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A000, Initial Comments A 000

A biennial re-licensure survey, with limited mental
health component was conducted at Salmo 23V
LLC on . Deficiencies were identified
at the time of the survey.

A 025 428.26(7) FS; 59A-36.007(1) FAC Resident Care A025
$8=D | - Supervision

429.26
{7) The facility shatl notify a licensed physician
when a resident exhibits signs of or

. . or has a change of condition
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 heaith care services and
must assist in making |, for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident’s
representative or designee cannot be located 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 o the needs of residents
accepted for admission to the facifity.

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

{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
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59A-36.012, F.AC.

{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
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 llinesses
that resulted in medical attention, changes in the
method of medication adminisiration, 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
failed to maintain a written record, updated as
needed, of any significant changes for Resident
#14 who was hospitalized. The facility failed to
document Resident #2's health status over the
weekend.

Findings:

i

Inferviewed on at 7:.07 AM when
asked if any residents were in the hospital, Staff

C (caregiver) stated that there were three
residents (#14, 2) in the hospital.
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Areview of Resident #14's progress notes found
no documentationofa  on and
hospitalization.

2)

Interviewed on at 11:45 AM the
daughter of Resident #2 stated that during the
weekend ( - ). [Resident #2]
had inhis

Areview of Resident #2's progress notes showed

no documentation of in the for
Resident #2.
Interviewed on at 12:41 PM the

Administrator stated that Resident #14 had a
around 1:30 AM in the morning and confirmed
that she received a text from the supservisor. The
Administrator stated further that the administrator
writes the progress notes.

Class il

A 027 59A-36.007(3) FAC Resident Care - Arrangement A027
88=D for Health Care

{3) ARRANGEMENT FOR HEALTH CARE. In
order to facilitate resident access to health care
as needed, the facility must:

(a) Assist residents in making |

remind residents about scheduled | |

for medical, dental, nursing, or mental health
services.

{b) Provide transportation to needed medical,
dental, nursing or mental health services, or
arrange for transportation through family and
friends, volunteers, taxi cabs, public buses, and

and
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agencies providing transportation.

{¢) The facility may not require residents to
receive sarvices from a | health care
provider.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to provide any
assistance including making arrangements for
medical and dental | | for Resident #2.

Findings:

Interviewed on at 11:45 AM, the
daughter of Resident #2 stated she had concerns
with the facility communicating when her father
{Resident #2) sees the doctor, including providing
her with updates as promised. The daughter
stated further that her father had been
complaining about his and the facility stated
that they would arrange for him to see a dentist.
The daughter continued, "t have been asking for
a while and had not received any updates on it."
The daughter stated further that during the
weekend ( - ) [Resident #2]
had in his . and she did not know if he
had received any treatment. The daughter
concluded that if he was seen by a doctor, she
wanted to know what the outcome was.

A review of Resident #2's progress notes showed
no documentation that Resident #2 had a
scheduled |, or arrangements with a
dentist and a primary care physician,

Interviewed on at 12:41 PM the
Admini was unable to ine whether if
any arrangements were made for Resident #2.
The Administrator referred to the chain of
command of how incidents were reported by the
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Resident Care - Rights & Facility Procedures

59A-36.007

{5) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.006, F.A.C.

{b} In accordance with Section 429.28, F.S,, the
facility must have a written grievance procedure
for receiving and respending to resident
complaints and a written procedure to allow
residents to recommend changes to facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; . Rights Florida,
1(800)342-0823, the Agency Consumer Hotline
1{888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1{800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font,
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supervisors on duty o the Administrator and
when she comes in it would be documented.
Class #l
A 030, 59A-36.007(5) FAC; 420.28( ) FS420.27 A030
88=D
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{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:
1. Resident responsibilities;
2. and tobacco use;
3. Medication storage;
4. Resident elopement;
5. Reporting resident , neglect, and
6. inistrative and
and requirements;

control, sanitation, and standard
precautions;
8. The requirements for coordinating the delivery
of services to residents by third party providers;
8. Assistive devices; and
10. Physical .
{e) Residents may not be required to perform any
work in the facifity without compensation.
Residents may be required to clean their own
sieeping areas or apartments if the facility rules
or the facility contract includes such a
requiremnent. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.
{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident's right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.
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429.28 Resident bilf of rights.~
{1} No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:
{a) Live in a safe and decent living environment,
free from and neglect.
{b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.
{¢) Retain and use his or her own clothes and
other personal property in his or her immediate
living quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
recelving and sending unopened
correspondence, access o a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 8 a.m. and 9 pm.
at a mintmum. Upon request, the facility shalf
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,

L and i ton within the ity.
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility fo provide safekeeping for funds as
provided in 5. 429.27.
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{g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for reguiar exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civil and religious liberties, including
the right to independent personat decisions. No
religious beliefs or practices, nor any attendance
at refigious services, shall be imposed upon any
resident.
{i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medicafions, assistance in making | |
for health care services, the provision of or
arrangement of transportation to health care

- . and the performance of health
care services in accordance with s. 429.255
which are consistent with established and

i within the i

{k) At least 45 days' notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive fo other residents. In the
case of a resident who has been adjudicated
mentally . , the guardian shali be
given af least 45 days' notice of a nonemergency
refocation or residency termination, Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
[o] 1 Program for ass with
relocation and must include the statewide toll-free

AHCA Form 3020-0001

STATE FORM

c45L11

i coninuastion sheet 8 of 18




Agency for Healih Care Administration

PRINTED: 05/09/2025
FORM APPROVED

telephone number of the program, In order for a
facility to i the resh of an indivi
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

{1) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and o associate with advocacy or
special interest groups.

{2) The administrator of a facility shall ensure that
a written notice of the rignts, , and
prohibitions set forth in this partis pested ina
prominent place in each facility and read or
explained fo residents who cannot read. The
notice must include the statewide toil-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the jocal ombudsman
council, the Etder Hotline operated by the
Department of Children and Families, and, if
applicable, , Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
long-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access (o a telephone to
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call the State Long-Term Care Ombudsman
Program or local ombudsman councl, the Elder

Hotline operated by the Department of
Children and Families, and , Rights
Florida.

429.27 Property and personat affairs of
residents.-
{1)(a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

s or s under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
such persons any authority or responsibility for
the personai affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on obsetvation and interview, the facility
failed to honor resident rights for one out of six
sampled residents (Resident #18, 10, 19).

Findings included:

Observation on
tour of the facility.
- #  where two residents occupied, and a

was hanging at the of the bed
belonging fo Resident #18.

at 7:50 AM during the
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- # a was found on the dresser

belonging to Resident #10 where three residents
occupied and share the same bedroom.

- # was found on the dresser
belonging to Resident #19 where two residents
occupied and share the same bedroom

The rooms had no privacy curtain to provide
privacy when Resident #18, 10, and 19 used the

al their bedside.
On at 7:52 am Resident #18, 10, and 19
stated they used the at night when he

can't get fo the bathroom in time and there were
no privacy curtains in the rooms.

On at 12:55 PM the Administrator
confirmed the rooms had no privacy curtains
when residents used the at their bedside.

Class #ll

A 032 59A-36.007(7) FAC Resident Care - Elopement A032
$8=D| Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of efopement must be identified
so staff can be alerted fo 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 facility. If the resident
has had a health assessment perforrmed 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
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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
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 (¢),
F.A.C., must be generally aware of the location of
all 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 all
facifity staff and faw enforcement as necessary .
The facility's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent to
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. At a
minimum, the policies and procedures must
provide for:

1. An immediate search of the facility and
premises,

2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities,

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph {8)(b)1.; and,
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4. The continued care of alt 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.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to follow its policies and procedures
regarding elopement for one out of 19 sampled
residents (Resident #1). The facility failed to
ensure that residents identified as an elopement
risk had an individualized plan of care

Findings included:

Areview of Resident 1's demographic showed he
was admitted on

A review of Resident #1's updated health

assessment completed showed medical
diagnoses and a history of
. . and high

Resldent#1 was independent
with ambulanon bathing, eating, toileting, and
transferring and need assistance with
and grooming. The health assessment mdu:ated
that Resident #1 was an elopement risk,

Areview of the facility's elopsment policies and
procedures showed, "Resident who are identified
at risk to and are at high risk to

must have an individualized plan of care”

Observation on at 8:10 AM showed that
Resident #1 had no identification of his name and
the facility's name, address, and telephone
number.
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On 0421/25 at 11:01 am the Administrator stated,
“The resident was not feeling very well. The
supervisor informed me of what happened.
called the doctor, and the doctor who told me to
send him to the hospital, | made all the necessary
arrangements fo have him picked up by the
ambulance. The ambulance came and a few
minutes fater the ambutance called and let us
know Resident #1 escaped from the ambutance.
They said they were at a red light, and the
resident got up and opened the door and left.
They stated they cannot hold anybody if they walk
away. So, we called the police, and they came.
The administrator called the daughter and when
she came to the facility the police were already
there. They police told them {the ambulance
people) they could not leave the facility because
the resident did not escape from facility. The
police went around the and found him. The
potice report was given to the ambulance
because he was not at the facility when he
escaped. When the police found him, his
daughter was aiready in the facility we he was
returned to the facility, he was saying he was fine,
and nothing was wrong. Apparently, he wanted fo
get out of the facility. The doctor came to the
facility fo evaluate him. Plan put in place, was we
increased more staff, and more supervision for
the residents. Now we have both front doors
locked, when the resident is transported, they we
make sure to let ambulance know the resident is
limited mental health and to be careful
transporting them fo any place. He has a bracelet
with all the facility information, a green bracelet.
For him itis very difficult to keep in on. He keeps
taking it off."

On at 12:58 PM, the Administrator
confirmed the plan of care was not completed
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after Residents #1 had eloped.

Class il

A 036 59A-36.007(10) CONTROL A038
$8=D | PROCEDURES

(10} CONTROL PROCEDURES.
Facilities must provide services in a manner that
reduces the risk of transmission 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 is an s exposure to fransmissible
agents in . . .
, 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 facility must clean. and reusable
medical equipment and communal assistive
devices that have been designed for use by
multiple residents before and after each use
according to the manufacturer's
recommendations.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to reduce the risk of
the fransmission of for two out
of 19 (#3, 4) sampled residents. Staff C failed fo
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sanitize and change gioves between

medication assistance.
Findings included:

On Staff C was observed at 7:12 am
urdocked medication cart using the same gloves
o assist with . medications for Resident
#3. At 7:20 am Staff C used the same gloves for
Resident #4 to assist with .
medications. The same gloves were not changed
or thrown away after Resident #4 received
medications assistance.

Review of employee files revealed that Staff C
had the confrot and personal protective
equipment {(PPE) fraining on .
Areview of the policies and procedures for
control reveated stated that all
employees having direct contact with residents
and or material that can directly affect the fife or
safety of residents will observe universal
precautions to minimize or prevent exposures of
health care workers and residents fo bloodborne

On at 12:56 PM the Administrator
acknowledged that Staff C had not changed her
gloves between residents assistance with
medications.

Class Hll

A 152, 50A-36.014(3) FAC Physical Plant - Safe Living A152
$5=0' Environ/Other

{3) OTHER REQUIREMENTS.
{a) All facilities must:
1. Provide a safe living environment pursuant to
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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

waorking order.

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

must be given the option of using their own

belongings as space permits. When the facility

suppfies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a matiress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. o ensure easy access by the resident,

2. A closet 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 lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms o 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

personat 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 and interview, the facility
failed to provide a safe living environment
maintained free of hazardous in areas that were
accessible to the residents.
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STATEMENT OF DEFICIENCIES {X$) PROVIDER/SUPPLIERICUIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

AL11810961

(X2} MULTIPLE CONSTRUGTION
A BUILDING:

BLWING

{X3) DATE SURVEY
COMPLETED

04/21/2025

NAME OF PROVIDER OR SUPPLIER

SALMOS 23V LiC

STREET ADDRESS, CITY, STATE, ZIP CODE
240 EAST 5TH STREET

HIALEAH, FL. 33010

[
PREFIX
TG

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

D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

A182
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Findings included:

On at 8:07 AM, observed a large of
wood beam lying on the fioor in neara
resident's bed,

On at 8:15 AM, observed the laundry
room was found unlocked with a shampoo botlle
on top of sink, four large containers with liquid
cleaning detergents, a container marked crackers
opened filled with powered detergent. A room
connected inside of the laundry room with a boftle
of bleach on the bottom shelf. The laundry room
door was accessible to residents who sat outside
in the patio area in front of the laundry. Staff were
observed with the key to the laundry room door
and when staff tried to lock the door with the key
it would not lock.

On at 1:56 PM, the Adminisfrator stated
that the fock to the laundry room has been fixed
and that the wood beam would be removed from
the resident's room.

Class il

A182
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