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Initiat Coraments

A re-licensure with generator monitoring was
conducted at Xiomara Home on .
Deficiencies were identified at time of the survey.

59A-36.007(2) FAC Resident Care - Social &
Lelsure Activities

{2) SOCIAL AND LEISURE ACTIVITIES.
i shall be to partic
social, recreational, educational and other
activities within the facility and the community.
{a) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident’s needs, abilities, and interests.
{b) The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facility must demonstrate residents’ participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate o the size of the
facility.
{c) Scheduled activities must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the
television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose 1o attend day
programs conducted at adult day care centers,
senior centers, mental health centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in common areas where residents
normally congregate.
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(d) If residents assist in planning a special activity
such as an outing, seasonal festivity, or an
excursion, up to 3 hours may be counted toward
the required activity time.
This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed fo offer and provide
social, recreational or educational, and cther
activities to the six out of six {Residents #1, 2, 3,
4, 5, and 8) sampled residents.
Findings included:
On at 8:30 AM observed activity
calendar posted stated from 10 AM to 12 PM
checkers.
On from 10:00 AM untit 12:00 PM
observed Residents #1, 2, and 3 in bed staring at
the ceiling and walls. Residents #4 and 6
observed sitting on the porch doing nothing. and
Resident #5 was observed on the couch in the
fiving room. There were no activities offered and
provided to the residents.
On at 12:55 PM the Administrator
stated, "We usually do the activities in the
afternoon around 2 PM, | thought it was on the
schedule.
Class #l
A 031 50A-36.007(8) FAC Resident Care - Third Party A031
$8=D! Services
{6) THIRD PARTY SERVICES.
{a) Nothing in this rule chapter is infended to
prohibit a resident or the resident's representative
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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
services in the facility by third parties. The
facility's policies must require the third party to
coordinate with the facility regarding the
resident's condition and the services being
provided.

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

resident's needs.

{c) The administrator or designee must ensure
that:

1. Care coordination includes documented
communications about the resident's condition
and response to treatment or services ordered by
the physician which may impact the resident's
appropri 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. #f physician ordered treatments or services
occur less often than once a month,
communications must be conducted according to
the ordered treatment or service schedule and
whenever there is a significant change in the
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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 53A-36.007(6)(c)2.
and 3.

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

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to have documentation care plan of
third-party service that provided hospice services
for one out of six sampled residents (Resident
#1).

Findings included:

Review of Resident #1's health assessment
dated documented that Resident #1 was
bedbound and under hospice care. Resident #1
record had no documentation of a care plan,
received from hospice services in her file.

On at 12:27 PM the Administrator
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{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 1 iptit
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 strength of the drug, and the directions for
use.
{b) The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of
1ons or medication adminisirat

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

. the resident may have;
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 i or ication errors.
{c) For medications that serve as chemical

. the facility must, pursuant to Section

428.41, F.S., maintain a record of the prescribing
physician's annual evaluation of the use of the
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stated, "The hospice nurse did the care plan, but {
did not get a chance to make a copy to and place
it in the resident's file."
Class HHl
A 054 59A-36.008(5) FAC Medication - Records A054
88=D
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“)

[ ). Pursuant to section
381.0035, F.S,, all facility employees, with the
exception of employees subject to the
requirements of section 456.033, F.S., must
complete a one-time education course on
and , including the topics prescribed in the
section 381.0035, F.S, New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be
mairtained in accordance with subsection {12), of
this rule.

This Statute or Rute is not met as evidenced by:
Based on interview and record review the facility

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER A BUILDING: COMPLETED
AL11965173 B WING 02/27/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
4321 SW 1 STREET
XIOMARA HOME
MIAMY, FL 33134
o SUMIMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A054 Continued From page 5 A054
medication.
This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to have the time when medication was
given for one out of six (Resident #3) sampled
residents.
Finding included:
Record review of the medication sheet for
Resident #3 listed . 650 mg and
1% had no time listed for
assistance.
On at 12:57 PM the Administrator
acknowledged the medication sheet did not have
any time listed for Resident #3.
Class #ll
A082 59A-36.011(4) FAC Training -/ A082
88=D
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59A-36.015 Records.

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
{egally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available 1o access the data and produce
the requested information. For purposes of this
section, "readily avaitable" means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Faciiity records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
fisting the names of all residents and each
resident's!
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failed to complete the (
yand [
. } training within 30
days of employment for one out of three (Staff C)
sampled staff prior to interacting with residents.
Findings included:
Record review of personnel files revealed there
was no documentation for  / training
completed by Staff C. Staff C hired date
On at 1:00 PM the Administrator
acknowledged the above staff member did not
have the training in and
Class Hl
A 160, 50A-36.015(1) FAC Records - Facility A 160
88=D
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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 | | ;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 58A-36.018,
F.A.C. If the resident dies while in the care of the
facility, the og must indicate the date of

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

{d) The facility's emergency management plan,
with documentation of review and approvat 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, FA.C.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, F.AC.

{g) The admission package presented to new or
prospective residents (less the resident's
confract) described in Rute 59A-36.006, F.A.C.
{h) If the facility advertises that it provides special
care for persons with ‘s of
related , & copy of all such facility
advertisements as required by Section 428.177,
F.8.

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

{j) Alt food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county heaith 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 fo operate.

{k) All fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
to Section 429.435, F.S., and rute Chapter
69A-40, F.A.C., issued within the last 2 years.

{1) Alt sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 64E-12, FAC,,
issued within the last 2 years.

{m) Pursuant to Section 429.35, F.S,, all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
last 5 years.,

{n) The facility's resident elopement response
policies and procedures.

{0) The facility's documented resident elopement
response drills,

{p) The facility's policies and procedures pursuant
to subsection 59A-36.007(10), FAC

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

(1) The facility's medication practices;

{s) The facility's policy on physical ;

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

{u) The facility's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
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 58A-36.022, FAC.,
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(3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
a) Resident demographic data as follows:

. Name,

4. Date of birth,

. Place of birth, if known,

. Social security number,

. Medicaid and/or Medicare number, or name of
other health insurance .
8. Name, address, and telephone number of next
of kin, legal representative, or individuat
designated by the resident for notification in case
of an emergency; and,
9. Name, address, and telephone number of the

{

1
2.,
3. Race,
5

6.

7
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respectively.
This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facifity
failed to update the admissions and discharge log
listing the resident home address to which the
resident was admitted from for two out of six
sampled residents (Resident #1 and #5).
Findings included:
Areview of the facility's admission and discharge
iog revealed that Resident #1 and #5 showed
they were admitted to the facifity from "HOME™.
There was no address listed.
On 02/027/26 at 1:00 PM the Administrator
stated, "The consultant never {old me that.”
Class il
A 162 59A-36.015(3) FAC Records - Resident A 162
88=D
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resident's health care practioner and case
manager, if applicable.

{b) Acopy 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, ,or
other services to be provided; supervised, or
implemented by the facility that require a health
care provider's order.

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

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

HA record that is initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's 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 recelving licensed hospice
services when such residents, their
representatives, or their physicians request in
wiitingthat | not be taken.

{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
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, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.A.C.

{i) A copy of the resident’s contract with the
facility, including any addendums to the contract
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as described in Rule 59A-36.018, F.A.C.
{§) For a facifity whose owner, administrator, staff,
or representative thereof, serves as an atiorney in
fact for a resident, a copy of the monthly written
statement of any fransaction made on behalf of
the resident as required in Section 429.27, F.S,
{k) For any facility that maintains a separate trust
fund to receive funds or other preperty belonging
1o or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.S.
{1} ¥ the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. ( . .), CF-ES 1008,

, which is hereby incorporated by reference
and available for review at:
hitpy firules.c .asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facllity can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Famifies.
{m) Documentation of the | | ofa
heailth care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.

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

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

{q) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
confract to retain the records for a longer period
of fime. 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 limited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to ensure the demographic sheet listed the
address, and telephone number of next of kin,
legal representative, for one out of six (Resident
#1) sampled residents

Findings included:

On at 10:56 AM a call was made to
Resident #1's family member listed. She stated
that she was not the one who handles her
mother's affairs that instead it was the

. The
was not listed on the demographics sheet.

On at 12:26 PM the Administrator
acknowledged that the information for the
granddaughter was not listed.

Resident #1 demographic sheet failed fo have
address, and telephone number of next of kin,
legal rep ive, OF indivi ignated by
AHCA Form 3020-0001
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the resident for nofification in case of an
emergency listed.

Class #ll
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