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A 000 Iniial Comments

A Complaint (CCR #2013003062) Investigation
Survey was conducted on , 2013. Isabel
Adult Care had deficiencies found at the time of
the survey.

A081 58A-5.0191(12) FAC Training - Documentation &
88=D Monitoring

{12) TRAINING DOCUMENTATION AND

MONITORING.

(a) Except as otherwise noted, certificates, or

copies of certificates, of any training required by

this rule must be documented in the facility ' s

personnel files. The documentation must include

the following:

1. The title of the training program;

2. The subject matter of the training program;

3. The training program agenda;

4. The number of hours of the training program;

5. The trainee ' s name, dates of participation,

and location of the training program;

6. The training provider’ s name, dated signature

and credentials, and professional license number,

if applicable.

{b) Upon successful completion of training

pursuant to this rule, the training provider must

issue a certificate to the trainee as specified in

this rule.

(¢} The facility must provide the Department of

Elder Affairs and the Agency for Health Care
inistration with training de ion and

training certificates for review, as requested. The

department and agency reserve the right to

attend and monitor all facility in-service training,

which is intended to meet regulatory

requirements.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview the
assisted living facility failed to have
documentation of compliance with staff training
for 2 out of 3 (#1 and #2) sampled staff
members.

Findings include:

Record review found that staff members #1 and
#2 had multiple training on i, 2013 which
totaled 13 hours: - 1 hour (hr) HIPAA, 1 hr
Control, 1 hr Emergency training, 1 hr
reporting major incidents and emergency
procedure, 1 hr Safe Food Handling, 1 hr
Personal Care, 1 hr .
training ( }, 2 hrs Elopement training, 3 hr:
Residents Behavior Needs and Providing
Assistance with activities of daily living (ADLs)
training, 1 hr Resident rights; . Neglect, and

The certificates were review with the
administrator on at 12:38 p.m. and she
stated that the training was done within 2 or 3
days. She confirmed that the certificate only
documented that the training was done on only

. 2013 for 13 hours not for multiple
days.

Class Il

A083 58A-5.020(2) FAC Food Service - Dietary A093
$8=D Standards

{2) DIETARY STANDARDS.

(2) The Tenth Edition Recommended Dietary
Allowances established by the Food and Nutrition
Board - National Research Council, adjusted for
age, and activity, shall be the nutritional
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i (¢} All regular and therapeutic menus to be used

Continued From page 2

standard used to evaluate meals. Therapeutic
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 5 servings;

3. Fruit: 2 4 or more servings;

4. Bread and starches: 6 11 or more servings;

5. Milk or milk equivalent: 2 servings;

6. Fats, oils, and sweets: use sparingly; and

7. Water,

by the facility shall be reviewed annually by a
registered dietitian, licensed dietitian/nutritionist,
or by a dietefic 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.
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 facility files and include 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

A093
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Continued From page 3

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 shalf 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 family 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 shall
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
documentation is not necessary.

{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 morning 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.

A093
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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
palatable temperatures. All residents shall be
encouraged fo 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 alf 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
palatability. Water sufficient for drinking and food
preparation shall also be stored, or the facility
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 record review, observations, and
interview the assisted living facility failed to
document lunch substitutions and ensure that the
itutions had ¢ iti value.

Findings include

X4 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION L o
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Observations on at 12:06 p.m. found that
the facility's menu was posted near the kitchen.
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Menu for i Beef stuffed potatoes, rice with
red beans, boiled spinach, bread pudding,
cranberry juice, beverage.

Meal served to residents on at 12:06 p.m.
white rice with black beans, beef and potatoes,
tomato slices with green peppers, sweet potato,
yam, and juice. For desert residents were given
bananas. The facility changed from red beans to
black beans, they did not serve spinach, and
there was no bread pudding .

Record review found that the facility did not
document that changes from lunch. The facility
also did not ensure that changes to the menu had
comparable nutritional value.

Interview with the administrator on -at
12:25 p.m. confirmed the the substitutions to the
menu were not documented and that the food
changes did not have comparable value,

Class It

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

(3) OTHER REQUIREMENTS,

{a) All facilities 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
belongings as space permits. When the facility

A083

A 182

supplies the furnishings, each resident
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or sleeping area must have at least the following
furnishings:

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 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 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 portable 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 observations and interview the assisted
living facility failed to ensure that the haliway
ceiling did not have multiple brown stains and that
the doors had working locks.

Findings include:

Facility tour on at 10:25 a.m. found that
the haliway ceiling near the resident had
muitiple brown circular stains. Observations also
found that the door near the sitting area next to

A152
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(2) RECORDS.

(a) A facility with a limited mental health license
shall maintain an up-to-date admission and
discharge log containing the names and dates of
admission and discharge for all mental health
residents. The admission and discharge log

| required under Rule 58A-5.024, F.A.C., shall be
sufficient provided that all mental health residents
are clearly identified.

{b) Staff records shall contain documentation that
designated staff have completed limited mental
health training as required by Rule 58A-5.0191,
FAC.

{c) Resident records for mental health residents
in a facility with a limited mental health license
must include the following:

1. Documentation, provided by the Department of
Children and Family Services within 30 days of
the resident ' s admission to the facility, that the
resident is a mental health resident.
Documentation that the resident is receiving
social security or supplemental security
income, , and any

of the foliowing shall meet this requirement.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
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10701 SW 66 TERRACE
ISABEL ADULT CARE MIAML FL 33173
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A 152| Continued From page 7 A152
the television did not have a working lock. Staff
#1 had to use the kitchen door, went into the
backyard, and unlocked the door from the
outside,
Interview with the administrator on iat
12:04 p.m. revealed that the new air conditioner
(AC) and roofis new. She stated she needed to
paint the ceiling. The door was reviewed and she
showed me the new locked and stated that her
son will change it today.
Class Il
AL241 58A-5.029(2) FAC LMH - Records AL241
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Continued From page 8

a. An affirmative statement on the Alternate Care
Certification for | .y -

( )} Form, CF-ES 1008, 1998, that the
resident is receiving SSI/SSDI due to a

b. Written verification provided by the Social
Security Administration that the resident is
receiving $S! or SSDI for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Social Security
Administration to provide such information to the
Department of Children and Family Services.
¢. Awritten statement from the resident ' s case
manager that the resident is an adult with severe
and persistent mental illness. The case manager
shall consider the following minimum criteria in
making that determination.
{i) The resident is eligible for, is receiving, or has
received state funded services from the
Department of Children and Family Services '
and Mental Health program
office within the last 5 years; or
(it} The resident has been diagnosed as having a
mental .
2. An appropriate placement assessment
provided by the resident’ s mental health care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted living
facility. Such assessment shall be conducted by a
psychiatrist, clinical psychologist, clinical social
worker, or, ., ... 1. nurse, or person
supervised by one of these professionals.
a. Any of the following documentation which
contains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, shall meet
this requirement:
(i) Completed Alternate Care Certification for

AL241
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, . ( )Form,
CF-ES Form 1008, 1998,
(ii) Discharge Statement from a state mental
hospital completed within 80 days prior to
admission to the ALF provided it contains a
statement that the individual is appropriate to live
in an assisted living facility, or

{ili) Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.

b. A mental health resident returning to a facility
from treatment in a hopsital or crisis stabilization
unit (CSU) will not be considered a new
admission and not require a new assessment.
However, a break in a resident ' s continued
residency which requires the facility to execute a
new resident contract or admission agreement
wilt be considered a new admission and the
resident ' s mental health care provider must
provide a new assessment.

3. A Community Living Support Plan,

a. Each mental health resident and the resident’
s mental health case manager shall, in
consuitation with the facility administrator,
prepare a plan within 30 days of the resident ' s
admission to the facility or within 30 days after
receiving the appropriate placement assessment
under paragraph (c}, whichever is later, which:

{i) Includes the specific needs of the resident
which must be met in order to enable the resident
to live in the assisted living facility and the
community;

{ii} Includes the clinical mental health services to
be provided by the mental health care provider to
help meet the resident ' s needs, and the
frequency and duration of such services;

{iii) Includes any other services and activities to
be provided by or arranged for by the mental
health care provider or mental health case
manager o meet the resident ' s needs, and the

AL241
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frequency and duration of such services and
activities;
{ ) Includes the of the facility to
facmtate and assist the restdent in attending
and P ion to
appomtments for the services and activities
identified in the plan which have been provided or
arranged for by the resident’ s mental health care
provider or case manager,;
{v) Includes a description of other services to be
provided or arranged by the facility;
(vi) Includes a list of factors pertinent to the care,
safety, and welfare of the mental health resident
and a description of the signs and symptoms
1o the resident that indicate the

immediate need for professional mental health
services;
{vit} Is in writing and signed by the mental health
resident, the resident ' s mental health case
manager, and the ALF administrator or manager
and a copy placed in the resident ' s file. If the
resident refuses to sign the plan, the resident’s
mental health case manager shall add a
statement that the resident was asked but
refused to sign the plan;
(viii) Is updated at least annually;
{ix) include the Agreement

i in D 4. if included, the
mental health care prowder must also sign the
plan; and
{x) Must be available for inspection to those who
have a lawful basis for reviewing the document.
b. Those portions of a service or treatment plan
prepared pursuant fo Rule 65E-4.014, FAC.,
which address all the elements listed in
sub-subparagraph a. above may be substituted.
4. Agreement. The mental heaith
care prowder for each mental health resident and
the facility administrator or designee shall, within
30 days of the resident’ s admission to facility or

AL241
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receipt of the resident ' s appropriate placement
assessment, whichever is later, prepare a written
statement which:

a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental health resident. The provider must
furnish the resident and the faciiity with the
provider ' s 24-hour emergency crisis telephone
number.

b. Must be signed by the administrator or
designee and the mental health care provider, or
by a desigl 1 rep! ive of a icai
prepaid health plan if the resident is on a plan
and the plan provides behavioral health services
under Section 409.912, F.S.

<. * cover all mental health residents of the
facllity who are clients of the same provider.
d. be included in the Community Living

Support Plan described in subparagraph 3.
Missing documentation shall not be considered a
deficiency if the facility can demonstrate that it
has made a good faith effort to obtain the
required doct ion from the Dep: of
Children and Family Services, or the mental
health care provider under contract to provide
mental health services fo clients of the
department.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the
assisted living facility failed to ensure that 1 out of
5 (#1) sampled residents had a completed Annual
Community Living Support Plan.

Findings include:

Record review found that resident #1 who
received ., .. . . . (.9
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and was diagnosed with | {health
assessment dated ’} did not have a
signed annual community living support plan by
the resident.

Interview with the administrator on -at
12:42 p.m. confirmed that resident #1's name
was printed on the plan but it was not signed by
the resident. The facility did not have any
documentation that the plan was reviewed with
the resident.

Class Il

58A-5.0191(8) FAC LMH - Training

{8) LIMITED MENTAL HEALTH TRAINING.

{a) Pursuant to Section 428.075, F.S., the
administrator, managers and staff, who have
direct contact with mental health residents in a
licensed limited mental health facility, must
receive the following training:

1. Aminimum of 6 hours of specialized training in
working with individuals with mental health
diagnoses.

a. The training must be provided or approved by
the Department of Children and Families and
must be taken within 6 months of the facility ' s

| receiving a limited mental health license or within

6 months of employment in a limited mental
health facility.

b. Staffin " 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.

¢. Training P p
count once for 6 of the 12 hours of continuing

d under this may

AL241

AL243

AHCA Form 3020-0001
STATE FORM

s

WeGS11

If continuation sheet 13 of 15



Agency for Health Care Administration

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 04/18/2013
FORM APPROVED

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

AL11864337

{X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B.WING

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

1SABEL ADULT CARE

STREET ADDRESS, CITY, STATE, ZIP CODE

10701 SW 66 TERRACE
MIAML, FL 33173

{Xa) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

iD
PREFIX
TAG

X8}
COMPLETE
DATE

AL243

Continued From page 13

education required for administrators and
managers pursuant to Section 429.52(4), F.S.,
and subsectlon (1) of this rule.
2A of 3 hours of education,
which may be provided by the ALF administrator
or through distance learning, biennially thereafter
in subjects dealing with one or more of the
foliowing topics:
a. 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
other services received or may require
intervention; and crisis services and the
procedures.
3 For admtmsrrators and managers, the
education reqi under this
subsectlon will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to Section 428.52(4), F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education
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 fo repeat the initiaf training should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility ' s personnel files. They
must also ensure that copies of the continuing
education training certificates, pursuant to
h (a)2. of this subsection, are
retamed in their personnel files,

AL243
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This Statute or Rule is not met as evidenced by:
Based on record review and interview the
assisted living facility failed to ensure that 1 out of
3 (#1) sampled staff members received a
minimum of 3 hours of continuing education in
limited mental health training biennially.

Findings include:

Record review found that staff #1 (caretaker) did
not have any documentation of having a minimum
of 3 hours of continuing education training in
limited mental health in the Jast two years. Staff
#3's last limited mental health training was dated

interview with administrator on at 12:39
p.m. confirmed that the facllity did not have the
training for staff #1 at the facllity.

Class Wl
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FLORIM ACERC Y FOR HEAITH CARE ADMINISTRATON

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

e 52013

Administrator

Tsabel Adult Care Re: CCR #2013003062
10701 Sw 66 Terrace

Miami, FL. 33173

Dear Administrator:

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

Attached is the provider's copy of the State (3020) Form, which indi 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 t0 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
http://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,
. A
MW
Arlene Mayo-Davis
Field Office Manager

AMD:sy
Enclosure
XG90

Headqguarters Miami Field Office
2727 Mahan Drive 8333 N.W. 53rd Strest, Suite 300
Talahassee, FL 32308 Miami, FL 33166

hitp:ifahca. myflorida.com Phone (305) 593-3100; Fax (306) 593-3121




