PRINTED: 08/04/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

AL11967413

B. WING

{X2) MULTIPLE CONSTRUCTION
A BUILDING

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

WEST DADE FAMILY CARE CORP

STREET ADDRESS, CITY, STATE, ZIP CODE

4585 SW 159TH COURT
MIAMI, FL. 33185

(X4 ID
PREFIX
TAG

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 COgIPLETE

DEFICIENCY)

CROSS-REFERENCED TO THE APPROPRIATE ATE

A 000|

A052|
88=D

P
AHCAForm 3620-0001

Initial Comments

An abbreviated state re-licensure survey was
conducted in your Assisted Living Facility on

with Limited Mental Heaith (LMH) and
Limited Nursing Services (LNS) components.
Census was 7 residents. West Dade Family Care
Corp had deficiencies found at the time of the
visit.

58A-5.0185(3) FAC Medication - Assistance with
Self-Admin

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.
{a) For facilities which provide assistance with
self-administered medication, either: a nurse; or
an unlicensed staff member, who is at least

, trained to assist with self-administered
medlcatton in accordance with Rule 58A-5.0191,
F.A.C., and able to demonstrate to the

the ability to ly read and

interpret a prescription label, must be available to
assist resrdents with self- admlmstered

described in Sect;on 429 256 F S
(b) of
medication Includes verbally promptlng a resrdent
to take g and
opening a propedy Iabeled meducanon contamer
and pi ified in Section
429 256(3) FS.In order to facxhtate assistance
with self-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons. Staff may also retum 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
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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
enabie 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 fo 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

to the i

subsectmn (2), and given to the resndent a friend,
or family member upon leaving the facility, with
this fact noted in the resident ' s medication
record; or

4, ications may be ibed and
dispensed in an easier to use form such as unit
dose packaging;

(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

vital signs and or

assessmg aresident's condmon

4 with self- ion does not

include:
(a) Mixing, , converting, or

| medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
(b} The preparation of syringes for injection or the
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administration of medications by any injectable
route.
(c) Admlmstranon of medications through

t positive p g

ora. .
{d) Administration of medications by way of a
tube inserted in a cavily of the body.

(e) Administration of | preparations.
(f) Imigations or debriding agents used in the
treatment of a skin condition.

()] ,or preparations.

{h) Medlcanons ordered by the physician or
health care professional with prescriptive
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 inistration requires j or
discretion on the part of the unlicensed person.

This Statute or Rule is not met as evidenced by:
Based on observation facahtys staff (#3) did not

follow appropfi dure in ing 1 out of
3 sampied resndents (resident #3) with her
of her

Findings include:

Observation on > at 12:00 noon revealed
that staff #3 placed medication from toa
plastic cup. Staff #3 told resident #3 "here is your
pill". Staff #3 observed resident #3 taking her pill.
Staff #3 did not verbally prompt Resident #3 to
take medication as directed.

Administrator acknowledged during interview
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Competency Test

Staff Training Requirements and Competency
Test.

{1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.

(a) The assisted !ivir}g facility core training

q e dep:
pursuant to Section 429.52, F.S., shall consist of
a minimum of 26 hours of training plus a
competency test.
{b) Administrators and managers must
plete the d living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
A pletion of the core
training requirements includes passing the
competency test. The minimum passing score for
the competency test is 75%. Administrators who
have attended core training prior to , 1897,
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 1l of
Chapter 468, F.S., are exempt from this
requirement.
{c) Admini ors and shall p
in 12 hours of continuing education in topics
related to assisted living every 2 years as
provided under Section 429.52, F.S.
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conducted on ‘at 2:00 PM, that staff #3
did not follow appropriate procedure when she
assisted resident #3 with her self administration
of her medication.
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(d) Anewly hlred administrator or manager who
the assit living

facmty core training and continuing education
requirements, shall not be required fo retake the
core training. An administrator or manager who
has successfully oompleted the core trannmg but
has not maintained the
requlrements will be considered a new

or for the purp of the
core training requirements and must:
1. Retake the assisted living facility core training;
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 test is taken.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility's
administrator failed to provide evidence of taking
the Core training and passing the core
competency test.

Findings include:

Facility's record review on at10:30 am.

revealed that the facility ' s administrator, (hired
) did not yet take the CORE training and

subsequently passed the Core competency test.

Interview with the facility's administrator that took
place on at 2:00 PM, revealed that he
has taken the Core training and passed the
required exam but he did not know where the
AFICA Form 3020-0001
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The facility shall maintain the following written
records in a form, place and system ordinarily
employed in good business practice and
accessible to Department of Elder Affairs and
Agency staff.

(1) FACILITY RECORDS. Fagility records shall
include:

(a) The facility ' s license which shall be displayed
in a conspicuous and public place within the
facifity.

{b) An up-to-date admission and discharge log
listing the names of all residents and each
resident’ s:

1. Date of admission, the place from which the
resident was admitted, and if applicable, a
notation the resident was admitted with a
pressure ... and

2. Date of discharge, the reason for discharge,
and the identification of the facility to which the
resident is discharged or home address, or if the
person is . the date of .
Readmission of a resident to the facility after
discharge requires a new entry. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intends to return pursuant to Rule 58A-5.025,
F.AC.

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not i on the log j inp

(b).

{d) An up-to-date record of major incidents
occurring within the last 2 years. Such record
shall contain a clear description of each incident;
the time, place, names of individuals involved;
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certificate was.
A 160 58A-5.024(1) FAC Records - Facility A 160
88=D
Records.
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witnesses; nature of injuries; cause if known;
action taken; a description of medical or other
services provided; by whom such services were
provided; and any steps taken to prevent
recurrence. These reports shall be made by the
individuals having first hand knowledge of the
incidents, including paid staff, volunteer staff,
emergency and temporary staff, and student
interns.
() The facility ' s emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described under Rule 58A-5.026, F.A.C., which
shali be located where immediate access by
facility staff is assured.
{f) Documentation of radon testing conducted
pursuant o Rule 58A-5.023, FA.C;
(g) The facility * s liability insurance policy
required under Rule 58A-5.021, FAC.;
(h) For facilities which have a surety bond, a copy
of the surety bond currently in effect as required
by Rule 568A-5.021, FA.C.
(i) The admission package presented to new or
prospective residents (less the resident 's
contract) described in Rule 58A-5.0182, FAC.
{j) If the facility advertises that it provtdes special
care for persons with ‘s or
related , a copy of all such facility
advertisements as required by Section 429.177,
F.8.
(k) A gris for iving and
ponding to resident ind
recommendations as described in Rule
58A-5.0182, FAC.
{1) All food service records required under Rule
58A-5.020, F.A.C., including menus planned and
served; county health department inspection
reports; and for facilities which contract for
catered food services, a copy of the contract for
catered services and the caterer ' s ficense or
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certificate to operate.
(m) All fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
o Section 420.41, F.$., and Rule Chapter
B9A-40, F.A.C., issued within the last two (2)
years.
(n) Al sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 64E-12, FAC.,
issued within the last 2 years.
{o) Pursuant to Section 429.35, F.S,, all

pl survey, i ion and plai
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
last § years.
{p) Additional facility records requirements for
facilities hoiding a limited mental health, extended
congregate care, of limited nursing services
license are provided in Rules 58A-5.028,
58A-5.030 and 58A-5.031, F.A.C., respectively.
(q) The facility ' s resident elopement response
policies and procedures.
(r) The facility ' s documented resident elopement
response drills.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the
assisted living facility failed to maintain an up to
date admission and discharge log.

Findings include:
Record review found that residents #5 was not

documented at the facility's admission and
i X i #5 was itted about 3

years ago.

Interview with the administrator on #2012 at
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Continued From page 8

2:10 p.m. confirmed the facility's admission and
discharge log was not accurate.

Class Ili

58A-6.024(3) FAC Records - Resident

(3) RESIDENT RECORDS. Resident records

shall be maintained on the premises and include:

{a) Resident demographic data as follows:

1. Name;

2. 5

3. Race;

4, Date of birth;

5. Place of birth, if known;

6. Social security number;

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

other health insurance H

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 health

care provider, and case manager if applicable.

{b) A copy of the medical examination described

in Rule 58A-5.0181, F A.C.

(c) Any health care provider ' s orders for

medications, nursing services, therapeutic diets,
, of other services to be

provided. supervised, or i the

facility that require a heatth care provider's

order.

(d) A signed statement from a resident refusing a

therapeutic diet pursuant to Rule 58A-5.020,

FAC.

(e) The resident record described in paragraph

58A-5.0182(1)(e), F.A.C.

{fy Aweight record which is initiated on

admission. information may be taken from the

resident ' s health assessment. Residents

A160

A162
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{g) 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, FAC. if
such consent is not included in the resident" s
contract.
(h) For facilities whuch manage a pill organizer,
assist with self: or
admlmster medications for a resudent the
ion records
to Rule 58A-5.0185, F.AC.
(i) A copy of the resident ' s contract with the
facility, including any addendums to the contract,
as described in Rule 58A-5.025, FA.C.
(i) 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 fransaction
made on behalf of the resident as required under
Section 428.27, F.S.
(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
42927, F.S.
{1} A copy of Alternate Care Certification for
. ) Form,
CF-ES 1008, 1998 if the resident is an
recipient. The absence of this form shall not
be considered a deficiency if the facility can
demonstrate that it has made a good faith effort
to obtain the required documentation from the
Department of Children and Family Services.
{m} D ion of the i ofa
health care surrogate, guardian, or the existence
of a power of attorney where applicable.

P
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with the activities of daily
living shall have their weight recorded
semi-annually.
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(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,
(o) For apartments, duplexes, quadruplexes, or
single family homes that are designated for
independent fiving but which are licensed as
assisted living facilities solely for the purpose of
ivering p | services to resi in their
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-5.025, F.AC, and
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
resident from the facility unless it is required by
contract to retain the records for a longer period
of ime. Upon request, residents shall be provided
a copy of their resident records upon departure
from the facility.
(q) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview the
assisted living facility failed to have 1 out of 7 (#5)
sampled resident records.

Findings include:

Record review found that resident #5 did not have
a record at the facility. Resident #5 was admitted
about 3 years ago. Record review found that the
facility did not have the following for resident #5:
a completed demographic data sheet, provider
orders, a weight recorded at admission, a signed
written informed consent for unlicensed staff

isting the resi with the self-
of medication, medical ination report anda
copy of the resident’s contract.

Interview with the administrator on at
2:10 p.m. confirmed that the facility did not have
records for resident #5.

Class lli

/;288%6 53A-35.040, FAC Change of Address AZ806

{2) Any request to amend a license must be

received by the Agency in advance of the

requested effective date as detailed below.

Requests to amend a license are not authorized

until the license is issued.

{a) Requests to change the address of record

must be received by the Agency 80 to 120 days in
of the ive date for the

following provider types:

1. Birth Centers, as provided under Chapter 383,

FS;

2. Abortion Clinics, as provided under Chapter

AHCA Form 3020-0001
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PREFIX
TAG
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D
PREFIX
TAG
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(X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-

REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY}

AZ806
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390, F.S,;

3. Crisis Stabilization Units, as provided under

Parts 1 and of Chapter 394, F.S.;

4. Short Term Residential Treatment Units, as

provided under Parts 1 and of Chapter 394,
S.

E
5. Residential Treatment Facilities, as provided
under Part .. of Chapter 394, F.S,;
6. Residential Treatment Centers for Children and
Adolescents, as provided under Part  of
Chapter 394, F.S,;
7. Hospatals as prowded under Part | of Chapter
305, F.
8. Ambulatory Surgical Centers, as provided
under Part | of Chapter 395, F.S.;
9. Nursing Homes, as provided under Part Il of
Chapter 400, F.S;
10. Hospices, as provided under Part  of
Chapter 400, F.S,;
11. Homes for Special Services as provided
under Part V of Chapter 400, F.8.;
12. Transitionai Living Facilities, as provided
under Part V of Chapter 400, F.S,;
13. Prescribed Extended Care Centers,
as provided under Part VI of Chapter 400, F.S.;
14. Intermediate Care Facilities for the
, as provided under

Part Vil of Chapter 400, F.S.;
16. Assisted Living Facilities, as provided under
Part | of Chapter 429, F.S.;
16. Adult Family-Care Homes, as provided under
Part It of Chapter 429, F.S.;
17. Adult Day Care Centers, as provided under
Part ill of Chapter 429, F.S.
(b) Requests to change the address of record
must be received by the Agency 21to 120 days in

of the req; ive date for the
followmg provider types
1. Drug Free
under Sections 112. 0455 and 440, 102 F S

AZB08
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2. Mobile Surgical Facilities, as provided under
Part 1 of Chapter 395, F.S,;
3. Health Care Risk Managers, as provided under
Part | of Chapter 395, F.8;
4. Home Health Agencies, as provided under Part
I of Chapter 400, F.S.;
5. Nurse Registries, as provided under Part Hi of
Chapter 400 F.8,;
6. Ci Services
Prowders as provnded under Part Il of Chapter
400, F.S.;
7. Home Medical Equipment Providers, as
provided under Part VIi of Chapter 400, F.S.;
8. Health Care Services Pools, as provided under
Part IX of Chapter 400, F.S.;
9. Health Care Clinics, as provided under Part X
of Chapter 400, F.S$., including certificate of
exemption;
10. Ciinical Laborateries, as provided under Part |
of Chapter 483, F S.;
Health Testing Centers, as
provnded under Part If of Chapter 483, F.S.;
12. Organ and Tissue Procurement Agencies. as
provided under Chapter 381, F.S.
{c) All other requests to amend a license
including but not limited to services, licensed
capacity, and other specifications which are
requlred to be displayed on the license by
statutes or appli rules must be
received by the Agency 60 to 120 days in
of the ffective date. This
deadline does not apply to a request to amend
hospital emergency services defined in Section
395.1041(2), F.8.

{3) Failure to submit a timely request shall result
in a $500 fine.

{4) Alicensee is not authorized fo operate ina
new location until a license is obteined which

FORM APPROVED
STATEMENT OF DEFIGIENCIES (X1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B.WING
AL11967413
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
4585 SW 159TH COURT
WEST DADE FAMILY CARE CORP MIAMIL, FL 33185
(X4) 10 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
TAG REGULATORY OR LSC {DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
AZ806 | Continued From page 13 AZB06
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
AL11987413

A BUILDING
B WING

{X2) MULTIPLE CONSTRUCTION

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

WEST DADE FAMILY CARE CORP

STREET ADDRESS, CITY, STATE, 2iP CODE

4585 SW 159TH COURT
MIAMI, FL. 33185

specifies the new location. Failure to amend a
license prior to a change of the address of record
constitutes unlicensed activity.

(5) The licensee shall return the license certificate
to the Agency upon the rendition of a final order
revoking, cancelling or denying a license, and
upon the voluntary discontinuance of operation.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview facility exceeded its licensed capacity
without prior approval from the Agency.

Findings include:

Observation on 1 at 9:00 a.m. revealed
that there were 7 resudents in the facility.
#1 and #2 # .
#3 and #4 occupied # . Resident #5
i# #6 and #7

___i# . Personal inventory for all 7 residents,
including clothes and sanitary products were
observed in the corresponding
Record review for all residents revealed that
resident #1 was admittedon |- . Resident #2
on . Resident #3 on i. Resident #4 on

. Resident #5 about 3 years ago. Resident
#6 on |- and resident#7 on |-
License posted was for 6 residents.
Floor plan posted indicated that all
were fo be occupied by ALF residents.
Interview with resident #5 (resident that put
facifity to overcapcity) that took place on
at 11:00 a.m. revealed that she has being in the
facility for about 3 years. She said she liked the
food and participated to all the activities in the
facility.

x4) D SUMMARY STATEMENT OF DEFICIENCIES © PRCMDER 'S PLAN OF CORRECTION o5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH ECTIVE ACTION SHOULD BE COMPLETE
G REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
AZ806 | Continued From page 14 AZB0B
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FORM APPROVED
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ETED
A BUILDING
B.WING
AL11967413
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4585 SW 159TH COURT
WEST DADE FAMILY CARE CORP MIAMI, FL 33185
X4 1D SUMMARY STATEMENT OF DEFIGIENCIES 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) ™G CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
AZ806 | Continued From page 15 AZ806
Administrator stated during interview conducted
on at 2:00 p.m. that Resident #5 was his
wife's aunt that she lives in a private
part of the facility.
Class I
AFICA Form 3020-0001
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FLORIDAAGENCY FOR HEATH CARE ADMENSTRATON

RICK $COTT -~ ELIZABETH DUDEK
GOVERNOR Better Health Care for ali Floridians SECRETARY
., , 2012
Administrator
‘West Dade Family Care Corp

4585 Sw 159th Court
Miami, FL, 33185

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 10/4/2012 to verify that the necessary corrections are in
place 1o correct the deficiencies identified on your survey,  _

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
hitp://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health 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 surveyor(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

smm

6”‘ Arlene Mayo-Davis
Field Office Manager

AMD:sy
Enclosure
XG90

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
http:itahca.myflorida.com

Miami Field Office

8333 NW. 53rd Street, Suite 300

Miami, FL 33166

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




