PRINTED: 10/26/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION xn o

IDENTIFICATION NUMBER:

AL11966576

B.WING

(X2) MULTIPLE CONSTRUCTION
A BULDING

{X3) DATE SURVEY

R

NAME OF PROVIDER OR SUPPLIER

CAROLINA'S CARE CENTER CORP #3

STREET ADDRESS, CITY, STATE, ZIP CODE

8100 WEST 12 AVENUE
HIALEAH, FL. 33014

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

2]
PREFIC
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIA DATE

DEFICIENCY)

X8}
\TE

{A 000}y

A Q79|
§8=D

Initial Comments

A Complaint (CCR #2012008948) Follow-up
Survey was completed at Carolina's Care Center
Corp #3 with Limited Nursing Services (LNS) and
Limited Mental Health (LMH) components on

.. The following deficiencies were found
at the time of survey. A079 and A 160. The
following deficiency was identified as corrected at
the time of survey: A080.

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

{4) STAFFING STANDARDS,
{a) Minimum steffing:
1. Facilities shall maintain the following minimum
staff hours per week:
Number of Residents  Staff Hours/Week
05 168
6-15 212

16-25 263

26-36 294

36-45 335

46-55 375

56-65 416

66-76 457

76-85 498

86-95 539
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 imes
when residents are in the facility. 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 faciiities with 17 or more residents, there
shall be at least one staff member awake at all
hours of the day and night.

{A 000}
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4. Atleast one staff member who is trained in
First Aid and , @s provided under Rule
58A-5.0191, F.A.C., shall be within the faciiity at
all imes when residents are in the facility.
5. Dunng penods of temporary absence of the
when resi are on

the premises, a smﬁ member who is at least

_ . must be designated in writing to be
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, inciuding 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) NoMlu\sIandmg the minimum staffing

ified in p (a) all

facllmes mcludmg those eomposed of
apartments, shall have enough qualified staff to
provide resident supervision, and fo provide or
arrange for resident services in accordance with
the and heduled service
needs, resident contracts, and resident care
standards as described in Rule 58A-5.0182,
F.AC.
{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.
ARCAForm 30200001
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(d) The facility shall be required to provide staff
immediately when the Agency determines that the
requirements of paragraph () 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
standards described in Rule 58A-5.0182, FAC.,
are not being met, or that the facility is failing to
meet the terms of residents ' contracts. The
Agency shall consult with the facility administrator
and resi garding any ination that
additional staff is required.
1. When additional staff is required above the
minimurm, the agency shall require the
subrmission, 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 longer 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 faciiity fails to meet the
fire safety standards described in Section 429.41,
F.8., 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

AQ0T9
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hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facllitles holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of Rule 58A-5.029,
58A-5.030, or 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the
assisted living facility failed to have a staff pattem
available at the facility.

Findings include:

Record review found that the facility's staff pattermn
posted did not have any employee names listed
from The facnmy did not
have a staffing pattern avanlab!e for review for the
month of

The administrator stated on at 1121
a.m. "t know | have not done that one”.

Class it

A 160| 58A-5.024(1) FAC Records - Facility

Records.

The facility shall maintain the following written
records in & form, place and system ordinarily
empioyed in good business an
accessible fo Department of Elder Affairs and

Agency staff.

{1) FACILITY RECORDS. Facility records shall
include:

{a) The facility * s license which shall be displayed

A079

A 160
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in a conspicuous and public place within the
facili

{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 . 5 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,
FAC,

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

(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;
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 reporis shall be made by the
|ndmduals havmg first hand knowledge of the
paid staff, staff,
emergency and temporary staff, and student
interns.
{e) 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
AFCA Form 30200001
STATE FORM o Q3XR12 ¥ continuation sheet 50t 8
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shall be located where immediate access by
facility staff is assured.

{f) Documentation of radon testing conducted
pursuant to Rule 58A-5.023, FAC.;

(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 58A-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, FA.C.
{j) If the facility advertises that it pmvndes special

care for persons with or
related , a copy of all such facility
advertisements as required by Section 428.177,
F8.
(k) A gri p for iving and

ing to resident ints and
recommendations as described in Rule
58A-5.0182, FA.C.

{1) Alli food service records required under Rule
58A-5.020, F.A.C,, including menus planned and
served; county health department inspection
reports; and for facifities which contract for
catered food services, a copy of the contract for
catered services and the caterer ' s license or
certificate to operate.
(m} Al fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
to Section 429.41, F.S., and Rule Chapter
69A-40, F.A.C., issued within the last two (2)
years.
{n} All sanitation inspection reports issued by the
county heaith department pursuant to Section
381.031, F.8,, and Chapter 64E-12, FAC.,
issued within the last 2 years.
{©) Puvsuant to Secnon 429 35,F.S, all

leted survey, an i
investigation reports, and notices of sanctions
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and moratoriums issued by the agency within the
last & years.

{p) Additional facility records requirements for
facilities holding a limited mental heaith, extended
congregate care, or limited nursing services
ficense are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.
{q) The faciiity ' 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 ensure that 1 out of
2 @#1) had a comp
application with references. The faciity failed to
have 1 out of 2 (#2) sampled employees’ freedom
from communicable including

statement.

Findings include:

Record review found that staff #1 did not have a
p gl atthe
facilily. Record review found that staff #2
ager) did not have a from

at the facilty.

interview with staff #1 on at 10:00 a.m.
revealed that she has been working at the facility
for 3 days. Interview with the administrator on

‘at 11:14 a.m. revealed that staff #1 did
not have a completed application but she was
filing one out during the survey. The
administrator confirmed that the facility did not
have a statement at the facility for staff #2.

A 180
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FLORDA AGENCY FOR HEALTH CARE ADMINSTRATON

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians ECRETAR'

,2012

Administrator

Carolina's Care Center Corp #3 CCR#2012008948 f/u
8100 West 12 Avenue

Hialeah, FL. 33014

Dear Administrator:

This letter reports the findings of a revisit survey to a complaint conducted on , 2012by
representative(s) of this office. Enclosed is the provider's copy: of ﬂ;e Statement of Deﬁc:encxes and Plan of
Correction (State Form 3020), which refe the fi ies and/or new deficiencies, identified
during the revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. All deficiencies
shall be corrected no later than + 2012,

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
http://shea.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 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. Should you have any questions please call this office at

(305) 593-3100.
Smcerely, ;

Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
BBT7
Headquarters Miami Fieid Office
2727 Mahan Drive 8333 N.W. 53rd Street, Suite 300
Tallahassee, FL 32308 Miami, FL 33166

hitpi/fahea.myflorida.com Phone (305) 593-3100; Fax (305) 5933121




