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AG00; Initiat Coraments

A biennial survey, generator monitoring and
complaint investigation (complaint number
2026002498) was conducted at Litfle Havana
HHC on thought

Deficiencies were identified at the time of the
survey.

A 054 50A-36.008(5) FAC Medication - Records
88=F
{8) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication contalner
ora ication listing with the 1 i
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

cations or medication adminisiration. 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

. 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
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physician's annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facifity
failed to maintain an accurate, up-to-date
Medication Observation Record {MOR) for three
out of five {(Residents #1, #4, and #6) sampled
residents.

Findings included:

On at 6:15 AM, observed a small cup
with medication on top of Resident #4's
nightstand. There was a small cup with Resident
#1's medication in the staff room.

Areview of Resident 1's MOR showed that the
medication . 25 mg, scheduled for
7:00 AM on . was signed as given.

A review of Resident #4's MOR showed that the
medication . 75 mg, scheduled for
7:00 AM on . was signed as given.

A review of Resident #5's MOR showed that the
medications scheduled for at 7:.00 AM
were signed as given.

A review of Resident #5's medications showed
that the medications scheduled for at
7:00 AM were in the bingo packages.

On at 8:10 PM, the Administrator
stated that the staff prepared and signed the
MOR for the medications scheduled at 7:00 AM
tomorrow. She stated the staff signed Resident
#4's medications for tthe following day morning by
mistake. He added that Resident #4 had surgery
thay, and the physician requested that he not take
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Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents 1o remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
{ocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage, The
facility must maintain a list of all medications
being stored pursuant to such a request;

3. The ication i i and d

by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The facility's rules and regulations require
central storage of medication and that policy has

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11967032 B WING 04/24/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
100 TAMIAMI CANAL ROAD
LITTLE HAVANA HHC
MIAMI, FL 33144
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY 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 2 A054
his morning medications.
Class Hl
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been provided to the resident before admission
as required in Rule 59A-36.006, F.AC.

{c) Centrally stored medications must be:

1. Kept in a locked cabinet; locked cart; or other
locked storage receptacle, room, or area at all
times;

2. Located in an area free of dampness and
abnormal temperature, except that a medication
requiring refrigeration must be kept refrigerated.
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
located locked;

3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of ication, or inisteri ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,

4. Kept separately from the medications of other
residents and properly closed or sealed.

{d} ication that has been di i but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be cenfrally stored by the facility for future
use by the resident at the resident’s request. If
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's health care provider.
{e) When a resident's stay in the facility has
ended, the administrator must return all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
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abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned or

of being determined abandoned or expired and
the disposal must be documented in the
resident's record. The medication may be taken

by the administrator or designee with one

witness.

{g) Facilities that hold a Special-ALF permit

issued by the Board of Pharmacy may return
i icinal drugs to the dis i

Based on observation and interview, the facility
Findings included:

with one tablet of .
Resident #4's nightstand. A small cup with one
tablet of 25 mg that belonged to
Resident #1 and a small plastic bag that
contained crushed medications of ,
40mgand |, 12.5 mg that
belonged to Resident #2, inside a small plastic
bag storage unlocked in the staff room.

On at 8:10 PM, the Administrator
confirmed that the medications were unlocked.

Class il

A 056 59A-36.008(7) FAC Medication - Labeling and
$8=D | Orders

have expired must be disposed of within 30 days

0 a pharmacist for disposal or may be desiroyed

pharmacy pursuant to Rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:

failed to keep all medications locked at all times.

On at 6:15 AM, observed a small cup
78 mg on top of

A0S5

A 058

AHCA Form 3020-0001
STATE FORM

QOLWI

i coninuastion sheet 5 of 25



PRINTED: 05/19/2028

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11967032 B WING 04/24/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
100 TAMIAMI CANAL ROAD
LITTLE HAVANA HHC
MIAMI, FL 33144
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY 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)
A086| Continued From page 5 A0SB

{7) MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with Chapters 465 and 498, F.8., and
Rule 64816-28.108, £ .A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individuat container:

1. The resident's name; and,

2. The identification of each medicinal drug in the
container.

{b) Except with respect to the use of pilt
organizers as described in subsection {2}, no
individual other than a pharmacist may transfer
medications from one storage container to
another.

{c) If the directions for use are "as needed" or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed" prescription, the
circumstances under which it would be
appropriate for the resident to request the
medication and any limitations must be specified;
for example, "as needed for |, not to exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.

{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with seff-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident's health care provider. The new
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STATE FORM

QOLWI

i coninuastion sheet 6 of 25




Agency for Healih Care Administration

PRINTED: 05/19/2028
FORM APPROVED

directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmacist or place an "atert” fabel on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.

{e) A nurse may take a medication order by
telephone. Such order must be promptly
documented in the resident's medication
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
o ensure that prescriptions for residents who
receive assistance with self-administration of
medication or medication administration are filled
or refilled in a timely manner.

{g) Pursuant to Section 465.0276(5), F.S., and
Rule 61N-1.006, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner’s name, the
resident's name for whom they were dispensed,
and the date they were dispensed. If the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
{abel.containing the following:

Practitioner's name,

Resident's name,

Date dispensed,

Name and strength of the drug,

Directions for use; and,

Expiration date,

{h) Pursuant to Section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary

Do W

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11967032 B.WING 0412412026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
100 TAMIAMI CANAL ROAD
LITTLE HAVANA HHC
MIAM, FL 33144
(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)
A086| Continued From page 6 A0SB

AHCA Form 3020-0001

STATE FORM

QOLWI

i coninuastion sheet 7 of 25




Agency for Healih Care Administration

PRINTED: 05/19/2028
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X$) PROVIDER/SUPPLIERICUIA
IDENTIFICATION NUMBER

AL11667032

BLWING

(X2} MULTIPLE CONSTRUGTION
A BUILDING:

{X3) DATE SURVEY
COMPLETED

04/24/2026

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

100 TAMIAMI CANAL ROAD

LITTLE HAVANA HHC

MIAMI, FL

33144

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)

A0S6

ADT7
88=D

Continued From page 7

prescription drug, the resident's health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facllity failed to follow the physician's
orders when assisting the residents with their
medications for one out of five (Resident #2)
sampled residents.

Findings included:

On at 6:10 AM, observed crushed
medications inside a small plastic bag stored in
the staff room.

Areview of Resident #2's medications showed
that . 40mgand |
12.5 mg, scheduled for

were missing.

at 7:00 AM,

Areview of Resident #2's health assessment
dated showed the resident needed
assistance with self-administration of medication.
There was no documentation of a doctor's order
to have medications crushed.

On at 6:15 AM, Staff B stated that the
crushed medications belonged to Resident #2.

Class il

429.176 FS$; 429.52(  ),59A-36.01(1) FAC
Staffing Standards - Administrators

428,176 Notice of change of administrator.-If,

A0S5B

AQT7
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during the period for which a license is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 90 days
that the new administrator meets educational
it and has the i

core educational requirements under s. 420.562. A
facility may not be operated for more than 120

ive days without an ini who
has completed the core educational
requirements.

429.52

{4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Failure fo do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in 5. 420.19.
Administrators licensed in accordance with part §|
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.

{5) Administrators are required fo participate in
continuing education for a minimum of 12 contact
hours every 2 years.

59A-36.010

{1) ADMINISTRATORS. Every facility must be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facility including the management of all staff
and the provision of appropriate care to all
residents as required by chapters 408, part i,
429, part {, F.8., and rule chapter 589A-35, FAC.,
and this rule chapter.

{a) An administrator must:

1. Beatleast | .

2. if employed on or after . .

AQ77
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have, at a minimum, a high school diploma or
GED,;
3. Be in compliance with Level 2 background
screening requirements pursuant fo sections
408.809 and 428,174, F.5.;
4. Complete the core fraining and core
competency test requirements pursuant to rule
59A-36.011, F.A.C., no later than 80 days after
becoming employed as a facility administrator.
Administrators who attended core training prior to
, are not required to take the

competency test unless specified elsewhere in
this rule; and,
5. Satisfy the continuing education requirements
pursuant to rule 59A-36.011, F.AC.

rs who are not in with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
{b) In the event of extenuating circumstances,
such as the of a facifity administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraph (1)(a)4. of this rule, 1o temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, FAC.; and,
2. Complete all additional training requirements if
the facility maintains licensure as an extended
congregate care or fimited mental health facility.
{c) Administrators may supervise a maximum of
either three assisted living facilities or a group of
facilities on a single campus providing housing
and heaith care Administrators who supervise
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more than one facility must appoint in writing a
separate manager for each facility. However, an

F supervising a i of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each

other, is only required to appoint two managers to
assist in the operation and maintenance of those
facilities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test

N - and continui "
requirements as an administrator pursuant to
paragraph {1}{a) of this rule. Managers who
attended the core training program prior to

, are not required 1o take the

competency test unless specified elsewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facility, except
as provided in paragraph (1){¢} of this rule, and
may not . serve as an administrator
of any other facility.
{e) Pursuant to section 429.178, F.8, facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator

form, AHCA Form 31806-1006, , which
is incorporated by reference and available online
at

hitpr/Avww firules. .asp?Noe
=Ref-09393.

This Statute or Rute is not met as evidenced by:
Based on interview and record review, the facifity
failed to have 12 hours of continuing education
every two years for the Administrator. The facility
is required to ensure that the administrator
retakes the core fraining and examination.
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Findings included:

Areview of the Administrator's record revealed

documentation of nine hours of continuing

education in the last two years.

On at 6:20 PM, the Administrator

stated that he received the 12 hours of continuing

education, but he was unable to provide the

documentation during the visit.

Class 1l

A 078 50A-36.010(2) FAC Staffing Standards - Staff AQT8

8§8=D
(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility fo ancther
when the facility is under the same management
or ownership.
1. Evidence of a negafive
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
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individuat does not constitute a risk of
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2. any staff member has, or is suspected of
having, a cc i , such individual
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
education, training, preparation, and experience.
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. Al staff must exercise their
responsibifities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations 1o 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, FA.C.

{d) An assisted living facility Lo
provide services o 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
o each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
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pursuant to sections 408,809 and 429,174, F.S.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to provide documentation of a negative

examination on an annual basis for
one out of three (Staff B) sampled staff.

Findings included:

A review of Staff B's record revealed that the fast
{ )examination on file was dated

On at 7:17 PM, the Administrator
acknowledged that there was no annuai
documentation of freedom from in
Staff B's record.

Class #ll

A081 429.52(1 & 7) FS; 58A-36.011( ) FAC Training
$8=D | - Staff In-Service

42852
{1)(a) Each new assisted living facility employes
who has not previously compieted core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a statement that the employee

the required preservi ' ion.
The facifity must keep the signed statement in the
employee ' s personnel record.
{b) Each assisted living facility employee must

AQ78

A08t
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complete the training required under s. 430.5025.
However, an employee of an assisted living
facility licensed as a limited mental health facility
under s. 429.075 is exempt from the training
requirements under s, 430.5025(4){(d}.

{c) If an assisted living facility employee
completes the 1-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
{a).

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required insetvice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
(1)

{b) New staff must complete the preservice
orientation prior to interacting with residents.

{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee’s personnel
record.

{d} In addition fo topics that may be chosen by
the facility administrator, the preservice
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orientation must cover:
1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
(3) STAFF IN-SERVICE TRAINING, Facility
administrators or managers shalf provide or
arrange for the following in-service training to
facility staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and faciiity
sanitation procedures, before providing personal
care to residents. The facility must use its
controf policies and procedures when

offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
. . maybe used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation,
{c) Staff who provide direct care to residents, who
have not taken the core training program, shal
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident ,
neglect, and | . The facitity must use its

prevention policies and procedures when
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offering this training,

{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 59A-8.0095,
F.AC., must receive 3 hours of in-service training
within 30 days of empioyment that covers the
following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of dally
fiving.

{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
hendling practices.

{f) All facility staff shall receive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30} days of employment.

1. Al facility staff shall be provided with a copy of
the facility's resident elopement response policies
and procedures.

2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that, within 30 days of
employment, the staff completed a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents for one out of three

AHCA Form 3020-0001
STATE FORM

QOLWI

i contingation sheat 17 of 25




PRINTED: 05/19/2028

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11967032 B WING 04/24/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
100 TAMIAMI CANAL ROAD
LITTLE HAVANA HHC
MIAMI, FL 33144
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
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)
A081] Continued From page 17 A081

{Administrator) sampled staff,

Findings included:

A review of the Administrator's employee record

revealed no documentation for control,

including universal precautions and facility

itation pre The Adminit or was

hired on

On at 7:29 PM, the Administrator

stated, "1 did i, but | am not able to find it

currently.”

Class #l

A 160, 59A-36.015(1) FAC Records - Facility A180

$8=D
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
legally authorized enfity. If records are maintained
in an electronic format, facility staff must be
readily avaitable to access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce docurments, 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
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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 log must indicate the date of

{c) Allog 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,
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, 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.A.C.

{g) The admission package presented to new or
prospective residents {less the resident's
contract) described in Rule 59A-36,006, F.A.C.
{h) if the facility advertises that it provides special
care for persons with ‘s or
related . & copy of all such facility
advertisements as required by Section 428.177,
F8.

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

(i) Alt food service records required in Rule
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59A-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
local authority or the State Fire Marshal pursuant
10 Section 428.435, F.S,, and rule 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, FA.C,,
issued within the last 2 years.

{m) Pursuant to Section 428.35, F.&., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
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 drills.

{p) The facility's policies and procedures pursuant
o subsection 59A-36.007(10), FA.C.;

{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 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 59A-36.022, FA.C.,
respectively.

This Statute or Rule is not met as evidenced by:

AHCA Form 3020-0001
STATE FORM

QOLWI

1 contingation sheat 20 of 25




PRINTED: 05/19/2028

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11967032 B WING 04/24/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
100 TAMIAMI CANAL ROAD
LITTLE HAVANA HHC
MIAMI, FL 33144
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY 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)
A 180 Continued From page 20 A180
Based on interview and record review, the facility
failed to reflect the discharge address for
residents who left the facility.
Findings included:
A review of the admission and discharge log
revealed no documented addresses for any
resident who no longer lived at the facility.
On at 6:20 PM, the Administrator
stated, "1 did not know that we needed to have
that.”
Class #l
A165 420.23( & ) FSRisk Mgmt & QA A 165

$8=D
429.23 Internat risk management and quality
assurance program; adverse incidents and
reporting requirements.~

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

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

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

2. or damage;
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3. Permanent " H

4. or of bones or joints;

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

6. Any condition that requires the transfer of the
resident from the facility fo a unit providing more
acute care due to the incident rather than the
resident's condition before the incident; or

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

{b) Resident elopement, if the elopement ptaces
the resident at risk of harm or injury.

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

{4) Licensed facilities shail provide within 15
days, through the agency's online portal, or if the
portal is offline, by electronic mail, a full report to
the agency on all adverse incidents specified in
this section. The report must include the results
of the facility's investigation into the adverse
incident.

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

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

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

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

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

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to provide an initial adverse incident report
within one business day after the incident and a
fult adverse incident report within 15 days of the
incident for one out of five (Resident #5) sampled
residents.

Findings included:
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Areview of the online Adverse Incident Reporting
System database showed no documentation that
the facility filed a one-day and a 15-day report
regarding Resident #5.

Areview of Resident #5's health assessment
dated revealed the resident was
diagnosed with o .
., and transcondylar of
the left . The physician indicated the
resident needed supervision with ambuiation and
transferring and needed assistance with bathing,
. eating, self-care, and toileting.

Areview of Resident #5's progress notes showed
that on Jhe  in the kitchen. He
stood up and did nothave any, . The
administrator contacted the resident's primary
physician, and the resident went to his office for
an evaluation. The physician ordered . of
his and - The results were
negative. On , the resident's physician
was informed that the resident had | in his ieft
arm. Resident #5's physician visited the facility
and ordered an , of his left . The
results were negative. The resident's physician
called the facility to speak with the resident on

. He was informed that the resident

stilt had | in his left and ordered a
Computed Axial PR ¢ ) of his
left . The CAT scam was performed on

. The resulis showed the resident had
aleft transcondylar . The

resident's physician and the administrator
arranged an orthopedic | -
On at 8:28 PM, the Administrator
stated that Resident #5 i the kitchen while
walking inside the facility on . Resident
#5 was alert and oriented and stated that he was
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fine. He contacted Resident #5's primary
physician, who recommended that the resident
visit his office for an evaluation. The physician
ordered , . and the results were negative. A
few days later, Resident #5's physician ordered
Computed Axiat - .. ), and the
results showed a inhis . The
resident was seen by an orthopedic

and had surgery on his left today.
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