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A000| Initial Comments

A Standard Biennial Survey was conducted on
at Casanova ALF #5 deficiencies were
found at the time of the survey.

A076| 58A-5.0186 FAC
$8=D | (

( )-

{1) POLICIES AND PROCEDURES.
{a) Each assisted living facility (ALF) must have
written policies and procedures, which delineate
its position with respect to state iaws and rules
relative to . The policies and procedures
shall not condition treatment or admission upon
whether or not the individual has executed or
waived a The ALF must provide the
following to each resident, or resident ' s
representative, at the time of admission
1. Acopy of Form SCH8-4-2006, " Health Care
Advance Directives - The Patient ' s Right to
Decide, 12008, or with a copy of some
other substantially similar document, which
incorporates information regarding advance
directives included in Chapter 765, F.S. Form
SCHS-4-2006 is available from the Agency for
Health Care Administration, 2727 Mahan Drive,
Mail Stop 34, Tallahassee, FL 32308, or the
agency ' s Web site at:
| http://ahca.myflorida.com/MCHQ/Health_Facility__
1 Reguiation/HC_Advance_Directives/docs/adv_dir

.pdf; and
i 2. Written information concerning the ALF ' s
| policies regarding cand

3. Information about how to obtain DH Form
| 18986, Florida Form,
f incorporated by reference in Rule 64.3-2.018,

FAC.

| (b) There must be documentation in the resident * |

“ s record indicating whether or not he or she has
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executed, a copy of that document must be mad

a part of the resident ' s record. If the ALF does
i not receive a copy of a resident ' s executed

, the ALF must document in the resident 's |

record that it has requested a copy.
(2) LICENSE REVOCATION. An ALF shall be
subject to revocation of its license pursuant to
Section 408.815, F.S., if, as a condition of i
treatment or admission, it requires an individual
to execute or waive a

(3 PROCEDURES. Pursuant to Section
429.255, F.S., an ALF must honor a properly
| executed as follows:

i (a) in the event a resident experiences
staff trained in
) ' o dJ,ora
ficensed health care provider present in the
facility, may w:mho!c

{b) In the event a resident is recervmg hospice
services and experiences :
, facility staff must immediately contact the
i hospice The hospice procedures shall take
precedence over those of the assisted fiving
; facility ¢
| {4) LIABILITY. Pursuant to Section 429.255, F S, |
| ALF providers shall not be subject to criminal
i prosecution or civil liability, nor be considered to
have engaged in negligent or unprofessional
conduct, for following the procedures set forth in
+ subsection (3) of this rule, Whrch mvo ves
| withholding or withdrawing
pursuanttoa
and rules adopted by the department,
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- This Statute or Rule is not met as evidenced by
Based on record review and interview facility
failed to have 1 out of 5 sampled residents to

: have a signed “in her file

i Findings includes: 5
1. Record review revealed that resident #3 did not

have a signed [

{ in her file. The order was dated on and

| only the administrators signature was on the
document
2. Interviewed administrator on @ 11:00

am, she confirmed the findings in regards to
resident #3 did not have a signed

Class IHl

$8=D

(2) STAFF IN-SERVICE TRAINING. Facility

| administrators or managers shall provide or
arrange for the following in-service training to ¢

| facility staff: |
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or

| home health aides trained in accordance with
Rule 88A-8.0095, F.AC., must receive a
minimum of 1 hour in-service training in

| control, including universal precautions, and
facility sanitation procedures before providing

¢ personal care to residents. Documentation of !
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne .

, may be used to meet this

requirement .
(b) Staff who provide direct care to residents !
must receive a minimum of 1 hour in-service .

I training within 30 days of employment that covers |

the following subjects:

A0B1 58A-5.0191(2) FAC Training - Staff in-Service AD81
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1. Reporting major incidents.
2. Reporting adverse incidents
3. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation
{c) Staff who provide direct care to residents, who
have not taken the core training program, shall
: receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facility.
; 2. Recognizing and reporting resident
neglect, and .. 1.0
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with Rule 59A-8.0085,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs
2. Providing assistance with the activities of daily
living
(e} Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.
(f} Al facility staff shall receive in-service training
regarding the facility * s resident elopement
| response policies and procedures within thirty
1 {30) days of employment.
| 1. All facility staff shall be provided with a copy of
the facility * s resident elopement response
[ and procedures.
2. Al facility staff shall demonstrate an
; understanding and competency in the
implementation of the elopement response
policies and procedures,
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This Statute or Rule is not met as evidenced by:
» Based on record review and interview facility

failed to have 1 out of 6 sampled employees to

have training in the areas for +control

Findings includes: ‘
1. Record review revealed that employee #3 i
caretaker/cook did not have the control. ;
Employee (#3 caretaker/cook- started on

2. Interviewed administrator on s @2:00 ¢
1 pm, she confirmed employee #3 did not have i
training in the areas of i control !

Class It

A 085
88=D

58A-5.0191(8) FAC Training - Nutrition & Food
Service H

i
| (6) NUTRITION AND FOOD SERVICE. The
| administrator or person d i by the |
i administrator as responsible for the facifity ' s !
| food service and the day-to-day supervision of
! food service staff must obtain, annually, a i
| minimum of 2 hours continuing education in {
| topics pertinent to nutrition and food service in an ;
i

| assisted living facility. A certified food manager,

| licensed dietician, registered dietary technician or |
health department sanitarians are qualified to

| train assisted living facility staff in nutrition and

| food service

| This Statute or Rule is not met as evidenced by:
; Based on record review and interview facility
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i

failed to have 2 out of & sampled employees to |
have proper training in the areas for Nutrition and
safe food handling by a registered Dietician.

Findings includes:

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

both caretakers did not have the proper training in!

the areas for Nutrition and safe food handling ¢

Both employees were given certificates from the
RN and not from a licensed dietician. Employee

#3 caretaker/cook- ) and employee (#4

caretaker started - ). :
! |

2. Interviewed administrator on @200 !

pm, she confirmed both employees were trained
by a RN and not by a ficensed diefician

Class Il
A 162 58A-5.024(3) FAC Records - Resident A162
88=0

(3) RESIDENT RECORDS. Resident records

shall be maintained on the premises and include:

| (a) Resident demographic data as follows:

1. Name;

2. N

3.R

i 4. Date of birth;
5. Place of birth, if known;
8. Social security number;
7. Medicaid and/or Medlcare number or name of
other health insurance
8. Name, address, and te!ephone number of next

- of kin, responsible party, or other person the i
resident would fike 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, F.A.C i i
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| order.

| 58A-5.0182(1)(e), F.A.C.

; admission. Information may be taken from the
| resident ' s health assessment. Residents

(c) Any health care provider ' s orders for
medications, nursing services, therapeutic diets, |
e ..., 07 other services to be
provided. supervised, or implemented by the
facility that require a health care provider ' s

(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

{f} Aweight record which is initiated on

receiving assistance with the activities of daily
living shall have their weight recorded
semi-annually.

(g) For facilities which wil 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, FAC., 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
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,
as described in Rule 58A-5.025, F.A.C

{j) 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 42927, 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
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A162° Continued From page 7

" a hospice patient as required under Rule

i 2. The resident demographic data required under

quarterly written statement of funds or other
property disbursed as required under Section
42927 FS i
{) Acopy of Alternate Care Certification for b
. .. } Form, ¢
CF-ES 1008, 1988, if the resident is an i
recipient. The absence of this form 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.
{mj} 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

58A-5.0181, FAC

{0} For apartments, duplexes, guadruplexes, or
single family homes that are designated for
independent fiving but which are licensed as
assisted living facilities solely for the purpose of
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,
limited nursing, or extended congregate care
service shall be limited to the following

1. Alog listing the names of residents
participating in this arrangement;

this subsection;

3. The medicat examination described in Rule
58A-5.0181, FAC, H
4. The resident ' s contract described in Rule
58A-5.025 F.A.C.;and i
5. Ahealth care provider ' s order for a t
therapeutic diet if such diet is prescribed and the |
resident participates in the meal plan offered by
the facility. i
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- {p) Except for resident contracts which mustbe |
retained for 5 years, all resident records shall be |
retained for 2 years following the departure of a
resident from the facifity unless itis required by
contract to retain the records for a fonger period |
of time. Upon request, residents shall be provided |
a copy of their resident records upon departure |
from the facility. i
{q) Additional resident records requirements for |
facilities holding a limited mental health, extended ;
congregate care, or limited nursing services :
license are provided in Rules 58A-5.028, .

| 58A-5.030 and 58A-5.031, F.A.C,, respectively. |

i

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 1 out of 5 sampled residents to

. have a POA (Power of Attorney) in her file, H

: Findings includes:
1. Record review revealed that resident #3 did not
have a POA (Power of Attorney) in her file.
Record also revealed that resident's daughter
an-law has been signing her documentation
without the POA

2. Interviewed administrator on i@ 11:00
am, she confirmed the findings in regards to

; resident #3 did not have POA (Power of Attorney)
in her file.

Class It
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ORI ACTCY FOR AT CARE ARETRALON

RICK 8COTT . ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
52013
Administrator
Casanova AIf #5

6261 Nw 110 Street
Hialeah, F1. 33012

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on ,2013 by
representative(s) of this office.

5 q

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

Dbitp:/ahca.myf orida.com/Publications/Forms.shtml 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 surveyor(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
\

I
,\U,C:Ul«(,jf)b\ﬁntv 3

f’m Arlene Mayo-Davis
Field Office Manager

AMD:sy
Enclosure
XG90

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
Taliahassee, FL 32308
hitp:/fahca myflorida.com




