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Initial Comments

An Bienial Abbreviated Survey was conducted at
South Floridian Village Corp. Assisted Living
Facility (ALF) with Limited Mental Health (LMH)
and Limited Nursing Services (LNS) components
on .. The following deficiencies were
found at the time of the visit.

58A-5.0182(6) FAC; 429.28 FS Resident Care -
Rights & Facility Procedures

(6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

(@) 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
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, FAC.

{b) In accordance with Section 429.28, F.S,, the
facility shall have a written grievance procedure
for receiving and responding fo resident
complaints, and for residents to recommend
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 facility staff
shall be posted in full view in a common area
accessible to all residents. The addresses 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 LocalAdvocacy
Council, 1(800)342-0825; and the Agency
Consumer Hotline 1(888)413-3456.

{d) The statewide toll-free telephone number of
the Florida Hotline " 1{800)96- _.or
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1{800)962-2873 " shall be posted in full view in a
common area accessible to all residents.
(e) The facility shall bave a written statement of
its house rules and procedures which shall be
included in the admission package provided
pursuant to Rule 58A-6.0181, F.A.C. The rules
and procedures shall address the facility ' s
policies with respect to such issues, for example,
as resident responsibilities, the facility ' s i
and tobacco policy, medication storage, the
delivery of services to residents by third party
providers, resident elopement, and other
inistrative and i i

schedules, and requirements.

{f) Residents may not be required to perform any
work in the facility without compensation, except
that facility rules or the facility contract may
include a requirement that residents be
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
federal minimum wage law.

(g} 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 shall not prohibit unidentified
telephone calls to residents. For facilities with a
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 flcor of each building where
residents reside.

(h) Pursuant to Section 429.41, F.S., the use of
physical shall be limited to half-bed
rails, and only upon the written order of the
resident ' s physician, who shall review the order
biannually, and the consent of the resident or the

| resident " s representative. Any device, including
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half-bed rails, which the resident chooses to use
and can remove or avoid without assistance shall
not be considered a physical )

429.28 Resident bill of rights.~
(1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
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
facility shall have the right to:
{a) Live in a safe and decent living environment,
free from and neglect.
(b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.
{¢) Retain and use his or her own clothes and
other personal property in hns or her rmmedrate
living g , 50 as to lity and
personal dlgmty except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other resrdents
YU >

d private ¢ ication, i
receiving and sending unopened
correspondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and § p.m.
ata minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-fown 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
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facility to provide safekeeping for funds as
provided in s. 420.27.

{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.

{1} Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.

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

(k) At least 46 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 fo a
facility providing a more skilled 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 r jon 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
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advocates and the right to be a member of, to be
active in, and to asscciate with advocacy or
special interest groups.

This Statute or Rule is not met as evidenced by:
Based on observation and interview facility failed
to respect the rights of the residents in #2
by having a portable toilet in the wo
residents and a con joining 1 a resident
has to enter and exit to enter a common areas of
the facility.

Findings includes:
1. Observation during tour of the facility @ 10:15
am, in # .which has two residents, there
was a portable toilet in the no privacy
curtin. In the same resident
| to entered through which was divided

bya . the resident in the attatched

 fo enter/exit to enter the common
area of the facility. Pictures were taken to show
evidence of the .

2. Interviewed administrator on

11:00armn, she stated that the were
connected and that there was not a privacy cutin
in the 1# . which had two female residents.

Class il

A 055 58A-5.0185(6) FAC Medication - Storage and
88=D Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
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residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises; or
in their or apartments, which must be kept
locked when residents are absent, unless the
medication is in a secure place within the

or apartments or in some other secure place
which is out of sight of other residents, However,
both prescription and over-the-counter
medications for residents shall be centrally stored
it

1. The facility administers the medication;

2. The resident requests central storage. The
facility shall maintain a list of all medications
being stored pursuant to such a request;

3. The medication is determined and documented
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that because of
physical arrangements and the condltrons or
habits of , the p X of
medication by a resdent poses a safety hazard to
cother residents; or

6. The facility " s rules and regulations require
central storage of medication and that policy has
been provided to the resident prior to admission
as required under Rule 58A-5.0181, FAC.

{b) Centrally stored medications must be:

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

2. Located in an area free of dampness and
abnormal temperature, except that a medication
requiring refrigeration shall be refrigerated.
Refrigerated medications shall be secured by
being kept in a locked container within the

 refrigerator, by keeping the refrigerator locked, or
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() Faciiiies that hold a Special-ALF permit issued

by keeping the area in which refrigerator is
located locked;

3. Accessible to staff responsible for filling

pili-¢ i isting with self ini

or administering medication. Such staff must
have ready access to keys to the medication
storage areas at ali times; and

4. Kept separately from the medications of other
residents and properly closed or sealed.

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

{d) When a resident ' s stay in the facility has
ended, the administrator shall return all
medications to the resident, the resident's
family, or the resident’ s guardian unless
otherwise prohibited by law. If, after notification
and waiting at least 15 days, the resident ' s
medications are still at the facility, the
medications shalf be considered abandoned and
may disposed of in accordance with paragraph
(e).

() Medications which have been abandoned or
which have expired must be disposed of within 30
days of being determined abandoned or expired
and disposition shall be documented in the
resident’ s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
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by the Board of Pharmacy may return dispensed §
medicinal drugs to the dispensing pharmacy
pursuant to Rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview facility failed
to have medication lock away in a locked
cabinet, locked cart, or other locked storage
receptacle.

Findings includes:

1. Observation of unlocked medication in the

kitchens unlocked refrigerator upper shelves. On
@ 10:15 am medications were found to

be on refrigerator shelves (photos were taken).

Medications: proenthegan 25 mg supp/

Suppositories/ 10mg

supp/ 650 mg supp.

2. Interviewed administrator on @ 10:30
am, she stated that medications were not locked
in a secure area in the kitchens refrigerator.

Class Ill

SAS 0'{)8 58A-5.019(2) FAC Staffing Standards - Staff A078
(2) STAFF.
(a) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based
on a examination conducted within the last six
months, that the person does not have any signs
or symptems of a communicable
including . Freedom from

must be documented on an annual
basis. A person with a positive test
must submit a health care provider ' s statement
that the person does not constitute a risk of
communicating .. Newly hired staff
does not include an employee transferring from
AHCA Form 3020-0001
STATE FORM 6038 PE4ATI #f continuation sheet 8 of 16
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one facility to another that is under the same
management or ownership, without a break in
service. If any staff member is later found to

AO78

have, oris d of having, a

until the administrator determines that su
condition no longer exists.

with his/her level of education, training,
preparation, and experience. Staff providi

, he/she shall be removed from duties

{b) All staff shall be assigned duties consistent

services requiring licensing or certification must
be appropriately licensed or certified. All staff

ch

ing

shall ise their responsibilities,

to the resident ' s health care provider in
accordance with this rule chapter.

{c) All staff must comply with the training
requirements of Rule 58A-5.0191, FA.C.
{d) Staff provided by a staffing agency or

agency or contractor will be providing to
residents.

more residents, the facility shall:

to each staff member; and
2. Maintain time sheets for all staff.

have been tested for a Communicable

with their qualifications, to observe residents, to
document observations on the appropriate
resident ' s record, and to report the observations

employed by a business entity contracting to
provide direct or indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing

(e) For facilities with a licensed capacity of 17 or

1. Develop a written job description for each staff
position and provide a copy of the job description

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

or
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Continued From page 9
a ) test.

Findings includes:

1. Record review revealed that employees #3/#4

did not have testing in the areas for a

Communicable ora { B]

test.

Employee #3 (caretaker) started on and

employee #4 (caretaker) started on

2. Interviewed administrator on @2:00

pm, she stated that both employees #3144 did not

have any documentation in their files stating

freedom from Communicable incluving
test were ever done.

Class Il

58A-5.0191(9) FAC Training - ADRD

(9) 'S AND RELATED

{" ADRD "} TRAINING
REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 434.4.6 of the Florida Building
Code, as adopted in Rule 8N-1.001, F.A.
Florida Building Code Adopted, must ensure that
facility staff receive the following training.
{a) Facllity staff who have regular contact with or
provide direct care to residents with ADRD, shall
obtain 4 hours of initial training within 3 months of
employment. Completion of the core training
program between , 1998 and , 2003
shall satisfy this requirement. Facility staff who
meet the requirements for ADRD training
providers under paragraph (g) of this subsection
will be considered as having met this
requirement. " Staff who have regular contact "
means staff who interact on a daily basis with
residents but do not provide direct care to

AO078
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residents, Initial training, entitied * 's
Related Level [ Training, "

must address the following sub]ect areas:

1. Understandlng and

related

2. Characteristics of
3. Communicating with residents with
s i
4. Family issues;
5. Resident environment; and
6. Ethical issues.
{b) Staff who have received both the initial one
hour and continuing three hours of ADRD training
pursuant to Sections 400.1755, 429.917, and
400.6045(1), F.S., shall be considered to have
met the initial assisted living facility

and Related Level | Training.
{c) Facility staff who provide direct care to
residents with ADRD must obtain an addutlonal 4
hours of training, entitied " 's
and Related Level ll Training, " within
9 months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph (g) of this subsection will be
cons:dered as having met this requirement.

's and Related ;
Level Il Training must address the following
subject areas as they apply to these
1. Behavior management,
2. Assistance with ADLs;
3. Activities for residents;
4. Stress management for the care giver; and
5. Medical information.
(d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a) and (b}
of this subsection can be found in the document
" Training Guidelines for the Special Care of

Persons with 's ... and Related

. " dated 1999, incorporated by
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reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32398-7000.
(e) Direct care staff shall participate in 4 hours of
continuing education annually as required under
Section 429.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by Section 429.52, F.S., and subsection
(1) of thls rule, or 3 of the 8 hours of continuing
for gate care required

by subsection (7) of thts rule
{f) Facility staff who have only incidental contact
with residents with ADRD must receive general
written information prowded by the facnllty on

ing with such under
Section 429.178, F.S,, within three (3) months of
employment. * Incidental contact " means all
staff who neither provide direct care nor are in
regular contact with such residents.
{9) Persons who seek to provide ADRD training in
accordance with this subsection must provide the

or its desi with doc ion
that they hold a Bachelor ' s degree from an
accredited college or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with
's or related jor
2. Three years of practical experience in a
program providing care fo persons with
or related
3 Completed a specialized tralmng program in
the subject matter of this program and have a
minimum of two years of practical experience in a
program providing care to persons with
or related i

(h) With reference to requirements in paragraph
(@), a Master ' s degree from an accredited
college or university in a subject related to the
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content of this training program can substitute for
the teaching experience. Years of teaching
experience related to the subject matter of this
training program may substitute on a year-by-year
basis for the required Bachelor’ s degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 2 out of 4 employees to have
training in areas for level
1flevel11 after 9 months of employment.

Findings includes:
1. Record review revealed that employee #4
started on ‘ and did not have training for
level 1or for level Il
Employee#4 has levet | fraining but did not have
level l training .

2. Interviewed administrator on @
2:00pm, she stated that both employees did not
their training for level Hlevel [l in files.

Class Il

58A-5.023(3) FAC Physical Plant - Safe Living
Environ/Other

{3) OTHER REQUIREMENTS.

(a) All faciiities 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

A086

A182
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belongings as space permits. When the facility
supplies the furnishings, each resident

sleeping area must have at least the following
furnishings:
1. A clean, comfortable bed with a mattress no
less than 36 inches wide and 72 inches long, with
the top surface of the matiress 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 comfortabie chair, if requested.
{c) The facility must maintain master or duplicate
keys to resident to be used in the
event of an emergency.
{d) Residents who use porfable bedside
commodes must be provided with privacy during

use.
(e} Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facility shall be free of tears, stains and not be

This Statute or Rule is not met as evidenced by:
Based on observation and interview facility failed
provide a safe fiving environment , must be
maintained free of hazards and A comfortable
Chair without tears.

Findings includes:

1. Observations during tour of the facility @
11:00am photos were taken of the areas which
there was water damages to the outide areas of

A 152
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the facility from rotten wood torn out window
screens/outside lighting fixtures with elctrical
wires showing . Holes in the under panels of the
roof. Missing window screens. Inside of the
facility the was a chair blocking an exit to the
back porch area to the swimming pool. Inside of
the facility's common area the is a leather
reclyning chair with tears on it. The swimming
pool and the smali sona were unkept.

2. Interviewed administrator on @
12:00n00n, she wittness surveyor when all
pictures were being taken, she stated that the
facility had to fix alt of the things that were found
and admitted they were in bad shape.

Class Il

A152
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FLORIDA AGENCY FOR HEALTH CARE ADMINGTRATION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY

52012

Administrator

South Floridian Village Corp
9220 Sw 45 Terrace

Miami, FL 33165 '

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.

St this office will conduct a rey: ter 12/18/2012 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 followii g Survey

activity. This form has been placed on the Agency's website at
bttp://ahea.myflorida.com/Publications/Forms.shtm 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 sarveyor(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
Arlene Mayo-Davis ;
Field Office Manager
AMD:sy
Enclosure
XG990
Headquarters Miami Field Office

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

8333 N.W. 53rd Street, Suite 300
Miami, FL 33166
Phone (305) §93-3100; Fax (305} 693-3121




