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| An unannounced Standard Biennial Survey of
Assisted Living Facility with Limited Nursing
{ Services and Limited Mental Health components
| was conducted on .. The following
defnciencies were found during the visit.

| 58A-5.0182(2) FAC Resident Care - Social & AD26
Lensure Activities

(2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in
social, recreational, educational and other
activities within the facility and the community.
(a) The facility shall provide an ongoing activities
program. The program shall provide diversified

i Individual and group activities in keeping with

 each resident’ s needs, abilities, and interests.

- (b) The facility shall consult with the residents in

| selecting, planning, and scheduling activities. The
; facility shall demonstrate residents * participation
through one or more of the following methods:
| resident meetings, committees, a resident

; council, suggestion box, group discussions,

| questionnaires, or any other form of

| communication appropriate to the size of the

| facility.

| (¢} Scheduled activities shall be available at least
| six {6) days a week for a total of not less than

§ ! twelve {12} hours per week. Watching television

| shall not be considered an activity for the purpose

j of meeting the twelve (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

f choose to attend day programs conducted at

| adult day care centers, senior centers, mentat
health centers, or other day programs may count
- those atfendance hours towards the required

I twelve {12} hours per week of scheduled
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| assist residents with self-administered

Continued From page 1

activities. An activities calendar shall be posted in
common areas where residents normally
congregate.

{d) ¥f residents assist in planning a special activity
such as an outing, seasonal festivity, or an
excursion, up to three {3) hours may be counted
toward the required activity time,

This Statute or Rule is not met as evidenced by:

Based on observation and interview facility failed

to an updated activity calendar for the month of
2012

1. Observation during tour of the facllity, observed
on the bulletin board a out of date activity chart
which was for the month of 2012. Also,
during the survey no facility employee was
observed providing any activities with any of the
residents at any time during the survey.

2. Interviewed owner on _ @ 9:00 am, he
stated that residents did not want to participate in
any activities.

Class it

58A-5,0185(3) FAC Medication - Assistance with
Self-Admin

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) For facllities which provide assistance with
self-administered medication, either: a nurse; or
an unlicensed staff member, who Is at least

. , rained to assist with self-administered
medication in accordance with Rule 58A-5.0191,
F.A.C, and able to demonstrate to the
administrator the ability to accurately read and
interpret a prescription label, must be available to

A 026

A0852
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medications in accordance with procedures
described in Section 429.268, F.8,

{b} Assistance with seif-administration of
medication includes verbally prompting a resident
to take medications as prescribed, refrieving and
opening a properly labeled medication container,
and providing assistance as specified in Section
429.256(3), F.S. in order to facilitate assistance
with seif-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons. Staff may also return unused doses
to the medication container. Medication, which
appears to have been contaminated, shall not be
returned to the container,

(c) Staff shall observe the resident take the
medication. Any concerns about the resident ' s
reaction to the medication shall be reported to the
resident ' s health care provider and documented
in the resident ' s record.

(d} When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed:

1. The health care provider may prescribe a
medication schedule which coincides with the
resident ' s presence in the facility;

2. The medication container may be given to the
resident or a friend or family member upon

; leaving the facility, with this fact noted in the

resident ' s medication record;

3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,

| or family member upon leaving the facility, with

this fact noted in the resident ' s medication -
record; or

4. Medications may be separately prescribed and
dispensed in an easier to use form, such as unit
dose packaging;
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Continued From page 3

{e) Pursuant to Section 429.256(4)(h), F.S., the

term " competent resident” means that the

resident is cognizant of when a medication is

required and understands the purpose for taking

the medication

{f) Pursuant to Section 429.256(4)(i), F.S., the

terms " judgment” and " discretion * mean

interpreting vital signs and evaluating or

assessing a resident ' s condition.

(4} Assistance with self-administration does not

include:

(a) Mixing, , converting, or

| medication doses, except for

measuring a prescribed amount of fiquid

medication or breaking a scored tablet or

crushing a fablet as prescribed.

(b) The preparation of syringes for injection or the

administration of medications by any injectable

route.

| {c) Administration of medications through
intermittent positive pressure breathing machines

jora Ll

| {d) Administration of medications by way of a

| tube inserted in a cavity of the body.

| (&) Administration of , | preparations.

| {f) Irfigations or debriding agents used in the

| treatment of a skin condition.

e , ,or preparations.

| () Medications ordered by the physician or
health care professional with prescriptive

i authority to be given " as needed, " unless the

| order is written with specific parameters that

“ preciude independent judgment on the part of the
unlicensed person, and at the request of a

| competent resident.

| {i) Medications for which the time of

| administration, the amount, the strength of

| dosage, the method of administration, or the

| reason for administration requires judgment or

l‘ discretion on the part of the unlicensed person.

A G52
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This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 2 out of 4 employees did not have
proper training in the areas for Assistance with
Self-Administration of medication.

Findings includes:

1. Record review revealed that employee #1 {
Administrator)/ employee #4 (caretaker) did not
have proper training in the area of Assistance

| with Self-Administration of medication. the

| administrator started and employee #4
| started on |

2. Interviewed owner on @ 10:00 am,
stated that both employees did not have proper
training in the areas of Assistance with
Self-Administration of medication. Both
employees had been given fraudulent
certifications from a consulting firm.

Class il

A 055|
§8=D

58A-5.0185(6) FAC Medication - Storage and
Disposal

(8) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
| preferences of residents and to encourage
| residents to 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; or
{in their or apartments, which must be kept
| locked when residents are absent, unless the
medication is in a secure place within the
or apartments o in some othes-secure place
. which is out of sight of other residents. However,
| both prescription and over-the-counter

AD52

A 055
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| medications for residents shall be centrally stored
if:

i 1. The facility administers the medication;

| 2. The resident requests central storage. The

! facility shall maintain a list of all medications

| being stored pursuant to such a request;

| 3. The medication is determined and documented

| by the health care provider to be hazardous if

| kept in the personal possession of the person for

| whom itis prescribed;

| 4. The resident fails to maintain the medication in

@ 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

E other residents; or
6. The facility ' s rules and regulations require

| central storage of medication and that policy has

| been provided to the resident prior to admission

| as required under Rule 58A-5.0181, FAC.

i {b) Centrally stored medications must be

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

| times;

J 2. Located in an area free of dampness and

i abnormal temperature, except that a medication

! requiring refrigeration shall be refrigerated

: Refrigerated medications shail be secured by

| being kept in a locked container within the

| refrigerator, by keeping the refrigerator locked, or

} by keeping the area in which refrigerator is

| located locked;

| 3. Accessible to staff responsible for filling

| pill-organizers, assisting with self-administration,
or administering medication. Such staff must

| have ready access 1o keys to the medication

‘ storage areas at all times; and

la. Kept separately from the medicatiors of other

| residents and properly closed or sealed.
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{c) Medication which has been discontinued but
which has not expired shall be returned to the
resident or the resident ' s representative, as
appropriate, or may be centrally stored by the
facility for future resident use by the resident at
the resident ' s request. If centrally stored by the
facility, it shall be stored separately from
medication in current use, and the area in which it
is stored shall be marked " discontinued
medication.* Such medication may be reused if
re-prescribed by the resident ' s health care
provider.

{d) When a resident ' s stay in the facility has
ended, the administrator shall return al
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 shall be considered abandoned and
may disposed of in accordance with paragraph
(e).

{e) Medications which have been abandoned or
which have expired must be disposed of within 30
days of being determined abandoned or expired
and disposition shall be documented in the
resident " s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.

(f) Facilities that hold a Special-ALF permit issued
by the Board of Pharmacy may return dispensed
medicinal drugs to the dispensing pharmacy
pursuant to Rule 64B16-28.870, F. AC.

This Statute or Rule is not met as evidenced by:
Based on observation facility failed to have OTC
medications which are ecntrally stored are
locked.

D | SUMMARY STATEMENT OF DEFICIENCIES D 015
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| Findings includes:

1. Observation of OTC medications left in the
facilities refrigerator top shelf unsecured, a few
without names of the residents whom they were
assigned.

The OTC medications found: 1 CVS- Throat
Spray-( 6 fl 0z 177 mi) no name.

CV8-Stomach Relief/Maximum Strength (12 fi oz
354 ml} has a resident's name

CVS- Nasal Spray-(3 fl oz 88 mi} -no name
Soothing Vapor-Steam Activated Inhalant
(4floz 118 mi) .

2. Interviewed owner on @ 11:00 am, he
stated that he did not know that the OTC
+ medications were not in the lock box.

‘ Class i

A 056] 58A-5.0185(7) FAC Medication - Labeling and A Q56
$8=D Orders

(7) MEDICATION LABELING AND ORDERS. |

{a) No prescription drug shall be kept or

administered by the facifity, including assistance

with self-administration of medication, unless it is

i properly labeled and dispensed in accordance

with Chapters 465 and 499, F 8., and Rule

| 64B16-28.108, F.A.C. If a customized patient

medication package is prepared for a resident, i

and separated into individual medicinal drug

containers, then the following information must be

| recorded on each individual container:

| 1. The resident ' s name; and

| 2. Identification of each medicinal drug product in

| the container.

| {b) Except with respect to the use of pill
organizers as described in subsection (2), no

i person other than a pharmacist may transfer

| medications from one storage container to

AHCA Faiin 3020-0001
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A 056 Continued From page 8
! another.
| {c) If the directions for use are " as needed " or
| "as directed, " the health care provider shall 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 shall be specified;
for example, " as needed for pain, 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, shall be noted in the
| medication record, or a revised label shall be
obtained from the pharmacist.
| {d) Any change in directions for use of a
| medication for which the facility is providing
¢ assistance with self-administration or
. administering medication must be accompanied
| by a written medication order issued and signed
by the resident ' s health care provider, or a faxed
: copy of such order. The new directions shall
| promptly be recorded in the resident’ s
| medication observation record. The facility may
| then place an " alert " label on the medication
i container which directs staff to examine the
revised directions for use in the MOR, or obtain a
i revised label from the pharmacist.
(&) Anurse 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 copy of
@ signed order is acceptable.
| (f) The facility shall make every reasonable effort
| to ensure that prescriptions for residents who
receive assistance with self-administration of
i medication or medication administration are filled
| or refilled in a timely manner.

T
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{g) Pursuant to Section 465.0276(5), F.S., and
Rule 64F-12.006, F.A.C., sample or
complimentary prescnptxon drugs that are

| dispensed by a health care provider, must be

| kept in their original manufacturer ' s packaging, i
| which shall also include the practitioner ' s name, 1
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 shall be kept in a container that

| bears a label containing the following:

| 1. Practitioner ' s name;

2. Resident ' s name;

3. Date dispensed; i
4. Name and strength of the drug;

5. Directions for use; and |
6. Expiration date.

{h) Pursuant to Section 465.0276(2)(c), F.S.,

| before dispensing any sample or complimentary
| prescription drug, the resident ' s health care
provider shall provide the resident with a written
prescription, or a fax copy of such order. i

| This Statute or Rule is not met as evidenced by:
| Based on observation facility failed to have OTC i
| medications which are not labeled with a |
| residents names on them. |
| !
i Findings includes: ;
i 1. Observation of OTC medications left in the i
 facllities refrigerator top shelf unsecured, a few :
| without names of the residents whom they were i
\ assigned. i

| The OTC medications found: 1 CVS- Throat !
! Spray {6 fl 0z 177 mi) no name.

| CVS-Stomach ReliefiMaximum Strength (12 f oz
| 354 mi) has a resident's name i
| CVS- Nasal Spray-(3 fl 0z 88 ml) -no name
| Soothing ! Vapor-Steam Activated Inhalant

AHCA Form 3020-0001
STATE FORM 6895 078D i continuation sheet 10 of 29




PRINTED: 08/13/2012
FORM APPROVED

AL11967910

Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION

AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

A BULDING
B WING

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

PAULA PEREZ ALF INC

STREET ADDRESS, CITY, STATE, ZIP CODE

952 3 W 138 PLACE
MIAMI, FL 33184

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES

i’
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5}
COMPLETE
BATE

A056| Continued From page 10
(4 1oz 118 ml)

| stated that he did not know that the OTC
| medications were not in the lock box.

; Class Iil

§8=D| Counter (OTC) Products

, nutritional supplements and

i products, which can be sold without a
| prescription.

| health care provider ' s directions for use.

i should be required.
i their choice.

i resident self-administers his or her own

i

2. interviewed owner on @ 11:00 am, he

A057) 58A-5.0185(8) FAC Medication - Over The AOST

| (8) OVER THE COUNTER (OTC) PRODUCTS.
i For purposes of this subsection, the term OTC
¢ includes, but is not limited to, OTC medications,

I nutraceuticals, hereafter referred to as OTC

| () Astock supply of OTC products for multiple
resident use is not permitted in any facility.

{b) OTC products, including those prescribed by
! a licensed health care provider, must be labeled
| with the resident ' s name and the manufacturer’
| s label with directions for use, or the licensed

. No

1 other labeling requirements are necessary nor

| (¢} Residents or their representatives may
; purchase OTC products from an establishment of

| {d) A facility cannot require a licensed heaith care
| provider ' s order for all OTC products when a

| medications, or when staff provides assistance

i‘ with self-administration of medications pursuant

| to Section 429.256, F.S. Alicensed health care

| provider ' s order is required when a licensed

| nurse provides assistance with self-administration
| or administration of medications, which includes

1 OTC products. When such an order for an OTC

A 056
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‘ product exists, only the requirements of
paragraphs (b} and (c) of this subsection are
| required.

i
j This Statute or Rule is not met as evidenced by:

i Based on observation facility failed to have OTC

| medications which are not labeled with a

| residents names and other labeing requirements.

Findings includes:
i 1. Observation of OTC medications left in the
| facilities refrigerator top shelf unsecured and
without proper labels of the residents whom they
were assigned.
The OTC medications found: 1 CVS-
Spray-( 6 fl oz 177 ml} nc name.
Ccve- : Nasal Spray-(3 fl 0z 88 ml) -no name
Soothing Vapor-Steam Activated Inhalant
(4 floz 118 mi)

: Throat

2. Interviewed owner on @ 11:00am, he
stated that he did not know that the OTC
medications were not properly labeled.

Class 1t

AQ78
88=D

58A-5.019(2) FAC Staffing Standards - Staff

(2) STAFF.
! () Newly hired staff shail have 30 days to submit
| a statement from a health care provider, based

| on a examination conducted within the last six

| months, that the person does not have any signs
j or symptoms of a communicable

; including .. Freedom from

| - must be documented on an annual

| basis. A person with & positive ... test

: must submit a health care provider ' s statement

| that the person does not constitute a risk of

| communicating . Newly hired staff

A 057
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Continued From page 12

does not include an employee transferring from
one facility to another that is under the same
managerment or ownership, without a break in
service. If any staff member is later found to
have, or is suspected of having, a communicable
, he/she shall be removed from duties
until the administrator determines that such
condition no longer exists.
(b} All staff shall be assigned duties consistent
with histher level of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or certified. All staff
shall exercise their responsibilities, consistent
with their guaiifications, to observe residents, to
documnent 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.
{¢) All staff must comply with the training
requirements of Rule 58A-5.0191, F A.C.
(d) Staff provided by a staffing agency or
employed by a business entity contracting to
provide direct or indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to
residents.
{e) For facifities with a licensed capacity of 17 or
more residents, the facility shalk:
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.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 2 out of 4 employees sampled to

AQ78
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|

i have their physical exam up to date.
! Findings includes:

| 1. Record review revealed that employee #1 (

| Administrator hired 1))/ employee #4
i {caretaker hired } did not have their

| bhysical exam . The administrator's

| Communicable 1 physical exam

| expired on and the caretaker's
Communicable { - physical exam
expired on
2. Interviewed owner on D@ 10:00 am,

stated that both employees Communicable
{ - physical exams were expired .

Class i

§8=! D\ Competency Test

| Staff Training Requirements and Competency

 Test.

(1) ASSISTED LIVING FACILITY CORE

| TRAINING REQUIREMENTS AND

{ COMPETENCY TEST.

| {a) The assisted living facility core fraining

| requirements established by the department

1 pursuant to Section 429.52, F.S., shall consist of
| a minimum of 26 hours of training plus a

! | competency test.

i (b) Administrators and managers must
; successfully complete the assisted fiving facility
core training requirements within 3 months from

| the date of becoming a facility administrator or

| manager. Successful completion of the core

| training requirements includes passing the

| competency test. The minimum passing score for

| the competency test is 75%. Administrators who

A 080: 58A-5.0191(1) FAC Training - Core & A 080

PAULA PEREZ ALF INC MIAMI, FL 33184
xa)io | SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION W
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} have attended core training prior to , 1997,
| and managers who attended the core training

| program prior to , 1998, shall not be

| required to take the competency test.

| Administrators licensed as nursing home

| administrators in accordance with Part 1] of

; Chapter 468, F.S., are exempt from this

| requirement.

| {c) Administrators and managers shall participate

{ in 12 hours of continuing education in topics

i related to assisted living every 2 years as

provided under Section 429.52, F.S.

{d) A newly hired administrator or manager who

i has successfully completed the assisted living

; facility core training and continuing education

| requirements, shall not be required to retake the

| core training. An administrator or manager who

| has successfully completed the core training but

has not maintained the continuing education

requirements will be considered a new

administrator or manager for the purposes of the

| core training requirements and must:

' 1. Retake the assisted living facility core training;

1 and

| 2. Retake and pass the competency test.

{e} The fees for the competency test shall not

exceed $200. The payment for the competency

test fee shall be remitted to the entity

| administering the test. A new fee is due each time

| the testis taken.

| This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
! failed to have 2 out of 4 sampled employees to
| have their 12 hours of continuing education,

Findings includes:

T
(X410 | D )
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Continued From page 15 A080
1. Record review revealed that employee #1/#3
did not have their 12 hours of continuing
education in topics refated to assisted living every
2 years. Both of these two employees
applications stated both are administrators of the
facility. Employee #1 (administrator, hired

)) and Empoyee #3
{administrator-owner hired } did not have
any documentation in their files to show to have
taken the 12 hours

2. Interviewed owner on @ 1.00 pm, he
stated that both administrators did not have their
12 hours of continuing education in their files,

Class Ili

58A-5.0191(5) FAC Training - Assis Seff-Admin A084
Meds & Med Mgmt

(5) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION
MANAGEMENT. Unlicensed persons who will be
providing with self-admini d
medications as described in Rule 58A-5.0185,
F.A.C., must meet the training requirements
pursuant to Section 428.62(5), F.S., prior to
assuming this responsibility. Courses provided in
fulfilment of this requirement must meet the
following criteria:

(a) Training must cover state law and rule
requirements with respect to the supervision,

i e, administration, and tof
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label,
providing the right medications to the right
resident; common medications; the importance of
1aking medications as prescribed; recognition of

AHCA Form 3020-0007
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! 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 demonstrations of proper techniques and
provide opportunities for hands-on learning
through practice exercises.

(b The training must be provided by a registered
| nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates

|

. an ability to:
| 1. Read and understand a prescription Jabel;
| 2. Provide assistance with self- istration in

| accordance with Section 429.256, F.8., and Rule

+ 58A-5.0185, F.A.C., including:

| @ Assist with oral dosage forms, ._,.._Idosage |

:forms, and | , . and nasal

| dosage forms;

b. Measure liquid medications. break scored

tablets, and crush tablets in accordance with

prescription directions;

i ¢. Recognize the need to obtain clarification of an

i "as needed " prescription order;

| d. Recognize a medication order which requires

| judgment or discretion, and to advise the

| resident, resident ' s health care provider or

| facility employer of inability to assist in the

| administration of such orders;

| e Complete a medication observation record;

| 1. Retrieve and store medication; and

| 9. Recognize the general signs of adverse

| reactions to medications and report such

| reactions.

| (c) Unlicensed persons, as defined in Section

| 429.256(1)(b), F.S., who provide assistance with

| self-administered medications and have
suceessfully completed the initial 4 hour training,

must obtain, annually, a minimum of 2 hours of

f continuing education training on providing

i
|
|
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e with self-admini d medications

and safe medication practices in an assisted
living facility. The 2 hours of continuing education
training shall only be provided by a licensed
registered nurse, or a licensed pharmacist.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 2 out of 4 employees did not have
proper training in the areas for Assistance with
Self-Administration of medication

1]
Findings includes: i
1. Record review revealed that employee #1 { i
Administrator hired ) and employee #4
{caretaker, hired ) did riot have proper |
training In the area of Assistance with 5
Self-Administration of medication.

2. Interviewed owner on @ 10:00 am,
stated that both employees did not have proper H
training in the areas of Assistance with :
Self-Administration of medication. Both
employees had been given fraudulent
certifications from a consuilting firm.

Class It

A 085 58A-5.0191(6) FAC Training - Nutrition & Food A 085
$8=D Service

(6) NUTRITION AND FOOD SERVICE. The i
administrator or person designated by the
administrator as responsible for the facility ' s
food service and the day-to-day supervision of
ood service staff must obtain, annually, a
minimum of 2 hours continuing education in i
{opics pertinent to nutrition and food service in an i !
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Continued From page 18

assisted living facility. A certified food manager,
licensed dietician, registered dietary technician or
health department sanitarians are qualified to
train assisted living facility staff in nutrition and
food service.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 4 out of 4 staff members to have
training in the areas for Nutrition and Food
Service.

Findings includes:

1. Record review revealed that ail 4 for staff
members had been trained by individuals who
were not licensed to train them in the areas for
Nutrition and Food Services. Employee #1, #2,
#3 and #4 all were given fraudulent certifications.
Employee #1 (administrator)/employee #2
{caretaker) employee #3 (adminisirator-owner)
and #4 (caretaker).

2. Interviewed owner on T @ 2:00 pm,

stated he did not realize that these two individuals

were not certified to ao the training's for Nutrition
and Food Services.

Class it

58A-£.020(1) FAC Food Service - General
Responsibilities

Food Service Standards.

(1) GENERAL RESPONSIBILITIES. When food
service is provided by the facility, the
administrator or a person designated in writing by
the administrator shall:

! {a) Be responsible for total food services and the

A085

A 082
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1 day to day supervision of food services staff,
{b} Perform his/her duties in a safe and sanitary
manner.

(c) Provide regular meals which meet the |
nutritional needs of residents, and therapeutic

| diets as ordered by the resident ' s health care
provider for resident ' s who require special diets.
{d) Maintain the in-service and continuing
education requirements specified in Rule

. 58A-5.0191, FAC.

i

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

| failed to have 4 out of 4 staff members to have

| training in the areas for Nutrition and Food

: Service.

| Findings includes:

| 1. Record review revealed that all 4 for staff

| members had been trained by individuals who

| were not licensed to train them in the areas for
Nutrition and Food Services. Employee #1

| (administratoryemployee #2 (caretaker)

| employee #3 (administrator-owner) and #4

| (caretaker) all were given fraudulent certifications.

i

i 2. Interviewed owner on . - @ 2:00 pm,

| stated he did not realize that these two individuais
| were not certified to do the training's for Nutrition
| and Food Services.

| Class i}
i

A 162‘: 58A-35,024(3) FAC Recotds - Resident At62
S8=D

| (3) RESIDENT RECORDS. Resident records
| shall be maintained on the premises and include:

PAULA PEREZ ALF INC MIAMI, EL 33184
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1 4. Date of birth;

i 5. Place of birth, if known,
! | 6. Social security number;

i 7. Medicaid and/or Medicare number or name of

| other health insurance

| 8. Name, address, and telephone number of next
‘ of kin, responsible party, or other person the
| resident would like to have notified in case of an
| emergency, and relationship to resident; and

9. Name, address, and phone number of heailth
i care provider, and case manager if applicable.
| {b) A copy of the medical examination described
. in Rule 58A-5.0181, F.A.C.
| {¢) Any heaith care provider ' s orders for
| medications, nursing services, therapeutic diets,

, o other services to be
| provided. supervised, or implemented by the
+ facility that require a health care provider ' s
{ order.
| (d) A signed statement from a resident refusing a
| therapeutic diet pursuant to Rule 58A-5.020,
.C

(e) The resident record described in paragraph
SBA 5.0182{1)e), F.AC.
(f) Aweight record which is initiated on
| admission. Information may be taken from the
 resident ' s health assessment. Residents
; receiving assistance with the activities of daily
i living shall have their weight recorded
i semi-annually.
| {9) For facilities which will have unlicensed staff
assisting the resident with the self-administration
! of medication, a copy of the written informed
consent described in Rule 58A-5.0181, FA.C., if
i such consent is not included in the resident ' s
contract

FORMAPPROVED
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i .
1 (a) Resident demographic data as follows:
| 1. Name;
|2 N
| 3. Race;
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{h} For facilities which manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, the
required medication records maintained pursuant
to Rule 58A-6.0185, FAC.

(i) A copy of the resident ' s contract with the
facility, including any addendums to the contract,
as described in Rule 58A-5.025, F.AC.

{j) For a facility whose owner, administrator, or
staff, or representative thereof serves as an

| attorney in fact for a resident, a copy of the

| monthly written statement of any transaction

; made on behalf of the resident as required under
| Section 429.27, F.8.

! (k) For any facility which maintains a separate

| trust fund to receive funds or other property

| belonging to or due a resident, a copy of the

| quarterly written statement of funds or other
property disbursed as required under Section

429.27,F.S

{ {1} Acopy of Alternate Care Certification for
. . { )} Form,
| CF-ES 1006, 1998, if the resident is an
i

recipient. The absence of this form shall not
| be considered a deficiency if the facifity can
| demonstrate that it has made a good faith effort
| to obtain the required documentation from the
| Department of Children and Family Services.
i (m) Documentation of the appointment of a
! health care surrogate, guardian, or the existence
i 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 under Rule
| 58A-5.0181, FAC
i {0) For apartments, duplexes, quadruplexes, or
| single family homes that are designated for
| independent living but which are licensed as
| assisted living facilties solely for the purpose of
| delivering personal services to residents in their

952 S W 136 PLACE
PAULA PEREZ ALF INC MIAMI, FL 33184
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(X3) DATE SURVEY

’1 homes, when and if such services are needed,
| record keeping on residents who may receive
meals but who do not receive any personal,
limited nursing, or extended congregate care
service shall be limited to the following:

1. Alog listing the names of residents
participating in this arrangement;

2. The resident demographic data required under
this subsection;

3. The medical examination described in Rule
58A-5.0181, FAC,

4. The resident ' s contract described in Rule
58A-6.025, F A.C,; and

i 5. Ahealth care provider ' s order for a
therapeutic diet if such diet is prescribed and the
resident participates in the meal plan offered by

! the facility.

{p) Except for resident contracts which must be
retained for 5 years, all resident records shall be
retained for 2 years following the departure of a

i resident from the facility unfess it is required by
contract to retain the records for a longer period

: of time. Upon request, residents shall be provided
| & copy of their resident records upon departure

| from the facility.

| {q) Additional resident records requirements for

{ faciliies holding a limited mental heaith, extended
| congregate care, or limited nursing services

{ license are provided in Rules 58A-5.028,

| 58A-5.030 and 58A-5.031, F A.C., respectively.

i

i
| This Statute or Rule s not met as evidenced by:
| Based on record review and interview facility

| failed to have 1 out of 3 sampled resident to have
la signed Do Not Pesuscitate Order signed by the
| resident.
|
j
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‘ Findings includes:
| 1. Record review revealed that resident #2's
:‘ had been dated

) but was not sxgned by him. Resident
| was admitted on

Intervnew with administrator on at
i 2 00 PM confirmed the resident DRNO was not
| signed by mine.

,‘ Class fi

| (2) RECORDS.
(a) Afacility with a limited mental heatth license
| shall maintain an up-to-date admission and
d:scharge log containing the names and dates of
| admission and discharge for all mental health
 residents. The admission and discharge log
| required under Rule 584-5.024, F A.C., shall be
; sufficient provided that all mental health residents
| are clearly identified.
| {b) Staff records shall contain documentation that
| designated staff have completed limited mental
| health training as required by Rule 58A-5.0191,
IFAC
' | (¢} Resident records for mental health residents
| in @ facility with a limited mental health license
| must include the following:
1 1. Documentation, provided by the Department of
‘ Children and Family Services within 30 days of
the resident " s admission to the facifity, that the
i resident is a mental health resident.
I‘ Documentation that the resident is receiving
: social security or supplemental security
| income, . and any
| of the following shall meet this requirement
| a. An affimative statement on the Alternate Care

ALZ‘“" 58A-5.029(2) FAC LMH - Records AL241
88=D!

\
|
\
|
J
|
{
i
|
|
|
|
f
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| Certification for | ..
) Form, CF-ES 10086, 1998, that the
| resident Is receiving SSI/SSDI due to a

i b. Written verification provided by the Social
Security Administration that the resident is
| recedving 881 or SSDI for a mental - Such
| verification may be acquired from the Social
Securlty Administration upon obtaining a release
. from the resident permitting the Social Security
Administration to provide such information to the
i Department of Children and Family Services.
| ¢. Awritten statement from the resident ' s case
1 manager that the resident is an adult with severe
and persistent mental iliness. The case manager
i shall consider the following minimum criteria in
making that determination,
i {i) The resident is eligible for, is receiving, or has
| received state funded services from the
Department of Children and Family Services *
and Mental Health program
| office within the last 5 years; or
i {ii) The resident has been diagnosed as having a
: mental
12 An approprlale placement assessment
| provided by the resident ' s mental health care
! provider within 30 days of admission to the facility
| that the resident has been assessed and found
| appropriate for residence in an assisted living
facmty Such assessment shall be conducted by a
psychratnsl clinical psychologist, clinical social
| worker, or, 777 nurse, or person
i supervised by one of these professionals.
a Any of the following documentation which
| contains the name of the resident and the name,
| signature, date, and license number, if applicable,
{ of the person making the assessment, shall meet
this requirement;
(:) Completed Alternate Care Certification for
) Form,
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; CF-ES Form 1008, + 1998;

| (it} Discharge Statement from a state mentat

| hospital completed within 90 days prior to
admission to the ALF provided it contains a

| statement that the individual is appropriate to iive

in an assisted living facility; or

(it} Other signed statement that the resident has

been assessed and found appropriate for

residency in an assisted living facility.

b. Amental heaith resident returning to a facility

| from treatment in a hopsital or crisis stabilization

unit (CSU) will not be considered a new

| admission and not require a new assessment.

However, a break in a resident ' s continued

residency which requires the facifity to execute a

| new resident contract or admission agreement

: will be considered a new admission and the

resident ' s mental health care provider must

provide a new assessment

| 3. ACommunity Living Support Plan,

! a. Each mental health resident and the resident’

i s mental health case manager shall, in

consuitation with the facility administrator.

: prepare a plan within 30 days of the resident’ s

admission to the facility or within 30 days after

| receiving the appropriate placement assessment
| under paragraph (c), whichever is later, which:
(i) Includes the specific needs of the resident

which must be met in order to enable the resident

to live in the assisted living facility and the

community;

; (i) Includes the clinical mental health services to

be provided by the mental health care provider to

help meet the resident ' s needs, and the

frequency and duration of such services;

; (i} Includes any other services and activities to

| be provided by or arranged for by the mental

| health care provider or mentat health case

| manager (o meet the resident ' s needs, and the

I‘ frequency and duration of such services and

i
|
|
|
I
|
|
|
i
\
|
|
|
|
|
|
i
|
|
‘g
3
|
|
|
i
|
i
|
i
|
i
i
|
|
i
|
.
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| facilitate and assist the resident in attending
| appointments and arranging transportation to
| appointments for the services and activities
! identified in the ptan which have been provided or
arranged for by the resident ' s mental health care
| provider or case manager,
| (v} Includes a description of other services to be
: provided or arranged by the facility;
| (vi) Includes a fist of factors pertinent to the care,
; safety, and welfare of the mental health resident
| and a description of the signs and symptoms
' to the resident that indicate the
immediate need for professional mental health
services;
1 {vii} Is in writing and signed by the mental health
 resident, the resident ' s mental health case
manager, and the ALF administrator or manager
i and a copy placed in the resident ' s file. If the
| resident refuses to sign the plan, the resident ' s
i mental health case manager shall add a
| statement that the resident was asked but
: refused 1o sign the plan;
(vm) is updated at least annually;
H{ix) _include the Agreement
described in subparagraph 4. ffincluded, the
mental health care provider must also sign the
! plan; and
| (x) Must be available for inspection to those who
: have a lawful basis for reviewing the document.
| b. Those portions of a service or treatment plan
i orepared pursuant to Rule 65E-4.014, FAC.,
| which address all the elements listéd in
| sub-subparagraph a. above may be substituted.
14 Agreement. The mental health
| care provider for each mental health resident and
the facility administrator or designee shall, within
; 30 days of the resident ' s admission to facility or
i recetpt of the resident ' s appropriate placement
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assessment, whichever is later, prepare a written
statement which:

a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental health resident. The provider must
furnish the resident and the facility with the
provider ' s 24-hour emergency crisis telephone
number.

b. Must be signed by the administrator or
designee and the mental health care provider, or
by a designated representative of a Medicaid
prepaid health pian if the resident is on a plan
and the plan provides behavioral health services
under Section 409.912, F.8.

c. cover all mental health residents of the
facility who are clients of the same provider.
d. be included in the Community Living

| Support Plan described in subparagraph 3.
| Missing documentation shall not be considered a

deficiency if the facifity can demonstrate that it
has made a good faith effort to obtain the
required documentation from the Department of
Children and Family Services, or the mental
heaith care provider under contract to provide
mental health services fo clients of the
department.

This Statute or Rule is not met as evidenced by:
Based on record review facility failed to have 2
out of 3 sampled residents to have their

. Agreement/ Community Living
Support Plan. and Mental Health assessments
updated.

Findings includes:
1. Record review revealed that residents #1
Yadmitted 1} and #3 (admitted

Ys : Agreement/ Community
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| Living Support Plan. and Mental Health

| assessments not updated. Resident #1's was
| last dated and resident #3's plan was
| last dated on

i Interview with administrator on at

" 2:00 pm confirmed residents .

| Aggreement and Annual Community Support

| Plan was not updated.

| Class il
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FLORIA AGENCY FOR HEALTH CARE ADMINSTRATION
ELIZABETH DUDEK

RIG%;E(F:{SS; Better Health Care for all Floridians SECRETARY

o 22012
Administrator

Paula Perez Alf Inc

952 S W 136 Place

Miami, FL. 33184

Dear Administrator:

“This letter reports the findings of a state licensure survey that was conducted on 2012 by
representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe.

Staff from this office will conduct a review after 9/14/2012 {p verify that the necessary corrections are in
place to correct the deficiencies identified on your survey. _

The Quality A Questi ire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
http://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based i

consumer satisfaction survey system. You may access the questionnaire through the link under Healith Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional

and consistent application of the survey process.

Thank you for the assistance provided to the sarveyor(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
~

Arlene Mayo-Davis
Field Office Manager

AMD:sy
Enclosure
XG99

Miami Field Office

8333 N.W. 53rd Street, Suite 300

Miami, FL 33166

Phone (305) 593-3100; Fax (308) 593-3121

Headquarters

2727 Mahan Drive
Tallahassee, FL. 32308
hitp:/fahca.myforida.com




