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AQ00! Initial Comments A 000

: Astandard biennial survey was conducted on

. Guardian Angel Assisted Living
Facility had the following defectiveness at time of
survey.

A 056 58A-5.0185(7) FAC Medication - Labeling and A 056
$8=D Orders

{7) MEDICATION LABELING AND ORDERS.

{a) No prescription drug shall be kept or
administered by the facility, including assistance
with self-administration of medication, unless itis
properly labeled and dispensed in accordance
with Chapters 465 and 499, F.S., and Rule
64B16-28.108, F.A.C. If a customized patient
medication package is prepared for a resident,
and separated into individual medicinal drug
containers, then the following information must be
recorded on each individual container:

1. The resident ' s name; and

2. identification of each medicinal drug product in
the container.

(b) Except with respect to the use of pill
organizers as described in subsection (2), no
person other than a pharmacist may transfer
medications from one storage container to
another.

{c) If the directions for use are " as needed " or
" as directed, " the health care provider shall be
contacted and requested to provide revised
instructions. For an " as needed " prescription,
the circumstances under which it would be
appropriate for the resident to request the
medication and any fimitations shall be specified;
for example, " as needed for pain, not to exceed
| 4 tablets per day. " The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, shall be noted in the {
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medication record, or a revised label shall be
obtained from the pharmacist.
(d) Any change in directions for use of a
medication for which the facility is providing

i e with self- inistration or
administering medication must be accompanied
by a written medication order issued and signed
by the resident ' s health care provider, or a faxed
copy of such order. The new directions shall
promptly be recorded in the resident " s
medication observation record. The facility may
then place an " alert" label on the medication
container which directs staff to examine the
revised directions for use in the MOR, or obtain a
revised label from the pharmacist.
(e) A nurse may take a medication order by
telephone. Such order must be promptly
documented in the resident ' s medication
observation record. The facility must obtain a
written medication order from the heaith care
provider within 10 working days. A faxed copy of
a signed order is acceptable.
{f) The facility shall make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of
medication or medication administration are filled
or refilled in a timely manner.
(g) Pursuant to Section 465.0276(5), F.S., and
Rule 64F-12.008, F A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer * s packaging,
which shall also include the practitioner * s name,
the resident ' s name for whom they were
dispensed, and the date they were dispensed. If
the sample or complimentary prescription drugs
are not dispensed in the manufacturer ' s labeled
package, they shall be kept in a container that
bears a label containing the following:
1. Practitioner ' s name;
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2. Resident ' s name;

3. Date dispensed;

4. Name and strength of the drug;

5. Directions for use; and

8. Expiration date.

{h) Pursuant to Section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident ' s health care
provider shall provide the resident with a written
prescription, or a fax copy of such order.

This Statute or Rule is not met as evidenced by:
Based on observation and record review and
interview the facility failed to refill 1 of 3 (#2)
resident's medications in a timely manner.

Findings as follow:

on » at about 12:00 noon it was
observed the facility failed to have the prescribed
medications (bingos) for the month of

for resident #2

Record review documented the MOR for resident
#2 was not marked as medications were not
taken for the month of

On at about 9:50 a m, resident #2
stated (when interviewed) that had not taken
medications for the month of

on - about 12:00 noon the facility
administrator stated resident #2 had no
medications for the month of due to
were waiting for the pharmacy delivery of
medications..

Class ill

58A-5.0191(4) FAC Training - First Aid and _
{4) FIRSTAID AND

). Astaff member who

A056

A083
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has completed courses in First Aid 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 satisfy this requirement.
{b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under Part Hi of Chapter 401, F.S., shall
be considered as having met the training
requirements for both First Aid and

and

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to have at least 1
present employee at all times trained in
First Aid.

and

Findings as follow:

On ...
observed staff #3 (hired on
alone in facility with 3 residents.
Record review documented the facility failed fo
have proofof and First Aid trainings for staff
#3.

Record review also documented the facility failed
also to have the and First Aid training for
staff #4 hired on .
On staff #3 (11:50 a.m). stated was
not trained in and First Aid.

.-atabout 9:15 a.m, it was
) working

A083
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Class I

58A-5.0191(6) FAC Training - Nutrition & Food
Service

(6) NUTRITION AND FOOD SERVICE. The

OF person by the
administrator as responsible for the facility ' s
food service and the day-to-day supervision of
food service staff must obtain, annually, a
minimum of 2 hours continuing education in
topics pertinent to nutrition and food service in an
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 observation, record review and
interview the facility failed to have the person in
charge (#3) for food services, trained in nutrition
and food service.

Findings as follow:

On at about 11:30 a.m. staff #3 was
observed serving food for lunch to 3 facility
residents.

Record review staff #3 had no the nutrition and
food service training available for review.

On staff #3 stated did not pass the
nutrition and food service training.

! Class Hl

A083

A085
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a1

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility ' s policies and
procedures regarding - within 80 days
after the effective date of this rule.

{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility ' s policy and procedures
regarding within 30 days after
employment.

{c) Training shall consist of the information
included in Rule 58A-5.0186, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have 3 of 4 (#1, #2 and #4) sample
employees trained in ’s.
Findings as follow:

Record review documented staff #1 hired on

, staff #3 hired on and
staff #4 hired on , had no the 's
training available for review.
On at about 12:00 noon the facility
administrator stated . training papers were
misplaced.

Class H1.
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58A-5.020(2) FAC Food Service - Dietary
Standards

(2) DIETARY STANDARDS,
(a) The Tenth Edition Recommended Dietary
Aliowances established by the Food and Nutrition
Board - National Research Council, adjusted for
age, and activity, shall be the nutritional
used to eval meals. Therap
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 allowances 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 facilities 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 or more servings;
2. Vegetables: 3 6 servings;
3. Fruit: 2 4 or more servings;
4. Bread and starches. 6 11 or more servings;
5. Milk or mitk equivalent: 2 servings;
8. Fats, oils, and sweets: use sparingly; and
7. Water.
{c) All regular and therapeutic menus to be used
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.

AQ93
A093
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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 facifity files and inciude 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 to participate in menu planning.
Planned menus shall be conspicucusly 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 famnily style dining are not required to
document what is eaten unless a health care
provider ' s order indicates that such monitoring is
necessary. However, the food items which enable
residents to comply with the therapeutic diet shali
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
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
decumentation is not necessary.

GUARDIAN ANGEL ALF CUTLER BAY, FL 33190
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{f) For facilities 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 momning 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
bl p . Al resi 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
paiatability. Water sufficient for drinking and food
preparation shall also be stored, or the faciiity
shall have a plan for obtaining water in an
emergency, with the plan coordinated with and
reviewed by the local disaster preparedness
authority.

This Statute or Rule is not met as evidenced by |

Based on observation and interview the facility
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: (4) CATERED FOOD SERVICE. When food

© service is catered the facility shall ensure that the
catered food meets all dietary standards imposed
by this rule and is adequately protected upon
delivery to the facility pursuant to subsection
B4E-12.004(4), F.A.C. The facility shall maintain:
{a) A copy of the current contract between the
facility and the food service establishment
agreeing to provide food service in the facility
which includes the terms of the agreement.

{b} A copy of the annually issued certificate or
ficense authorizing the operation of the food
service establishment issued by the applicable
regulating agency. The license or certificate shall
provide documentation of the food service
establishment ' s compliance with food service
regulatory requirements.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review the facility failed to have a copy of a
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A 093! Continued From page 9 A093
failed to have the 3-day non perishabile food
supply.
Findings as follow:
On -atabout 915 am. ltwas
observbed the facility had no emergency fruit
supply.
On at about 12:15 p.m. the facility
administrator stated the facility failed o have the
emergency fruit supply.
Class it
A 095 58A-5.020(4) FAC Food Service - Catered Food | A095
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Continued From page 10

current contract between the facility and the food
service stablishment.

Findings as foliow:

On ‘atabout 9:15 am. it was
observed a person came in to facility to bring
cooked food for facility residents.

On at about 10:00 a.m. the facility
administrator stated the facility received lunch
cooked for residents from a catering company.
The facility administrator also stated the facility
failed to have the contract with the catering
company {Sabor de Punta Cana restaurant)
available for review.

Record review documented the facility failed to
have the contract with the catering company
available for review.

Class Il

58A-5.024(1) FAC Records - Facility

Records.
The facility shall maintain the following written
records in a form, place and system ordinarily
employed in good business practice and
accessible to Department of Eider Affairs and
Agency staff.

(1) FACILITY RECORDS. Facility records shail
include:

(a) The facility ' s license which shall be displayed
in a conspicuous and public place within the
facility.

{b} An up-to-date admission and discharge log
listing the names of all residents and each
resident " s:

1. Date of admission, the place from which the
resident was admitted, and if applicable, a
notation the resident was admitted with a

AQ085

A160
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A160 Continued From page 1

pressure 1 and

2. Date of discharge, the reason for discharge,
and the identification of the facility to which the
resident is discharged or home address, or if the
person is , the date of

Readmission of a resident to the facility after
discharge requires a new entry. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intends to return pursuant to Rule 58A-5.025,
FAC.

{c) Allog listing the names of all temporary
emergency placement and respite care residents
i not included on the log described in paragraph
(b).

{d) An up-to-date record of major incidents
occurring within the last 2 years. Such record
shall contain a clear description of each incident;
the time, place, names of individuals invoived;,
witnesses; nature of injuries; cause if known;
action taken; a description of medical or other
services provided; by whom such services were
provided; and any steps taken to prevent
recurrence. These reports shall be made by the
individuals having first hand knowledge of the
incidents, including paid staff, volunteer staff,
emergency and temporary staff, and student
interns.

{e) The facility ' s emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described under Rule 58A-5.026, F.A.C., which
shall be located where immediate access by
facility staff is assured.

{f) Documentation of radon testing conducted
pursuant to Rule 58A-5.023, FA.C,;

(g) The facility ' s liability insurance policy
required under Rule 58A-5.021, F.AC,;

(h) For facifiies which have a surety bond, a copy
of the surety bond currently in effect as required
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by Rule 58A-5.021, FA.C.
{1} The admission package presented {o new or
prospective residents (less the resident’ s
contract) described in Rule 58A-5.0182, F.A.C.
{}) if the facility advertises that it provides special
care for persons with 's or
related , a copy of all such facility
advertisements as required by Section 429.177,
F.S.
{k) Agrievance procedure for receiving and
ponding to resident complaints and
recommendations as described in Rule
58A-5.0182, FAC.
{1} All food service records required under Rule
58A-5.020, F A.C., including menus planned and
served; county health depariment inspection
reports; and for facilities which contract for
catered food services, a copy of the contract for
catered services and the caterer * s license or
certificate to operate.
(m) Al fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant
to Section 429.41, F.8., and Rule Chapter
B89A-40, F A.C., issued within the last two (2)
years.
{n} All sanitation inspection reports issued by the
county heaith department pursuant to Section
381.031, F.S,, and Chapter 84F-12, FAC.,
issued within the last 2 years.
(o) Pursuant to Section 429.35, F.S,, all
completed survey, inspection and complaint

| investigation reports, and notices of sanctions

and moratoriums issued by the agency within the
last & years.

(p) Additional facility records requirements for
facilities holding a limited mental health, extended
congregate care, or fimited nursing services
license are provided in Rules 58A-5.028,
58A-5.030 and 58A-5.031, F. AC,, respectively.
{q) The facility ' s resident elopement response

A 160
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policies and procedures.
(r) The facility ' s documented resident elopement
response drills.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have proof of annual fire inspection.

Findings as follow:

Record review documented last proof of facility
fire inspection was dated .

On at about 12:15 p.m. the facility
administrator stated the facility passed the fire
inspection but had no proof of it available for
review.

Class Hl

S/\31%1 58A-5.024(2) FAC Records - Staff A181
(2) STAFF RECORDS.
(a) Personnel records for each staff member shall
contain, at a minimum, a copy of the origina!
employment application with references furnished
and verification of freedom from communicable
including - In addition,
records shall contain the following, as applicable:
1. Documentation of compliance with alf staff
training required by Rule 58A-5.0191, FA.C.;
2. Copies of all licenses or certifications for all
staff providing services which require licensing or
certification;
1 3. Documentation of compliance with level 1
background screening for all staff subject to
| screening requirements as required under Rule
58A-6.019, FAC,;
4. A copy of the job description given fo each staff
AVCA Form 3020-0001
STATE FORM 8699 cT7I?T 11 If continuation sheet 14 of 18
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member pursuant to Rule 58A-6.019, F.A.C,, for

faciliies with a licensed capacity of seventeen

(17) or more residents; and

5. Documentanon of facility direct care staff and
ipation in resident el

drills pursuant to paragraph 58A-5.0182(8)(c),

F.AG.

{b) The facifity shall not be required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by a business
entity contracting to provide direct or indirect
services to residents and the facility. However,
the facility must maintain a copy of the contract
between the facility and the staffing agency or
contractor as described in Rule 58A-5.019,
FAC.

{c) The facility shall maintain the facility * s written
work schedules and staff time sheets as required
under Rule 58A-5.019, F.A.C., for the last 8
months.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have an employmnet application for 1
(#3) of 4 sample staff.

Findings as follow:

Record review evidenced the facility failed to

have an employment applucation with references |

for staff #3 hired on
The facility administrator stated the facility failed

i to have an employment application with
 references for staff #3 hired on

Class 1l
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{8) LIMITED MENTAL HEALTH TRAINING.
{a) Pursuant to Section 428.075, F.8., the
administrator, managers and staff, who have
direct contact with mental health residents ina
licensed limited mental health facility, must
receive the following training:
. in of 6 hours of d training in
working with individuals with mental health
diagnoses.
a. The training must be provided or approved by
the Depariment of Children and Families and
must be taken within 6 months of the facility ' s
receiving a limited mental heaith license or within
6 months of employment in a limited mental
health facility.
b. Staff in " direct contact" means direct care
staff and staff whose duties take them into
resident living areas and require them to interact
with mental health residents on a daily basis. The
term does not include maintenance, food service
or administrative staff, if such staff have only
incidental contact with mental health residents.
c. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing
education required for administrators and
managers pursuant to Section 429.52(4), F.S.,
and subsection (1) of this rule.
2. A minimum of 3 hours of continuing education,
which may be provided by the ALF administrator
or through distance learning, biennially thereafter
in subjects dealing with one or more of the
following topics:

i & Mental health diagnoses; and

b. Mental health treatment such as mental health

| needs, services, behaviors and appropriate

interventions; resident progress in achieving
treatment goals; how to recognize changes in the
resident ' s status or condition that may affect

GUARDIAN ANGEL ALF CUTLER BAY, FL 33190

@D ‘SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION o

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CoupLETE
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other services received or may require
intervention; and crisis services and the
procedures.

3. For administrators and managers, the
continuing education requirement under this
subsection will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to Section 429.52(4), F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shall have up
to 6 months after the effective date of this rule to
meet the training requirement.
{b) Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility ' s personnet files. They
must also ensure that copies of the continuing
education training certificates, pursuant to

a)2. of this subsection, are
retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facifity
failed to have 3 of 4 facility staff (#1, #2, #4)
trained in working with limited mental heaith
residents.

Findings as follow:

Record review documented the facility had the
limited mental heaith component on the ALF
license.

Record review documented the facility failed to
have proof of the limited mental health training for
staff #1 hired on , staff #2 hired on
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., and staff #4 hired on .
On at about 12:30 p.m. the facility
administrator ( #1) stated the facility failed to train
staff #1, #2 and #4 trained in working with fimited ¢
mental health residents.
Class il
i
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FLORIMA AGENCY FOR HEALTH CARE ADVINSTRATION

RICK 8COTT ELIZABETH DUDEK
GOVERNOR Better Heaith Care for all Fioridians SECRETARY
, 2013
Administrator
Guardian Angel Alf
10265 Nicaragua Drive

Cutler Bay, FL 33190
Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on ,2013 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.

Staj m this office will conduct a review after. 10 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
hitp://ahca.myflorida.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,
Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
XG9O
Headquarters iami Field Office
2727 Mahan Drive 8333NW. SSMSMSuMSOO
Taliahassee, FL 32308 Miami, FL 33166

hitp:/fahca myflorida.com Phone (305) 583-3100; Fax (305) 583-3121




