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A000 Initial Comments A 000

! . Raffa Corp Il Assisted Living Facility
{ trawr with Limited Nursing Services (LNS) had
/n the following deficiencies.

[
H
|
|
A Standard Biennial Survey was completed on }
A 052/ 58A-5.0185(3) FAC Medication - Assistance with | A052
88=D| Self-Admin
(3) ASSISTANCE WITH
| SELF-ADMINISTRATION.
I (a) For facilities which provide assistance with
f seif-administered medication, either: a nurse: or
an unlicensed staff member, who is at least
" , trained to assist with self-administered
| mearcation in accordance with Rule 58A-5.0191,
| F.AC., and able to demonstrate to the
f administrator the ability to accurately read and
| interpret a prescription label, must be available to
assist residents with self-administered
| medications in accordance with procedures
described in Section 428.256, F.S.

|
| (b) Assi with self. of
i medication includes verbally prompting a resident
i
1
i

to take medications as prescribed, retrieving and
opening a properly labeled medication container,
and providing assistance as specified in Section

| 429.256(3), F.S. In order to facilitate assistance

J with self-administration, staff may prepare and
make available such items as water, juice, cups,

f and spoons. Staff may also return unused doses

| to the medication container. Medication, which

I appears to have been contaminated, shall not be

| returned to the container.

! (c) Staff shall observe the resident take the

‘J medication. Any concerns about the resident’ s

| reaction to the medication shall be reported fo the

| resident ' s health care provider and documented

| in the resident ' s record.

; (d) When a resident who receives assistance with
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]
medication is away from the facility and from
facility staff, the following options are available to
1 enable the resident to take medication as ]
| prescribed: [
| 1. The heaith care provider may prescribe a |
| medication schedule which coincides with the i
| resident ' s presence in the facility; |
2. The medication container may be given to the !
| resident or a friend or family member upon
| leaving the facility, with this fact noted in the /
| resident’ s medication record; ]
|
|
I
|
1
[
|
|

3. The medication may be transferred to a pil
- o th :

|
|
1
i
|
|
|
|
|
|
|
|

1o the req of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident’ s medication
record; or
4. Medications may be Separately prescribed and
| dispensed in an easier to use form, such as unit
| dose packaging;

(e) Pursuant fo Section 420.256(4)(h), F.S., the
term " competent resident " means that the

| resident is cognizant of when a medication is

| required and understands the purpose for taking
| the medication,

‘|‘ (f) Pursuant to Section 429.256(4)(i), F.S., the
terms " judgment” and * discretion " mean

{
i
i
I

|
|
I
interpreting vital signs and evaluating or }
assessing a resident ' s condition, |
i

|

[

|

include:

(@) Mixing, 1, converting, or
[ medication doses, except for
measuring a prescribed amount of liquid

|

I (4) Assistance with self-administration does not
|

|

i

i medication or breaking a scored tablet or
f crushing a tablet as prescribed.
|
i
|
i

{b) Thg preparation of syfinges for injection or the

ion of medications by any
route. : |
(c) Administration of medications through ]‘ i
AHCAForm 36200001
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T
H
|
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I
Continued From page 2 A 052 I
intermittent positive pressure breathing machines /
jora - N

) (d) Administration of medications by way of a

tube inserted in a cavity of the body.
dministration of h

(€) preparations.
{f) lrigations or debriding agents used in the
treatment of a skin condition.

(g} , ,Of i preparations.
(h) Medications ordered by the physician or

i
|
|
| |
| heaith care professional with prescriptive [
| authority to be given " as needed, " unless the
| order is written with specific parameters that
| preciude independent judgment on the part of the I
| unficensed person, and at the request of a j
Jl competent resident.
| (i) Medications for which the time of {
| administration, the amount, the strength of J
dosage, the method of administration, or the
‘eason for administration requires judgment or ‘J
|
i
|
|
|
]
i
|

iscretion on the part of the unlicensed person.

i

|

Id

|

i This Statute or Rule is not met as evidenced by:

| Based on record review and interview facility

| faited to have 1 out 6 sampied employees {o have
| training in the areas for ASSISTANCE with

i‘ SELF-ADMINISTRATION.

| Findings includes:

| 1. Record review revealed that emploves #

| Caretaker/manager/cook started on did

I not the proper training in the areas for !

ASSISTANCE with SELF-ADMINISTRATION. |
]
|

2. interviewed administrator on @
00pm, she stated that employee #2 did not have |
training in the areas for ASSISTANCE with |
SELF-ADMINISTRATION. !
1
i
|
!

|
|
I
|
|
| Class

L
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A078/ Continued From page 3 A078 I
A 078/ 5BA-5.019(2) FAG Staffing Standards - Staff A078 |
$8=D |
!
I
|

must be documented nn an anpyal
vass. A person with a positive i 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
» helshe shalt be removed from duties

unwi ne administrator determines that such

condition no longer exists.

(b) Ali 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

1o 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, FAC.

(d) Staff provided by a staffing agency or

| employed by a business entity contracting to

| provide direct or indirect services {o residents

| must be qualified for the position in accordance

with this rule chapter. The contract between the

AHCA Form 3020-0007

STATE FORM o0 TWUET #continuation sheet 4 of 11

|
I
|
|
|
|
|
J
|
I

|
H
1
H
|
H
I
H
|
H
|
H
i
H
I
H
I
|
|

|
|
|

i
i
i
|
H
i
H
i
i
|
i
i
i
H
[
H
|




PRINTED: 01/10/201
FORM APPROVE|

(X1) PROVIDER/SUPPLIER/CLY {X3) DATE SURVEY
X1} PROVID) P CLiA {X2) MULTIPLE CONSTRUCTION COMPLEIED

IDENTIFICATION NUMBER:
& A. BUILDING R ——
B.WING .

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

AL11965980

STREET ADDRESS, CITY, STATE, ZIP CODE

15032 SW 55 TERRACE
MIAMI, FL 33185

NAME OF PROVIDER OR SUPPLIER
RAFFA CORP Ji

(X4) iD SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION J (X85)
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 J DATE

DEFICIENCY) !

A0781.’ Continued From page 4

; 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
f 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.

.‘1
;‘ This Statute or Rule is not met as evidenced by:
z Based on record review faciiity failed to have 2

| out 6 sampled employees did not have any

documentation to verify having been cleared for
any communicabie or
( )

Il
H
|
i
|
!
| Findings includes:

[ 1. Record review revealed that emplovees #5
|

{

|

i

i

i

H

(cnalcook/caretaker/cleaner hired - Yand
#5 (Registered Nurse started on !} did
not have any documentation verifving they were
cleared for a communicable including
in their files,
i 2. Interviewed administrator on @ 9:00,

| she stated that both employees did not have any
[ documentation in their files to prove thev had
| been cleared of a communicable

]
!
|
|
H
|
|
!
H
!
;
H
|
!
|
i
|
H
|
|
|
|
;
|
|
i
!
|
!
|
|
i
|
i
|
|
|
;
|
|
i
|
!
|
i
|
|
i
|
!

f including . |
|

f Class It
f
|

A 080 58A-5.0191(1) FAC Training - Core &
88=D Competency Test

| |

A080 f |
| j

|

!

|

|

| Staff Training Requirements and Competency
Test.

| (1) ASSISTED LIVING FACILITY CORE
AHCAFom 3020-0651
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TRAINING REQUIREMENTS AND
COMPETENCY TEST,
| (8) The assisted living facility core training
N o the d

e dep nt
" pursuant {o Section 420.52, F.S., shall consist of
1 @ minimum of 26 hours of training plus a
/ competency test.
| (b) Administrators and managers must
| successfully complete the assisted living facility
| core training requirements within 3 months from
| the date of becoming a facility administrator or
| manager. Successful completion of the core
| training requirements includes passing the
| competency test. The minimum passing score for
| the comp Y test is 75%. Admini ors who
| have attended core training prior to , 1997,
f and managers who attended the core training
I program prior to ', 1998, shall not be
| required to take the competency test.
Administrators licensed as nursing home
I\‘ administrators in accordance with Part Il of
! Chapter 468, F 3., are exempt from this
| requirement.
| {¢) Administrators and managers shall participate
1'in 12 hours of continuing education in topics
related to assisted living every 2 years as
,’ provided under Section 42952, F.S.
‘J (d) A newly hired administrator or manager who
| has successfully completed the assisted living
 facility core training and continuing education
| requirements, shall not be required to retake the
| core training. An administrator or manager who
| has successfully completed the core training but
i has not maintained the continuing education
| requirements will be considered a new
| administrator or manager for the purposes of the
| core training requirements and must:
1. Retake the assisted living facility core training;
and
‘,‘ 2. Retake and pass the competency test.

AHCA Form 3020-0001
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A080

Continued From page 6

() The fees for the competency test shall not
| exceed $200. The payment for the competency
| test fee shall be remitted to the entity

|
|
i
|

| the test is taken.

|
|
i
|
| Based on record review and interview facility

z assisted living every 2 years.
i
;‘ Findings includes:

H
42 did not have their 12 hours of continuing

2 years. Employee #1 administrator started on

hours for in service training in their files.

[

|

i

|

I

|

]

|

i‘ am, she stated that nej
‘.‘ Class 1l

H

085 58A-5.0191(6) FAC Training - Nutrition & Food
88=D| Service

I

: (6) NUTRITION AND FOOD SERVICE. The

| admini; or o person desi by the

| administrator as responsible for the facility ' s

1 food service and the day-to-day supervision of
| food service staff must obtain, annually, a

| minimum of 2 hours continuing education in

| assisted living facility. A certified food manager,

| administering the test. A new fee is due each fime

This Statute or Rule is not met as evidenced by:

i
( failed to have 2 out 6 employees to have their 12
hours of continuing education in topics related to

1. Record review revealed that employee #1 and

education in topics related to assisted living every

core date and emplovee #
rmanager started on - -core date
2. Interviewed administrator on ‘@900

ither employee had their 12

topics pertinent to nutrition ang food service in an

AQ80

A085
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T
A 085‘i Continued From page 7 A085

licensed dietician, registered dietary technician or
health department sanitarians are qualified to
train assisted living facility staff in nutrition and
food service.

|
H
I
|
|
i

]
i
|
I
This Statute or Rule is not met as evidenced by:
Based on record review facility failed to have 2
out & sampled employees did not have any
documentation to verify having their minimum 2
hours of NUTRITION AND FOOD SERVICE
annually.

i
i
|
H
|
|
|
|

]
i
r’ Findings includes:

1 1. Record review revealed that emplovees #2

| (cook/manager/caretaker started on 3

| and #3 (caretaker/cook started on ) did
| not have any documentation verifying they have

; obtained their minimum of 2 hours continuing

| education in topics for nutrition and foad service.
]

|

2. Interviewed administrator on @900
l‘ am, she stated that both employees did not have
l‘ any documentation in their files to prove they had
1 2 hours continuing education in topics for nutrition
i and food service.

!
|
: Class i
i

A 0925 §8A-5.020(1) FAC Food Service - General A092
88=D| Responsibiiities

| Food Service Standards,
‘s‘ (1) GENERAL RESPONSIBILITIES. When food
| service is provided by the facility, the
| administrator or a person designated in writing by
| the administrator shall:

(a) Be responsible for total food services and the
| day to day supervision of food services staff,

AHCA Form 3026-0061
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A082{ Continued From page 8 A0g2
| (b} Perform his/her duties in a safe and sanitary
manner.

|

i

]

T

|

1 () Provide regular meals which meet the #
| nutritional needs of residents, and therapeutic

| diets as ordered by the resident ' s health care I

| provider for resident ' s who require special diets, |

| (d) Maintain the in-service and continuing [

} education requirements specified in Rule /

5BA-5.0191, FAC. i

I

|

-

his Statute or Rule is not met as evidenced by:
Based on record review facility failed to have 2
out 6 sampled employees did not have any
documentation to verify having their minimum 2
hours of NUTRITION AND FOOD SERVICE
annuaily.

Findings includes:

1. Record review revealed that emplovees #2
(cookimanager/caretaker started on - )
and #3 (caretaker/cook started on ) did
not have any documentation verifying they have
obtained their minimum of 2 hours continuing
education in topics for nutrition and food service.

2. Interviewed administrator on '@ 9:00

AM, she stated that both employees did not have
any documentation in their files to prove they had
2 hours continuing education in topics for nutrition
and food service.

Class Iif

A152]

58A-6.023(3) FAC Physical Plant - Safe Living A182
Environ/Other |

173
@

o

[ (3) OTHER REQUIREMENTS, ]

AHCA Form 3020-0001
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A152| Continued From page 9 A152

| () Al facilities must:
1 1. Provide a safe fiving environment pursuant to
| Section 429.28(1)(a), F.S.; and
| 2. Must be maintained free of hazards; and
r’ 3. Must ensure that afl existing architectural,
| mechanical, electrical and structural systems and
| appurtenances are maintained in good working
order.
(b) Pursuant to Section 42927, F.S,, residents
i shall be given the option of using their own
| belongings as space permits. When the fanility
| supplies the furnishings, each resident
i sleeping area must have at Ieast the following
| wrnishings:
I\’ 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 comforiable
| height to ensure easy access by the resident;
/ 2. Acloset or wardrobe space for hanging
{ Clothes;
r‘ 3. Adresser, chest or other furniture designed for
| storage of personal effects;
‘.‘ 4. Atable, bedside lamp or floor lamp, and waste
H
|
|
|
i
H

basket; and
5. A comfortable chair, if requested.
(¢} The facility must maintain master or duplicate
keys to resident to be used in the
/ event of an emergency.
| (d) Residents who use portabie bedside
.w' commodes must be provided with privacy during
| use.
f (e} Facilities must make available linens and
| Personal laundry services for residents who
| require such services. Linens provided bya
| facility shall be free of tears, stains and not be

i
i
i
i
i
i
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A152| Continued From page 10 A152

This Statute or Rule is not met as evidenced by:
Based on observation tour and interview faciiity
failed to have maintained a safe living
environment free of hazards.

| Findings includes:

| 1. Observation of the kitchen area of the facility
| during the tour revealed in the kitchen upper

| cabinets over the stove revealed rodent

lf droppings. In #' a2 large sliding doors did

| not have any curtains and their are two resident

| beds in the , from the outside of the facility it
| can be seen airectly into their day

,’ and night hours. Residents did not have any

| privacy from being seen from the outside area. In
" #'s large front closet the facility uses it for
i swiage. In # - their is a portable tnilat

| the door ana 1o privacy curtain in the

| two residents in the . The storage

‘! of # has a broken window pane in the top
| lefl swe, photo was taken from the outside rear of
| the building. Photos were taken for ali of the

| areas mentioned in this tag.

|
i
|

2. Interviewed administrator on '@ 3:.00
{ pm, she confirmed the findings from our tour o
the facility.,
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L2013
Administrator
Raffa Corp It

15032 Sw 55 Terrace
Miami, FL 33185

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on 52012 by
representative(s) of this office.

i fod

Attached is the provider's copy of the State (3020) Form, which indi the deficiencies that were id
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,

this office will conduct a review after 221/20.

Staff from
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

bgg;//a.hcamyﬂorida.com/Publications/Forms.shml as a first step in providing a web-based interactive
i i 5 uestionnaire through the link under Health Facilities

Thank you for the assistance provided to the surveyor(s). Should you have any questions please call Krista]
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
6"' Arlene Mayo-Davis
Field Office Manager

AMD:sy
Enclosure
XG90

B
Miami Field Office
8333 N.W. 53rd Street, Suite 300
Miami, FL. 33166

Phone (305} 593-3100; Fax {305) 593-3121

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
http:iiahca myflorida.com




