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A000: Initial Comments ¢ AOOD
An Abbreviated Biennial Licensure survey was
conducted on . North Miami Angel

Gardens Assisted Living Facility with Limited

Nursing Services had the following deficiencies

were identified: A0010, AD026, ADO30, ACOS3,

AQ058, AD079, AD081, and AD152

A010 58A-5.0181(4) FAC Admissions - Continued L AD10
$8=D, Residency '
(4) CONTINUED RESIDENCY. Except as follows |
in paragraphs (a) through (e) of this subsection, |
criteria for continued residency in any licensed
facility shall be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a face-to-face i
medical examination by a licensed health care !
provider at least every 3 years after the initial
assessment, or after a significant change,
whichever comes first. A significant change is
defined in Rule 58A-5.0131, F.AC. The results of |
the examination must be recorded on AHCA i
Form 1823, which is incorporated by reference in :
paragraph (2)(b) of this rule. The form mustbe |
completed in accordance with that paragraph.
After the effective date of this rule, providers shall i
have up to 12 months to comply with this H
requirement.
(a) The resident may be bedridden forupto 7
consecutive days. i
(b) A resident requiring care of a pressure ;
may be retained provided that: |
1. The facility has a LNS license and services are
provided pursuant to a plan of care issued by a
licensed health care provider, or the resident ‘
contracts directly with a licensed home health i
agency or a nurse to provide care;
2. The condition is documented in the resident ' s ;
record; and
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3. If the resident ' s condition fails to improve
within 30 days, as documented by a licensed
health care provider, the resident shall be
discharged from the facility.

©) A ill resident who no longer meets
the criteria for continued residency may continue ;
to reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents to the services of a licensed hospice
which coordinates and ensures the provision of
any additional care and services that may be
needed;

2. Continued residency is agreeable to the
resident and the facility,

3. An interdisciplinary care plan is developed and
implemented by a licensed hospice in H
consultation with the facility. Facility staff may
provide any nursing service permitted under the
facility * s license and total help with the activities
of daily living; and

4. Documentation of the requirements of this
paragraph is maintained in the resident ' s file.

(d) The administrator is responsible for :
monitoring the continued appropriateness of {
placement of a resident in the facility.

{e) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 58A-5.030, F.A.C. :
(5) DISCHARGE. If the resident no longer meets
the criteria for continued residency, or the facility |
is unable to meet the resident ' s needs, as :
determined by the facility administrator or i
licensed health care provider, the resident shall

be discharged in accordance with Section i
420.28(1), F.S.
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A010 Continued From page 2

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and staff
interview the facility failed to ensure that
! resident's met the continued residency criteria for
i 1 out of 3 {resident #3) sampled residents

| Findings Include:

Observations on at approximately 2:25

PM found the administrator wheeled resident #3

in her wheelchair from the dining to

the living . Administrator used the

assistance of staff #1 to transfer resident #3 from
wheelchair to the couch.

| In an interview with the administrator on
at approximately 3:05 PM, she stated resident #3
needs total assistance.

Record review of resident #3's health
| agsessment, dated , revealed resident
#3 required 24-hour nursing or T care.

in an interview with the administrator on
at approximately 3:10 PM, she stated resident
#3's health assessment was filled out by a new

Class 1l

A026
88=D

58A-5.0182(2) FAC Resident Care - Social &
Leisure 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

nurse practitioner and she will have him correct it

AD10

A 026
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individual and group activities in keeping with
each resident ' s needs, abilities, and interests.
{b) The facility shall consuit with the residents in

ing. p ing, and ing 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
cornmunication appropriate to the size of the
facility.
{c) Scheduled activities shall be ilable 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
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
choose to attend day programs conducted at
adult day care centers, senior centers, mental
heaith centers, or other day programs may count
those attendance hours towards the required
twelve (12) hours per week of scheduled
activities. An activities calendar shall be posted in
common areas where residents normally
congregate.
{d) If 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, record review, and

interview the facility failed to provide and reflect
the required twelve hours per week of activities.

Findings include:

Observations on from approximately
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Continued From page 4

10:42 AM to approximately 3:25 PM found no
activities being offered to the residents or staff
encouraging the residents to participate in any
organized activity.

Record review of the facility's activity calendar
posted revealed that each activity did not have a
time in which the activity took place nor did it
reflect how long the activity would be offered for.

in an interview with resident #1 at approximately
2:30 PM, he stated the only activities the facility
has is dominos and cards. He stated be plays
them sometimes but now they are missing some
cards out of the deck. He stated he gets to
participate in activities sometimes but he finds it
hard to understand the Spanish dominos.

In an interview with resident #2 at approximately
2:45 PM, she stated the facility does not offer
activities but the facility does take them on trips to
the supermarket, church, and takes them on
walks. She stated the facility plays bingo once in
awhile.

In an interview with the administrator on
at approximately 3:05 PM, she acknowledged the
findings.

Class 1l

58A-5.0182(8) FAC; 429.28 FS Resident Care -
Rights & Facility Procedures

{6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman

AQ26

A Q30
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Continued From page 5

Council shall be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
58A-5,0181, FA.C.

(b) In accordance with Section 429.28, F .8, the
facility shall have a written grievance procedure
for receiving and responding to resident

complai and for resk to rec

changes to facility policies and procedures. The
facility must be able to demonstrate that such
procedure is implemented upon receipt of a
complaint.

{c} The address and telephone number for
fodging complaints against a facility or facifity staff
shall be posted in full view in a common area
accessible to all resi The and
telephone numbers are; the District Long-Term
Care Ombudsman Council, 1(888)831-0404' the
Advocacy Center for Persons with
1{800)342-0823; the Florida Local Advocacy
Council, 1(800)342-0825; and the Agency
Consumer Hotline 1(888)419-3456.

(d) The statewide toll-free telephone number of
the Florida Hotline ™ 1(800)96~ or
1(800)962-2873 " shall be posted in full view ina
common area accessible to all residents.

(e) The facility shall have a written statement of
its house rules and procedures which shall be
included in the admission package provided
pursuant to Rule 58A-5.0181, F AC. The rules
and procedures shall address the facility ' s
policies with respect to such issues, for example,
as resident responsibilities, the facility ' s

and tobacco policy, medication storage, the
delivery of services o residents by third party
provnders resudent elopement and other

admir and he ping practices,
schedules, and requirements,

(f) Residents may not be required to perform any

work in the facility without compensation, except

A030
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include a requirement that residents be

federal minimum wage law.

telephone calls to residents. For facilities

residents reside.
{h) Pursuant to Section 428.41, F.S., the

not be considered a physical

429,28 Resident bill of rights.-

facility shall have the right to:
free from and neglect.

with due recognition of personal dignity,
individuality, and the need for privacy.

that facility rules or the facility contract may

responsible for cleaning their own sleeping areas
or apartments. If a resident is employed by the
facility, the resident shall be compensated, at a
minimum, at an hourly wage consistent with the

() The facility shall provide residents with
convenient access to a telephone to facilitate the
resident ' s right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.S. The facility shalt not prohibit unidentified

licensed capacity of 17 or more residents in
which residents do not have private telephones,
there shall be, at a minimum, an accessible
telephone on each floor of each building where

physical - shall be limited to half-
i rails, and only upon the written order of the
resident ' s physician, who shalf review the order
biannually, and the consent of the resident or the
resident ' s representative. Any device, including
half-bed rails, which the resident chooses to use
and can remove or avoid without assistance shall

{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges

gL d by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a

(a) Live in a safe and decent living environment,

(b) Be treated with consideration and respect and

A030

with a

use of
bed
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| living quarters, so as to maintain individuality and

! religious beliefs or practices, nor any attendance

Continued From page 7

{c} Retain and use his or her own clothes and
other personat property in his or her immediate

personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

{d) Unrestricted private communication, including
receiving and sending unopened
correspondence, access 1o a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.

(e) Freedom to participate in and benefit from
community services and activities and to achieve
the highest possible level of independence,
autonomy, and interaction within the community,
(f) Manage his or her financial affairs unless the
resident or, if applicable, the resident’ s
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in s. 429.27,

{g) Share a + his or her spouse if both
are residents of the facility.

(h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.

(i) Exercise civil and religious liberties, including
the right to independent personal decisions. No

at religious services, shall be imposed upon any
resident.

() Access to adequate and appropriate health
care consistent with established and recognized
standards within the community.

AQ30
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{k) At least 45 days* notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skifled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. in the
case of a resident who has been adjudicated
mentally , the guardian shall be
given at least 45 days * notice of a
nonemergency relocation or residency
termination. Reasons for relocation shall be set
forth in writing. In order for a facility to terminate
the residency of an individual without notice as
provided herein, the facility shall show good
cause in a court of competent jurisdiction.

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

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to honor resident rights to privacy.

Findings Include:
Qbservations on " at approximately 10:56

AM found a portable commode in #
located between two beds in a double occupancy
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Continued From page 9
resident

In an interview with the administrator at
approximately 10:57 AM, she stated the portable
commode is used so residents can use the

. _.night and she changes it in the
morning.

Observations on at approximately 10:59
AM found a portable commode in 5

located next to the dresser in a double occupancy
resident

in an interview with resident #2 on at
approximately 2:45 PM, she stated she uses the
portable commode in her ritis
easier {o get to. She stated she would prefer to
use the night but does not get any
help.

In an interview with the administrator on

at approximately 3:06 PM, she stated there is

only one residents use and

residents will use the portable commode if the
someone is in the . She

stated resident #2 uses it because she would

in the night when using the

Class Il

58A-5.0185(4) FAC Medication - Administration

(4) MEDICATION ADMINISTRATION.

1 (&) For facilities which provide medication
administration a staff member, who is licensed to
administer medications, must be available to
administer medications in accordance with a
health care provider ' s order or prescription label.
(b) Unusual reactions or a significant change in
the resident ' s health or behavior shall be

A030

A053
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Continued From page 10 A053

documented in the resident " s record and
reported immediately to the resident ' s health
care provider. The contact with the health care
provider shall also be documented in the resident
'8 record.
{c) Medication administration includes the
conducting of any examination or testing such as
glucose testing or other procedure
necessary for the proper administration of
medication that the resident cannot conduct
himself and that can be performed by licensed
staff.
{d} A facility which performs clinicat laboratory
tests for residents, including glucose
testing, must be in compliance with the federal
Clinical Laboratory improvement Amendments of
1988 (CLIA) and Part 1 of Chapter 483, F.S. A
valid copy of the State Clinical Laboratory License
and the CLIA Certificate must be maintained in
the facility. A state license or CLIA certificate is
not required if residents perform the test
themselves or if a third party assists residents in
performing the test. The facility is not required to
maintain a State Clinical Laboratory License or a
CLIA Certificate if facility staff assist residents in
performing clinical laboratory testing with the
residents ' own equipment. information about the
State Clinical Laboratory License and CLIA
Certificate is available from the Clinical
Laboratory Licensure Unit, Agency for Health
Care Administration, 2727 Mahan Drive, Mail
Stop 32, Tallahassee, FL 32308; telephone
(850)487-3109.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to ensure licensed
staff administered medications to 2 out of 3
{resident #2, #3) residents sampled.
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! Findings Include:

Observations on

AM found a in the fiving
concentrator in #.,anda
and 1 concentrator in #.

In an interview with the administrator on
assists residents with the
did not renew.

In an interview with the administrator on

every 6 hours and at 2:.00 PM.
Observations on
medication cabinet.

In an interview with staff #1 on

i In an interview with the administrator on

#3 uses the medication crusher because

her is in her record. She stated they both

washes it out when she is finished with it

at approximately 10:49
,an

at approximately 10:57 AM, she stated she
: concentrator
and used to be a Certified Nurses Assistant but

at approximately 11:01 AM, she stated that she

controls the for resident #1 because he
has bad CPD and helps with his ,, 1. She
stated resident #1 get his treatment

' at approximately 11:55
AM, medication crusher was found in the

approximately 11:56 AM, he confirmed the item
found was a medication crusher and stated both
he and the administrator crush medications.

at approximately 11:57 AM, she stated resident N

cannot swallow her medications. She stated the
doctor prescription to crush the medications for

, the pills and put it in catmeal, apple sauce, or in
pudding for resident #3. She stated she then

Record review of resident #3's file found a

she

crush
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Continued From page 12

physician order stating, "ALF can crush all tablets
can be crush.”

Record review of the facility Medication

Observation Record (MOR) found that the facility

was crushing the following medications for

resident #3: Tab 20 Milligrams (MG},
ap 3

and . 10 MG Tab.

In an interview with the administrator on

at approximately 12:13 PM, she confirmed the
medications that were being crushed for resident
#3 and stated if the medication is in a capsule,
she would open and pour the substance in food.

Personnel record review revealed the
administrator had a license fora Cemf ied Nursing
Assistant (CNA) that expired

Personnel record review revealed staff #1 had no
documentation of being a licensed nurse.

Observations on at approximately 2:04
PM found staff #1 took a vial out and brought it to

# ' where resident #1 was sitting in his bed.
Staff #1 turned the vial and twisted it open. He
slowly pour it into the top of the tube and asked
resident #1 for the masked and placed the mask
on the tube. Staff #1 then assisted resident with
placing over his head and then turned on the
button to the and left the

Record review of the facility MOR found that
. . BRO.SMG/ 3# 360 (Use 1
Vial Via every 6 hours as needed) was
in the vial staff #1 brought to resident #1 for

".... treatment.
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| them put it in. She also stated that she crushes

| cannot swallow so she crushes. She stated the
| Home Health Agency that comes won't help with

In an interview with staff #1 on -~ at
approximately 2:12 PM he stated he would wait
until treatment is over to initial the log. He stated
that is the same method he always uses and
either he or his wife assists with the treatment. He
stated no he is not a nurse.

In an interview with resident #1 on tat
approximately 2:30 PM, he stated the
administrator uses assists him with his

treatment and he sometimes does it himself but
staff #1 likes to do it for him. He stated when staff
#1 is not there he does it himself and he can do it
himself. He stated usually they just bring him the
medication for both the ; concentrator and

the and he can do it himself and does
the himself and sleeps with it on.
In an interview with resident #2 on rat

approximately 2:45 PM, she stated the
administrator helps her with her breathing
treatments. She stated she puts the stuff in the

and then puts the mask over her face.
She stated she does not use at night and
uses the once a day usually in the
morning,

in an interview with the administrator on -
at approximately 3:05 PM, she stated she
sometimes helps with the because their
hands are not good to open for resident #2 and
resident #1. She stated she only opens it and lets

the pills for resident #3 because of the doctor
order to crush the pilis. She stated resident #3
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| they only get paid for one service.
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(7) MEDICATION LABELING AND ORDERS.
(a) No prescription drug shall be kept or
administered by the facility, including assistance
with self-administration of medication, unless itis
properly labeled and dispensed in accordance
with Chapters 465 and 489, F.S., and Rule
64B16-28.108, F.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 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
person 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 shall be
contacted and requested to provide revised
instructions. Foran ™ as needed " prescription,
the circumstances under which it would be
appropriate for the resident to request the
ication and any limitati shall be sp:
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.
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{d} Any change in directions for use of a
medication for which the facility is providing

i e with self- it ion or

inistering ion must be acee

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
container which directs staff to examine the
revised directions for use in the MOR, or obtain a
revised label from the pharmacist.
(e) 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
a signed order is acceptable.
(f) The facllity shall make every reasonable effort
o ensure that prescriptions for residents who
receive assistance with self-administration of
medication or medication administration are filled
or refilied in a timely manner.
{g) Pursuant to Section 465.0276(5), F.S., and
Rule 64F-12.008, 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 shall also 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 shall be kept in a container that
bears a label containing the following:
1. Practitioner ' s name;
2. Resident ' s name;
3. Date dispensed;
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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.

This Statute or Rule is not met as evidenced by:
Based on observation and staff interview, the
facility failed to ensure medications were properly
labeled.

Findings Include:

Observations on at approximately 11:48
AM found the foliowing unfabeled

in the refrigerator with other
labeled medications assigned to specific
residents in the office: 850 mg
suppositories, Sterile .09% for
Irrigation usp, and a water bottied filled with a
white substance.

In an interview with the administrator on

at approximately 11:45 AM, she stated the
suppositories came with her First Aid kit and she
uses it for nobody. She stated she has it just in
case a resident needs it. She stated the water

| bottle filled with white substance was

milk but she is not sure because a resident
brought it yesterday and stated the neighbor gave
it to him for .

in an interview with the administrator on
at approximately 3:05 PM, she acknowledged the
findings.
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Class Hll

58A-5.019(4) FAC Staffing Standards - Levels

{4) STAFFING STANDARDS.
{a) Minimum staffing:
1. Facilities shall maintain the following minimum
staff hours per week:
Number of Residents  Staff Hours/Week
0-5
6-15 212
16-25 253
26-35 204
36-45 335
46-55 375
56-65 418
66-75 457
76-85 498
86-95
For every 20 residents over 95 add 42 staff hours
per week.
2. At least one staff member who has access to
facility and resident records in case of an
emergency shall be within the facility at all times
when residents are in the facifity. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.
3. In facilities with 17 or more residents, there
shall be at least one staff member awake at all
hours of the day and night.
4. At least one staff member who is trained in
First Aid and ., as provided under Rule
58A-5.0191, F.A.C., shall be within the facility at
all imes when residents are in the facility.
5. During periods of temporary absence of the
administrator or manager when residents are on
the premises, a staff member who is at least 18

| years of age, must be designated in writing to be 1

A 056

AQ79
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Continued From page 18

in charge of the facility.
6. Staff whose duties are exclusively building
maintenance, clerical, or food preparation shall
not be counted toward meeting the minimum
staffing hours requirement.
7. The administrator or manager ' s time may be
counted for the purpose of meeting the required
staffing hours provided the administrator is
actively involved in the day-to-day operation of
the facility, including making decisions and
providing supervision for all aspects of resident
care, and is listed on the facility ' s staffing
schedule.
8. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
(b) Notwnhstandmg the minimum staffing
specified in paragraph (a), all
facmttes including those composed of
apartments, shall have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents scheduled and unscheduled service
needs, resident contracts, and resident care
standards as described in Rule 58A-5.0182,
FAC.
{c) The facility must maintain a written work
schedule which reflects its 24-hour staffing
pattern for a given time period. Upon request, the
facility must make the daily work schedules for
direct care staff available to residents or
representatives, specific to the resident ' s care.
(d) The facility shall be required to provide staff
immediately when the Agency determines that the
requirements of paragraph {a) are not met. The

 facility shall also be required to immediately
; increase staff above the minimum levels
| established in paragraph (a) if the Agency

determines that adequate supervision and care
are not being provided to residents, resident care

AO78
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standards described in Rule 58A-5.0182, FAC.,
are not being met, or that the facility is falling to
meet the terms of residents ' contracts. The
Agency shail consult with the facility administrator
and residents regarding any determination that
additional staff is required.

1. When additional staff is required above the
minimum, the agency shall require the
submission, within the time specified in the
notification, of a corrective action plan indicating
how the increased staffing is to be achieved and
resident service needs will be met. The plan shall
be reviewed by the agency to determine if the
plan will increase the staff to needed levels and
meet resident needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, modifications may be made in staffing

| requirements for the facility and the facility shall
no lenger be required to maintain a plan with the

| agency.

3. Based on the recommendations of the local
fire safety authority, the Agency may require
additional staff when the facility fails to meet the
fire safety standards described in Section 429.41,
F.S., and Rule Chapter 69A-40, F.A.C., until such
time as the local fire safety authority informs the
Agency that fire safety requirements are being
met.

(e) Facilities that are co-located with a nursing

| home may use shared staffing provided that staff

hours are only counted once for the purpose of

| meeting either assisted living facility or nursing

| home minimum staffing ratios,
(f) Faciliies holding a limited mental health,
extended congregate care, or fimited nursing

| services license must also comply with the
staffing requirements of Rule 58A-5.029,

| B8A-5.030, or 58A-5.031, F.AC,, respectively.

| AoTe
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+ This Statute or Rule is not met as evidenced by:
i Based on record review and interview, the facility

failed to maintain an up to date facility staffing

| schedule.

; Findings Include:

Record review of the facility's staffing schedule
revealed the staffing schedule failed to record the

| month and day and had three employees present
| on the schedule,

In an interview with the administrator on

lat approximately 11:17 AM, she stated there is

only two emplayees currently working at the
facility due to tough economic times, her and staff

| #1. She stated because she and staff #1 are the

only employees she did not make a new

| schedule.

Inan interview with the administrator on
| at approximately 3:06 PM, she stated she does

not have staff and will get another staff once she

| gets one more patient. She stated she will putup
| a staffing schedule.

Class ill

58A-5.0191(2) FAC Training - Staff In-Service

{2) STAFF IN-SERVICE TRAINING, Facility

administrators or managers shall provide or

| arrange for the following in-service training to

facliity staff;
(a) Staff who provide direct care to residents,

| other than nurses, certified nursing assistants, or
. home health aides trained in accordance with

AQ79

A0B1
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i minimum of 1 hour in-service training in

| 2 CFR 1910.1030, relating to

| requirement,

i receive a minimum of 1 hour in-service training

| receive a minimum of 1-hour-in-service training

| handling practices.

Rule 58A-8.0095, F.A.C., must receive a

control, including universal precautions, and
facility sanitation procedures before providing
personal care to residents. Documentation of
compliance with the staff training requirements of
borne

., may be used to meet this

{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 major incidents,

2. Reporting adverse incidents,

3. 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, shall

within 30 days of employment that covers the
following subjects:

1. Resident rights in an assisted fiving facility.
2. Recognizing and reporting resident s
neglect, and B
(d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with Rule 58A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily
fiving.

(e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must

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

1. All 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 observation, record review, and
interview the facility failed to ensure that proper
technique reflected 1-hour-in-service training in
safe food handling practices.

Findings Include:

QObservations on ‘ at approximately 1:41
PM found the administrator asking residents if
they wanted cookies. if the resident would
request cookies, the administrator would use her
hand and take approximately three or four
cookies out and place it on a plate in front of the
resident. Observations found the administrator
was not wearing gloves at the time or washed her
hands prior to fouching the cookies,

| Personnel record review revealed the

administrator received a 1-hour-in-service training

| related to safe food practices on

In an interview with the administrator on

at approximately 3:05 PM, she stated that she
went to the washed her hands
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Class Ill i
A 152 58A-5.023(3) FAC Physical Plant - Safe Living A152

$8=D Environ/Other

{3) OTHER REQUIREMENTS.
{a) All facilities must:
1. Provide a safe living environment pursuant to
Section 429.28(1)(a), F.S.; and
2. Must be maintained free of hazards; and
3. Must ensure that all existing architectural,
mechanical, electrical and structural systems and
appurtenances are maintained in good working
order.
{b) Pursuant to Section 429.27, F.S., residents
shall be given the option of using their own
belongings as space permits, When the facility
supplies the furnishings, each resident

sleeping area must have at least the following
furnishings:
1. Aclean, comfortable bed with a mattress no
less than 36 inches wide and 72 inches long, with
the top surface of the mattress a comfortable
height to ensure easy access by the resident;
2. Acloset or wardrobe space for hanging
clothes;
3. Adresser, chest or other furniture designed for
storage of personal effects;
4. Atable, bedside lamp or floor lamp, and waste
basket; and
5. A comfortable chair, if requested.
: {¢) The facility must maintain master or duplicate
! keys to resident 1o be used in the
event of an emergency.
(d) Residents who use portable bedside
commodes must be provided with privacy during
use.
(e) Facilities must make available linens and
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personal laundry services for residents who
require such services. Linens provided bya |
facility shall be free of tears, stains and not be i

| This Statute or Rule is not met as evidenced by:
1 Based on observation and interview the facility
failed to maintain resident wallpaper.

Findings Include:

| Observations on at approximately 10:49
| AM found missing walipaper and wallpaper

. hanging down on the walls in all resident

| observed ( #, # ,and #).

atapproximately 3:05 PM she acknowledged the'
 findings and stated her daughter is coming this
| weekend so they can fix the wallpaper.

‘ Class Hli

[
|
|
|
|
|
|
|
|
|
|
|
!
|
|
|
|
|
I
|
|
|
| |
[ In an interview with the administrator on ! i‘
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2012

Administrator

North Miami Angel Gardens Alf Inc
13010 Ne 9th Avenue

North Miami, FL 33161

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 indi the deficiencies that were identified
on the day of the visit, Section 408.81 1(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 afier 10/04/2012 to verify that the necessary corrections are in
Place to 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

ht_tg://ahg.mmoridacom/l’ublications/Formsshtml as a first step in providing a web-based interactive

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) 593-3160.

Sincerely,

AN

. Arlene Mayo-Davis
Field Office Manager

AMD:sy
Enclosure
XG90

B
Headquarters Miami Field Office
2727 Mahan Drive 8333 N.W. 53rd Street, Suite 300

Tallahassee, FL 32308

hiip:/iahea.myfiorida.com (’Gml, FL 33166

Mi
Phone (305) 593-3100; Fax (305) §93-3121




