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AQOC Initial Comments A 000

Avisit for a standard biennial survey was made at
Blanca Azuzena with limited mental health
component.

Census: 5

The following deficiencies were identified:

A D93 58A-5.020(2) FAC Food Service - Dietary A093
$8=D Standards '

{2) DIETARY STANDARDS.

(a) The Tenth Edition Recommended Dietary
Allowances established by the Food and Nutrition
Board - National Research Council, adjusted for
age, __.. and activity, shall be the nutritional
standard used to evaluate meals. Therapeutic
diets shall meet these nutritional standards to the
extent possible. A summary of the Tenth Edition
Recommended Dietary Allowances, interpreted
by a daily food guide, is available from the DOEA
Assisted Living Program.

{b) The recommended dietary aliowances shall
be met by offering a variety of foods adapted to
the food habits, preferences and physical abilities
of the residents and prepared by the use of
standardized recipes. For facilifies with a licensed
capacity of 16 or fewer residents, standardized
recipes are not required. Unless a resident
chooses to eat less, the recommended dietary

| allowances to be made available to each resident
| daily by the facility are as follows:

| 1. Protein: 6 ounces or 2 Of more Servings;

[ 2. Vegetables: 3 5 servings;

1 3. Fruit: 2 4 or more servings,;

: 4. Bread and starches: 6 11 or more servings,;

i 5. Mitk or milk equivalent: 2 servings:;

| 6. Fats, oils, and sweets: use sparingly; and

i 7. Water.

| (6) All regular and therapeutic menus to be used
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by the facility shall be reviewed annually by a
registered dietitian, licensed dietitian/nutritionist,
or by a dietetic technician supervised by a
registered dietitian or licensed
dietitian/nutritionist, to ensure the meals are
commensurate with the nutritional standards
established in this rule. Portion sizes shall be
indicated on the menus or on a separate sheet.
Daily food servings may be divided among three
or more meals per day, including snacks, as
necessary to accommodate resident needs and
preferences. This review shall be documented in
the facility files and include the signature of the
reviewer, registration or license number, and date
reviewed. Menu items may be substituted with
items of comparable nutritional value based on
the seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus to be served shall be dated and
planned at least one week in advance for both
regular and therapeutic diets. Residents shall be
encouraged fo participate in menu planning.
Planned menus shall be conspicuously posted or
easily available to residents. Regular and
therapeutic menus as served, with substitutions
noted before or when the meal is served, shall be
kept on file in the facility for 6 months.

(e) Therapeutic diets shall be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style dining
or family style dining are not required to
document what is eaten uniess a heaith care
provider ' s order indicates that such monitoring is

| necessary. However, the food items which enable

residents to comply with the therapeutic diet shall

; be identified on the menus developed for use in

the facility.
2. The facility shall document a resident ' s

| refusal to comply with a therapeutic diet and

| 5
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notification to the resident ' s health care provider
of such refusal. If a resident refuses to follow a
therapeutic diet after the benefits are explained, a
| signed statement from the resident or the
resident ' s responsible party refusing the diet is
acceptable documentation of a resident ' s
preferences. In such instances daily
documentation is not necessary.
{f) For faciliies serving three or more meals a
day, no more than 14 hours shall elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
intervals between meals shall be evenly
distributed throughout the day with not less than
two hours nor more than six hours between the
end of one meal and the beginning of the next.
For residents without access to kitchen facilities,
snacks shall be offered at least once per day.
Snacks are not considered to be meals for the
purposes of the time between meals.
(g) Food shall be served attractively at safe and
palatable temperatures. All residents shall be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, shall be on hand.
{h} A 3-day supply of non perishable food, based
on the number of weekly meals the facility has
contracted with residents to serve, and shall be
on hand at all times. The quantity shall be based
| on the resident census and not on licensed
capacity. The supply shall consist of dry or
; canned foods that do not require refrigeration and
shall be kept in sealed containers which are
| labeled and dated. The food shall be rotated in
accordance with shelf life to ensure safety and
palatability. Water sufficient for drinking and food
| preparation shall also be stored, or the facility
* shall have a plan for obtaining water in an
| emergency, with the plan coordinated with and

Continued From page 2 A093
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reviewed by the iocal disaster preparedness
authority.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the faciiity
failed to have a 3 day emergency food supply.

Findings as follow:

On at about 9:00 a.m. it was
observed the facility was lack of emergency milk
by having 4 cans of condensed milk (2 cans of
condensed milk ( 1 can of magnolia Brand 14 oz;
1 can Cow and Milk 13.8 0z) ; 2 cans of

; Evaporated milk { 1 can of Brand Cow and mifl 12
Floz, 1 can Better Vaiue 12 Fl 0z)

On at about 9:00 the facility owner
stated the facility had lack of milk by having onty
2 cans of condensed milk { 1 can of magnolia
Brand 14 oz; 1 can Cow and Milk 13.8 0z}

2 cans of Evaporated milk { 1 can of Brand Cow
and mill 12 Fl oz, 1 can Better Value 12 Fl 0z)

Class il

A 162‘
SS=D‘
{3) RESIDENT RECORDS. Resident records

| shall be maintained on the premises and include:

| (a) Resident demographic data as follows:

i 1. Name;

2. ..

| 3. Race;,

| 4. Date of birth;

| 5. Place of birth, if known;

58A-5.024(3) FAC Records - Resident

| 6. Social security number;

AQ93
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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 health

care provider, and case manager if applicable.

(b} A copy of the medical examination described

in Rule 58A-5.0181, FA.C.

{c) Any health care provider ' s orders for

medications, nursing services, therapeutic diets,
, or 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,

(FAC

(e) The resident record described in paragraph

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

{f) A weight record which is initiated on

admission. Information may be taken from the

resident ' s health assessment. Residents

receiving assistance with the activities of daily

living shall have their weight recorded

semi-annually.

{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, FA.C, if

; such consent is not included in the resident s

| contract.

| (h) For facilities which manage a pill organizer,

| assist with self-administration of medications or

| administer medications for a resident, the

i required medication records maintained pursuant

| to Rule 58A-5.0185, F.A.C

| (i) A copy of the resident " s contract with the

! facility, including any addendums to the contract,

A162
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| as described in Rule 58A-56.025, F A.C,

| demonstrate that it has made a good faith effort

! assisted living facilities solely for the purpose of

| limited nursing, or extended congregate care

(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 transaction
made on behalf of the resident as required under
Section 429.27, 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
429.27, F.8,
{1} A copy of Alternate Care Certification for

. .. ) Form,
CF-ES 1006, 1988, if the resident is an

recipient. The absence of this form shall not

be considered a deficiency if the facility can

to obtain the required documentation from the
Department of Children and Family Services.

{m) Documentation of the appointment of a
health care surrogate, guardian, or the existence
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, F.A.C.

{0} For apartments, duplexes, quadruplexes, or
single family homes that are designated for
independent living but which are licensed as

delivering personal services to residents 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,

service shall be fimited to the following:
1. Alog listing the names of residents
participating in this arrangement; i

X4y | n x5)
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| Record review documented resident #1 admitied
Lon

on

Continued From page 8

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.A.C,; and

5. A health care provider ' s order for a
therapeutic diet if such diet is prescribed and the
resident participates in the meat 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 time. 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
ficense are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have the weights recorded semiannually
for 2 of 2 sample residents who receive
assistance with the activities of daily living

Findings as follow:

1 who receive assistance with the
activities of dally living last weight recorded was
dated

Record review documented resident #2 admitted
who receive assistance with the

A162
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A 162 Continued From page 7 A162
activities of dally living, last weight recorded was
dated .
[on at about 12:00 noon , the facility
| administrator satted the facility failed to record the
| weights for resident #1 and #2, semiannually.
Class 11
AL241

AL241 58A-5.029(2) FAC LMH - Records

§8=D

(2) RECORDS.

{a) A facility with a limited mental health license

shall maintain an up-to-date admission and

discharge log containing the names and dates of

admission and discharge for all mental health

| residents. The admission and discharge log

| required under Rule 58A-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

heaith training as required by Rule 58A-5.0191,

FAC.

i (0) Resident records for mental health residents

| in a facility with a limited mental health license
must include the following:

| 1. Documentation, provided by the Department of

| Children and Family Services within 30 days of

; the resident ' s admission to the facility, that the
resident is a mental health resident

; Documentation that the resident is receiving

| social security » or supplemental security

[ income, , and any

, of the following shall meet this requirement,

i a An affirmative statement on the Alternate Care

| Certification for | . -

IR )} Form, CF-ES 1006, 11988, that the

| resident is receiving SSI/SSDI due to a
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| b. Written verification provided by the Social

: Security Administration that the resident is

| receiving 881 or SSDI for a mental . Such

| verification may be acquired from the Social

. Security Administration upon obtaining a release
from the resident permitting the Social Security
| Administration to provide such information to the

| Department of Children and Family Services.

| €. Awritten statement from the resident ' s case

| 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) 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
; (il) The resident has been diagnosed as having a
| mental

{2 An appropnate placement assessment
prowded 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

| facility. Such assessment shall be conducted by a
| psychiatrist, chmcal psychologsst clinical social
worker or, nurse, or persen

| superwsed by one of these professionals.
| a. Any of the following documentation which

i contams 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;

| (i) Completed Alternate Care Certification for

| ) Form,

: CF-ES Form 1006, 1998;

| (i) Discharge Statement from a state mental
| hospital completed within 90 days prior to

| admission to the ALF provided it contains a

AL241
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statement that the individual is appropriate to five
in an assisted living facility; or

(iif) Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.

b. A mental health 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 facility 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. A Community Living Support Plan.

a. Each mental health resident and the resident’
s mental health case manager shall, in
cansultation 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 five in the assisted living facility and the
community,

(it} 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;

1 (ift) Includes any other services and activities to
be provided by or arranged for by the mental

| health care provider or mental health case

| manager to meet the resident ' s needs, and the
| frequency and duration of such services and

| activities;

i { )Includesthe """ of the facility to

; facilitate and assist the resident in attending

| appointments and arranging transportation to
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Continued From page 10

appointments for the services and activities
identified in the plan 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 list 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 heaith
services;
{vil} Is in writing and signed by the mental heaith
resident, the resident ' s mental health case
manager, and the ALF administrator or manager
and a copy placed in the resident ' s file. If the
resident refuses to sign the plan, the resident’s
mental health case manager shall add a
statement that the resident was asked but
refused to sign the plan;
{vifi} Is updated at least annually;
{ix) ‘include the : Agreement
described in subparagraph 4. If included, 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
prepared pursuant o Rule 65E-4.014, FA.C.,
which address all the elements listed in
sub-subparagraph a. above may be substituted.
Agreement, The mental health
care provcder for each mental health resident and

i the facility administrator or designee shall, within

30 days of the resident ' s admission to facility or

“ receipt of the resident ' s appropriate placement
| assessment, whichever is later, prepare a written
statement which:

a. Provides procedures and directions for

| accessing emergency and after-hours care for

AL241
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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 plan if the resident is on a plan
and the plan provides behavioral heaith services
under Section 409.912, F.§

¢ 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 facility 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
health care provider under contract to provide
mental health services to clients of the
department,

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed fo clearly identify 1 of 1 limited mental
health resident in the admission and discharge
records.

| Findings as follow:

Record review (health Assessment dated:

. } documented resident #2 admitted
on was a limited mental health
resident( @, ).

Record review documented resident #2 was not
identified as a fimited mental health resident in
the admission and discharge records

X4y SUMMARY STATEMENT OF DEFICIENCIES i i} PROVIDER'S PLAN OF CORRECTION i (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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AL241 Continued From page 11 § AL241

AHCA Form 3020-0001

STATE FORM

se3

OS8W11

¥ continuation sheet 12 of 13



PRINTED: 10/29/2012
FORM APPROVED

Agency for Health Care Administration
STATEMENT OF DEFICIENCIES X1) PROVIDERISUPPLIERICLIA , - {X3) DATE SURVEY
AND PLAN OF CORRECTION X1} Pl NUMB%R {X2) MULTIPLE CONSTRUCTION O COMPLETED
A BULDING
B. WING S
AL11967412 i :
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZiP CODE
1 252 Cl
BLANCA AZUZENA HOME CARE, INC R oW 252 TERRACE
x40 | SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION T xe
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
AL241' Continued From page 12 AL241
‘On * at about 12:00 noon the facility

owner stated resident #2 was a limited mental
health resident but was not identified as a LMH
resident in the admission and discharge record.
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FLORIDA ASENCY FOR HEALTH CARE ATRANISTRATIN
ELIZABETH DUDEK
K oo tR Better Heaith Care for all Floridians EORETARY

, 2012
Administrator

Blanca Azuzena Home Care, Inc
12414 Sw 252 Terrace

Homestead, FL. 33032 .
Dear Administrator:
This letter reports the findings of a state licensure survey that was conducted on 4, 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. fo 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
bttp://ahca.myflorida.com/Publications/Forms.shtml as a first step in p
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.

i b-based i
g a

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.

Sincerely,

- P

.
. '7W
o

Py Arlene Mayo-Davis
*" Field Office Manager

AMD:sy
Enclosure
XG9O

Miami Field Office

8333 N.W. 53rd Street, Suite 300

Miami, FL 33166

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

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
http:#/ahca.myflorida.com




