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Initial Comments

An abbreviated survey was on
.. Ibis Home Care Asssited Living
Facility had the following deficiencies.

58A-5.019(2) FAC Staffing Standards - Staff

(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 symptoms 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
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
have, or is suspected of having, a communicable

, he/she shall be removed from duties
untit the administrator determines that such
condition no longer exists.
{b) All staff shall be assigned duties consistent
with his/her level of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or certified. All staff
shall exercise their responsibilities, consistent
with their qualifications, to observe residents, to
document observations on the appropriate
resident ' s record, and to report the observations
to the resident ' s health care provider in
accordance with this rule chapter.
{c) Al staff must comply with the training
requirements of Rule 58A-5.0181, F.A.C.
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{d) Staff prowded by a staffing agency or
d by a entity c g to

prowde 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
agency or contractor will be providing to
residents.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility shall:

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

2. Maintain time sheets for all staff,

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to document freedom from communicable

including for 2 of 3 (#1and
#2) sample staff.

Findings as follow:

Record review documented last freedom from

communicable including

statement for staff #1 (hired on ) was
dated . Record review documented
last freedom from communicable

including i statement for staff #2
{hired on ) was dated .

On »at about 10:45 a.m. staff #1
{facility administrator) stated the freedom from
communicable for staff #1 and #2 were
expired.
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(4 FIRSTAIDAND ... .
{ ). Astaff memberwho
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.
{a) Documentation of attendance at First Aid or
“course offered by an accredited college,
university or vocational school; a licensed
hospital; the American Red Cross, American
Association, or National Safety Council; or
a provider approved by the Department of Health,
shall safisfy this requirement.
{b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical ician or p di
certified under Part lll of Chapter 401, F.S,, shall
be considered as having met the training
requirements for both First Aid and

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to have a staff trained
#3)in and First Aid in facility at all times.

Findings as follow:

On . .. . at about 8:50 a.m. it was
observed staff #3 (caretaker) alone in facility with
4 residents.
Record review documented the facility failed to
have proof of the and First Aid training for
staff #3 (caretaker) available for review. in
addition staff #2 had neither the First Aid and
“training available for review.

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIERICLIA TIPLE CONSTR (X3) DATE SURVEY
AND PLAN OF CORRECTION ) I ATION NOMBER {X2) MULTIPLE CONSTRUCTION COMPLETED
A BULDING
B. WING
AL11966362
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iP CODE
15088 SW 71 LANE
IBIS HOME CARE INC AL LL 3kl
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES (2] PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE.
DEFICIENCY)
A 083 Continued From page 2 A083
A0B3 56A-5.0191(4) FAC Training - First Aid and A083
ss=D

{

AHCA Form 3020-0001

STATE FORM

KTaN11

If continuation sheet 3 of 7




PRINTED: 11/27/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERIGLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

AL11966382

{X2) MULTIPLE CONSTRUCTION
A. BUILDING
B. WING

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

IBIS HOME CARE INC

STREET ADDRESS, CiTY, STATE, Z2iP CODE

15088 SW 74 LANE
MIAMI, FL 33193

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FutL
REGULATORY OR LSC IDENYIFYING INFCRMATION)

iD
PREFIX
TAG

B CROSSREFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION

{X5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

DEFICIENCY}

A 08:

@

A 084
§8=D

Continued From page 3

On at about 11:00 a.m. the facility
administrator stated the facility failed to have
proof of the - and First Aid training for staff #2
and #3 (caretakers) available for review. The
facility administrator admitted staff #3 was alone
in facility with 4 residents at about 8:50 a.m..

Class Il

58A-5.0191(5) FAC Training - Assis Self-Admin
Meds & Med Mgmt

(5) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION
MANAGEMENT, Unllcensed persons who will be
providing assi with
medications as described in Rule 58A-5.0185,
F.A.C., must meet the training requirements
pursuant to Section 429.52(5), F.S., prior to
assuming this responsibility. Courses provided in
fulfilment of this requirement must meet the
following criteria:
{a) Training must cover state law and rule
requlrements wrth respect to the supervision,
ion, and of

medlcatlons in assisted living fac»!mes

es and techni for assi the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident, common medications; the importance of
taking medications as prescribed; recognition of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include demonstrations of proper techniques and
provide opportunities for hands-on learning
through practice exercises.
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{b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates

an ability to:
1. Read and understand a prescnpnon Iabe!
2. Provide i with n in

accordance with Section 429.256, F.S., and Rule
58A-5.0185, F.A.C., including:

a. Assist with oral dosage forms, | dosage
forms, and | . . and nasal
dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;
¢. Recognize the need to obtain clarification of an
" as needed " prescription order;
d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident ' s health care provider or.
facility employer of inability to assist in the
administration of such orders;
e. Complete a medication observation record;
f. Retrieve and store medication; and
g. Recognize the general signs of adverse
reactions to medications and report such
reactions.
(c) Unlicensed persons, as defined in Section
429.266(1)(b), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 4 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education tramlng on provndmg

with self
and safe medication practices i m an assisted
living facifity. The 2 hours of continuing education
training shall only be provided by a licensed
registered nurse, or a licensed pharmacist.
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This Statute or Rule is not met as evidenced by:

Based on record review and interview the facility

failed to have 1 of 3 (#3) sample staff who assist

with self administration of medications trained in
isti i with self administration of

medications.
Findings as foliow:

Record review documented the facility failed to
have the medication training for staff #3 who
assists with self administration of medications.

On at about 11:00 a.m. the facility
administrator stated th facility failed to have proof
of the medication training for staff #3 who assists
with self administration of medication training.
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58A-5.020(1) FAC Food Service - General
Responsibilities

Foad Service Standards.
{1) GENERAL RESPONSIBILITIES. When food
service is provided by the facility, the

ini o a person d in writing by
the administrator shall:
(a) Be responsible for total food services and the
day to day supervision of food services staff,
(b) Perform hisfher duties in a safe and sanitary
manner.
(c) Provide regular meals which meet the

it needs of resi and peuti
diets as ordered by the resident' s health care
provider for resident’ s who require special diets.
{d) Maintain the in-service and continuing
education requirements specified in Rule
58A-5.0191, FAC.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed o have 1 of 3 (#1) sample staff who
supervises the food services , trained in food
services.

Findings as follow:
Record review documented failed to have proof of
the food services training for the facility
administrator.

On at about 11:00 a.m, the facility
administrator stated had not taken the nutrition
and food service training.
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FLORDA AGENCY FOR HEALTH CARE ADMINSTRATION

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

, 2012

Administrator

Ibis Home Care Inc
15088 Sw 71 Lane
Miami, FL. 33193

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on ,2012 by
representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe.

Staff from this office will conduct a review after 12/29/2012 to verify that the nec: o) it in
place tp 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
http://ahca.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(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.
Sincerely,

-tm Arlene Mayo-Davis

Field Office Manager
AMD:sy
Enclosure
XG9O
Headquarters Miami Field Office
2727 Mahan Drive 8333 N.W. 53rd Street, Suite 300
Tallahassee, FL 32308 Miarni, FL 33166

hitp://ahca.myfiorida.com Phone (305) 593-3100; Fax (305} 693-3121




