation, record review and
interview, the facility failed to maintain the
recertification care plan for administration
for Resident #5 who received services from a
third-party provider. The facitity failed to maintain

an updated daily ! log with daily
documentation.

Findings:

Observation at 6:00 AM found

Resident #5 in bed.

Interviewed on
residents received
stated, "Resident #5.

at when asked if any
, Staff B (Caregiver}

A review of Resident #5's records found no care
plan for administration for the resident.
Areview of Resident #5's daily !

log showed up to . However, the

current date was

Interviewed on at 10:36 AM the

Owner wanted to know if he had to have the plan,
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A033 B9A-36.007(8) PHYSICAL A033
88=D
{8) PHYSICAL . Residents for

whom a physician has prescribed a physical
must have a written care plan for the use

of the physical . The care plan must be

developed within 14 days of the device being

prescribed, and prior o use on the resident.

(a) The care plan must specify:

1. The device prescribed for use;

2. The maximum amount of time the resident is

10 have the applied each day; and,

3. In what manner and frequency staff will

monitor, observe, and report to the physician any

injuries, increase in agitation, signs and

symptoms of | , or decline in mobility or

function related to the use of the prescribed

{b) Facility staff must ensure that the device is
applied appropriately and safely.

{c) The resident’s physician must review the
appropriateness of the continued use of the
physical annually, and documentation of
this review must be maintained in the resident's
record. If the resident's ability to independently
remove or avoid the device fluctuates, the device
must be considered a physical and all
requirements of this subsection apply.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review the facility failed to have an updated Plan
of Care for the use of physical for one
out of six sampled residents {Resident #1).

Findings included:
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Observation on at 6:04 am showed
Resident #1 was in bed with full bed rails lying
down.

Review of the resident record showed Resident
#1 Plan of Care for physical dated

, for the use of full bed rails with a
maximum amount of time the resident is to have
the applied each day for 24 hours a day.

During the preliminary exit on at
10:50 am the Owner stated Ok and
acknowledged the outdated Plan of Care for
physical

Class il

A 054 59A-36.008(5) FAC Medication - Records A054
88=E
{8) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication listing with the it
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident’s name, the date dispensed, the name
and sirength of the drug, and the directions for
use.
{b) The facility must maintain & daily medication
observation record for each resident who
receives assistance with self-administration of

i i or i ion ini ion. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known

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

ication as ibed, or ication errors.
{c) For medications that serve as chemical

, the facility must, pursuant to Section

429.41, F.S., maintain a record of the prescribing
physician's annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain a daily medication observation
record (MOR) with the prescribed times each
medication iwas to be given for (#1, #2, #3, #4,
#5, #8) six out of six sampled residents.

Findings:

A review of the MOR for showed only "AM" and
PM" and no times the medication is given for
Residents #1, #2, #3, #4, #5, #6). Photographic
evidence obtained.

Interviewed on at 9:12 AM when
asked why the prescribed times where not on the
MOR for everyone,

the Owner stated, "Sometimes they come early in
the morning and sometimes they come at 8:00
PM.

Interviewed on at 10:36 AM the
Owner stated, "It has to be hours.”

Class #Hl

A054
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{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 menths 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 health care
provider certifying that there is a shortage of
testing materials satisfies the annual
axamination 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. i any staff member has, or is suspected of
having, & cc 1! , such individual
must be immediately removed from duties untit a
written statement is submitted from a heatth care
provider indicating that the individual does not

itute a risk of itting a icable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
education, training, preparation, and experience.
Staff providing services requiring ficensing or
certification must be apprepriately licensed or
certified. All staff must exercise their
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responsibilities, consistent with their
qualifications, fo 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, FAC.

{d) An assisted living facility o
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will 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.8.

by

This Statute or Rute is not met as evidenced by:
Based on observation, record review and
interview, the faciiity failed to ensure Staff B and
{Caregivers) was able to describe how

. . or
thrusts might assist a resident, or what a
was, consistent with
their level of education, training, preparation, and
experience. Staff B & C were also unable to
identify the residents in the facility with a

Findings:
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Observation on at 6:00 AM Staff B
and C were alone with six residents (#1, #2, #3,
#4, 45, 46).

Interviewed on at 9:25 AM when
asked what a was, Staff
B stated, "No. | don't know what it means.”
When asked what was, Staff B stated that
she would contact 911, Staff B stated, "What
does it mean?" Staff B stated that she would do
everything possible. When asked what she would
do if a person was choking, Staff B stated that
she did not know how, but she won't let them die.

Areview of Staff B's personnei records showed

training on and training
on and a hire date of
Interviewed on at 9:55 AM when

asked to identify the residents in the facility with a

, Staff C did not know. Staff C stated, "the
hospice residents." When asked when she would
stop doing , Staff C did not know. When
asked where she learned , Staff C stated
that she took the class onfine. When asked what
she would do if a resident was choking, Staff C
stated that she never had one choking. Staff C
stated that she would have them raise their arms
and hit them in the

Areview of Staff BC's personnel records showed
training on and training
on and a hire date of

Interviewed on at 10:36 PM the
Owner stated, "The specific was not onfine.
The Fire department did it.” Regarding Staff B &
C not knowing and unable to identify the
residents, the Owner stated, "Every day | tell
them about . The Owner stated further that
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Assis Self-Admin Meds & Med Mgmt

B59A-36.011
{6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who w‘li be provldmg assistance wuih the
as in
rule 59A-36.008, F., A C., must meet the training
requirements pursuant to section 429.52(6), F.S.,
prior to assuming this responsibility. Courses
provided in fulfiiment of this requirement must
meet the following criteria:
(a) Training must cover state law and rule
requirements with respect to the supervision,

i ini ion, and of
medications in assisted living facilities;
procedures and technigues for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
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all the hospice residents had a
According to the American Assoclation,
“"For healthcare providers and those frained:
conventional using and
-0~ breathing at a ratio of 30:2
R -to-breaths.”
According to Florida Health, ”
is a form or patient identification device
devetoped by the Department of Health to identify
people who do not wish to be inthe
event of Lor
Class #l
A 084 50A-36.011(8) FAC 420.52(6), FS Training - A0B4
88=D
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resident; common medications: the importance of
taking icati asp ibed; r ition of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include { of proper i

including techniques for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

{b) The training must be provided by a registered
nurse ot licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to:

1. Read and understand a prescription fabel;

2. Provide assistance with self-administration in
accordance with section 428.256, F.S., and rule
59A-36.008, F.A.C., including:
a. Assist with oral dosage forms,
forms, and | , s
dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

c. Recognize the need to obtain clarification of an
“as needed” prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident’s heaith care provider or facility
emptoyer of inability to assist in the administration
of such orders;

e. Complete a medication observation record;

f. Retrieve and store medication;

g. Recognize the general signs of adverse
reactions to medications and report such
reactions;

s dosage
and
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h. Assist residents with syringes that are
prefitied with the proper dosage by a pharmacist
and R that are prefilled by the

fact by taking the ication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for seif-injection;
i. Assist with :
j.Usea to perform
testing;
k. Assist residents with
and continuous positive airway pressure (CPAP}
devices, excluding the titration of the
ievels;
{. Apply and remove stockings and
hosiery;
m. Placement and removat of . bags,
excluding the removal ofthe or
manipulation of the site; and,
n. Measurement of . . rate,
temperature, and | , rate.
{c) Unlicensed persons, as defined in section
429.256(1)(b). F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 8 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing
assistance with self-administered medications
and safe medication practices in an assisted
living facility. The 2 hours of continuing education
training may be provided online.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have

4 hours of

with self-administration of medication training
must complete an additional 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (8)(b)2.h.-n. of this section,

A084
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before assisting with the seif-administration of
medication procedures listed in
sub-subparagraphs (6)(b)2.h.-n.

429.52

{6) Staff assisting with the seif-administration of
medications under s. 429.256 must complete a
minimum of 6 additional hours of training
provided by a registered nurse or a ficensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure Staff B {(Caregiver) obtained the
two hours of continuing education training
annually with assistance with self-administration
of medication training.

Findings:

Areview of Staff B's personnel records showed
the staff had a hire date of . There
was no documentation of two-hours of continuing
education fraining annually on assistance with
self-administration of medication training.

Interviewed on at 10:36 AM the
Owner acknowledged that Staff B had yet fo take
the continuing education training.

Class il
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{2) DIETARY STANDARDS.
{a) The meals provided by the assisted living
facifity 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:/fwww 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:
https: .od.nih. + Dietary_
Reference_intakes.aspx. Therapeutic dists must
meet these nutritional standards to the extent
possible.
{b) The residents’ nutriional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses 1o 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

tionist, or a regi: dietetic ici
supervised by a licensed or registered diefitian, 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
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11967370 B.WING 04/11/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
21280 OLD CUTLER ROAD
LIVING WELL ALF #2
CUTLER BAY, F1. 33189
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D 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) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A093! Continued From page 17 A093

AHCA Form 3020-0001

STATE FORM

UTETT

1 contingation sheet 18 of 28




Agency for Healih Care Administration

PRINTED: 04/29/2025
FORM APPROVED

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 iterns may be substituted with items of
comparable nutritional vaiue based on the
seasonat availability of fresh produce or the
preferences of the residents.

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

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

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

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

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a moming meal.
Intervals between meals must be evenly
distributed throughout the day with not fess than 2
hours nor more than 6 hours between the end of

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11967370 B.WING 04/11/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
21280 OLD CUTLER ROAD
LIVING WELL ALF #2
CUTLER BAY, F1. 33189
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D 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) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A093! Continued From page 18 A093

AHCA Form 3020-0001

STATE FORM

UTETT

1 contingation sheat 19 of 28




Agency for Healih Care Administration

PRINTED: 04/29/2025
FORM APPROVED

one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of _ the time between meais.
{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 facility has
with residents to serve, must be on

at all times. The guantity 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
aiso 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 a prescribed
therapeutic diet of puree from the health care
provider for one (Resident #1) out of six sampled
residents.

Findings:

Observation on at 8:39 AM Staff B
{Caregiver) fed Resident #1 a boiled egg, bread
and butter and café con leche. Photographic
evidence obtained.
Observation on at 8:44 AM Resident
#1 coughed several times.
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Areview of Resident #1's health assessment with
a completion date of showed resident was
prescribed a pureed diet.

Interviewed on at 10:36 PM
regarding the meat and the order, the Owner
stated, "1 know. That was Resident #1. | am sure
her daughter doesn't want her to follow the
orders. | am not sure If  have the paper, The
daughter comes every day and give her complete
food (regular food).”

Interviewed on at 1:51 PM the
daughter stated that she told them to give her
mother regular food.

When asked what if a doctor prescribed a pureed
diet, the daughter stated, “If she needs it, | don't
want anything bad to happen to her. If she suffers
from swallowing or something, | know | don't want
regular food. But when she is better, she can eat
regutar food.”

The Mayo Clinic defines , | as: "a medical
term for swallowing. , , ., canbea painful
condition. In some cases, swallowing is
impossible. Occasional difficulty swallowing, such
as when you eat toc fast or don't chew food well
enough, usually isn't cause for concern. But
ongoing , , _ can be serious medical
condition.”

Rutgers institute of New Jersey states: "A
pureed diet is a regular food that is blended.
Mashed or whipped to be smooth and free of
lumps, just like pudding. Foods with nuts or
seeds, and uncooked fruits and vegetables are
not allowed on this diet.”

A093

Class 1
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59A-36.015 Records.

The facility must maintain required records ina
manner that makes such records readily available
at the licensee's physical address for review by a
legally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

{a) The facility’s license displayed ina
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
listing the names of alf residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | s and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident Is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to Rule 59A-36.018,
F.AC. If the resident dies while in the care of the
facility, the log must indicate the date of

{c) A log listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
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with documentation of review and approval by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 59A-36.013, F.AC.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 50A-36.013, F.AC,

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rute 59A-36.006, F.A.C.
{h) If the facility advertises that it provides special
care for persons with ‘s or
related . & copy of ail such facility
advertisements as required by Section 428.177,
F.S.

() A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.A.C.

(i) Al food service records required in Rule
89A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports, Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate.

{k) All fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant
to Section 429.435, F.S., and rule Chapter
B9A-40, F.A.C., issued within the last 2 years.

{1) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 64E-12, FAC,,
issued within the last 2 years.

{m) Pursuant to Section 428.35, F.S., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
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and moratoriums issued by the agency within the
fast 5 years.

{n} The facility’s resident elopement response
policies and procedures.

{0} The facility's documented resident elopement
response drilfs.

{p) The facility’s policies and procedures pursuant
o subsection 59A-36.007(10), F.AC.;

{q) The facility's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facility's policy on physical H

{t) The facility's policy on assistive devices;

{u) The facility's policy on third-party providers;
{v) The facitity'’s policy on visitation pursuant fo
Section 408.823(2)(a), F.5.;

{w) For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, F.AC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an updated admissions and
discharge log with the identification of the facility
or home address to which Resident #7 was
discharged.

Findings:
Areview of the admissions and discharge log
showed Resident #7 was discharged on

. However, there was no address to

where Resident #7 was discharged to.

Inferviewed on at 10:36 AM the
Owner stated, "You have to put the place.
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(3) PLAN IMPLEMENTATION.

{a) All staff must be trained in their duties and are

responsible for implementing the emergency

management plan. New staff must be trained on

the plan within 30 days of employment.

{b} }f telephone service is not available during an

emergency, the facility must request assistance

from local law enforcement or emergency
personnel in maintaini

communication

This Statute or Rule is not met as evidenced by
Based on observation and interview, the facitity
falled to ensure that the staff was able to
implement the emergency power plan. The staff
on duty was unable to start the alternate power
source (a portable generator).

Findings included:

Observation on at 8:12 am showed
Staff B (Caregiver) had pressed the power bution
and pulled the string fo start the generator and
was unable to get the generator to start.

Observation on at 8:15 am showed
Staff C (Caregiver) had putled the siring fo start
the generator several times and were unable to
get the generator to start.

Interviewed on at 8:17 am the Owner
stated, "They're women, it's harder for them to
get the generator started.”
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Licensing

59A-36.022 Limited Nursing Services.
Any facility intending to provide limited nursing
services must obtain a license from the agency,

429.07(3)(c)3
A person who receives limited nursing services
under this part must meet the admission criteria
established by the agency for assisted living
facilities. When a resident no longer meets the
admission criteria for a facility licensed under this
part, arrangements for relocating the person shall
be made in accordance with s. 429.28(1)(k),
unless the facility is licensed to provide extended
congregate care services.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to obtain a limited nursing services license
to provide limited nursing services of

check and administration,
including medication administration for three (#1,
#2, #3,) hospice residents,

Findings:

A review of the medication observation records
showed the initial "J" for Residents #1, #2, #3, #4,
#5, #6. Photographic evidence obtained.

Avreview of Residents #1, #2, and #3 showed
these residents needed medication
administration.

A review of the daily .
Resident #5 showed the nurse initials
Photographic evidence obtained.

log for
e
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Interviewed on at 6:34 AM when
asked who gave the medications this mormning,
Staff B (Caregiver) stated, ["J"].

Interviewed on at 9:25 AM Staff B
{Caregiver) stated that she does not give
medications.

Interviewed on at 9:55 AM Staff C
{Caregiver) stated that she does not give
medications.

Interviewed on at 9:08 AM when
asked who "J" in the MOR was, the Owner stated
that it was the nurse from the [Home Health
Agency} that comes out and gives the
medications.

Interviewed on at 9:12 AM when
asked why the prescribed times where not on the
MOR for everyone, the Owner stated,
"Sometimes they (nurse) come early in the
moming and sometimes they come at 8:00 PM to
give the medications.

Interviewed on at 9:26 AM when
asked for the name of the registered nurse
assigned to [the facility], the Administrator of the
Home Health Agency stated that it was the
{Owner} that goes out to the {facility} to give
medications.

Areview of the Home Health Agency roster on
packground screening Clearinghouse showed the
QOwner listed on their roster.

Avreview of the facility's roster on background
screening Clearinghouse showed the Owner
listed.
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Interviewed on at 10:54 AM when
asked if he was a registered nurse, the Owner
stated, "l am a registered nurse. | give medication
administration.” When asked if he gives
medications to everyone, the Owner stated,
"Yes." The Owner stated further that the hospice
provider used to do the medications but not after
Covid. When asked if he checks and gives

to Resident #5, the Owner stated, "Yes."
When asked if the facility was licensed for fimited
nursing services (LNS), the Owner stated, "We
don't have LNS here.”
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