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{A 000} Initial Comments + {A 000}
Afollow up complaint survey ( CCR# 201300617} ; |
was conducted on . Los Abuelito |
Felices Il had the following deficiencies A0052,
A0078, A0079 and ADOS3 were found H
uncorrected. A new deficiency was also identified. ! |
{A 052) 58A-5.0185(3) FAC Medication - Assistance with | {A 052}

| Self-Admin

(3) ASSISTANCE WITH
SELF-ADMINISTRATION i
(a) For facilities which provide assistance with i
self-administered medication, either: a nurse; or |
an unlicensed staff member, who is at least
i, trained to assist with self-administered |
medication in accordance with Rule 58A-5.0191.
F.A.C., and able to demonstrate to the :
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 429.256, F.S.
(b} Assistance with self-administration of
medication includes verbally prompting a resldem
to take medications as prescribed, refrieving and ;
opening a properly labeled medication container,
and providing assistance as specified in Section
429.256(3), F.S. tn order to facilitate assistance
with self-administration, staff may prepare and
make available such items as water, Juice, cups,
and spoons. Staff may also return unused doses
to the medication container. Medication, which
appears to have been contaminated, shall not be
returned to the container. ¢
{c) Staff shall observe the resident take the
medication. Any concerns about the resident ' s ;
reaction to the medication shall be reported to the ;
resident’ s health care provider and documented |
in the resident ' s record
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{d) When a resident who receives assistance with
medication is away from the facility and from

enable the resident to take medication as

| prescribed:
1. The health care provider may prescribe a

. medication schedule which coincides with the
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;

| 3. The medication may be transferred to a pifl
organizer pursuant 1o the requirements 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 to Section 429.256(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
interpreting vital signs and evaluating or
assessing a resident ' s condition

{4) Assistance with self-administration does not
include:

(a) Mixing, 1. converting, or

t i medication doses, except for

measuring a prescribed amount of liquid

medication or breaking a scored tablet or

crushing a tablet as prescribed

(b} The preparation of syringes for injection or the :

administration of medications by any injectable
| route.

{7052

facility staff, the following options are available to :
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{A 052}

Continued From page 2 ¢
{c) Administration of medications through N
intermittent positive pressure breathing machines |
ora...L.l_.

(d) Administration of medications by way of a |
tube inserted in a cavity of the body.

(e) Administration of | preparations.

{f) rrigations or debriding agents used in the i
treatment of a skin condition '
[{e}] \ Lor preparations. {
(h) Medications ordered by the physician or ;
health 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 |
unlicensed person, and at the request of a
competent resident.

(i) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed parson

This Statute or Rule is not met as evidenced by
Based on record review and interview the facility
still failed to have 1 of  facility staff trained in
assistance with self administration of
medications.

Findings as follow:

Record review documented the facility MOR for 4
faciulity residents was signed for staff #1
(caretaker) dates and

Record review documented staff #1 did not have ¢
the assistance with self administration of
medications training available for review,

On at about 11:00 the facility
administrator stated staff #1 (caretaker) assisted
residents with self administration of medications.
The facifity administrator also stated the facility

{A 052}
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residents with self administration of medications.
Class i
i Uncorrected
AD77 58A-5.019(1) FAC Staffing Standards - ACTT
Administrators H
Staffing Standards i

(1) ADMINISTRATORS. Every facility shall be
under the supervision of an administrator whois | !
responsible for the operation and maintenance of |
the facility including the management of all staff
and the provision of adequate care to all
residents as required by Part | of Chapter 428,
F.S., and this ruie chapter
{a} The administrators shall:
1 Beatleast | v ;
2. {f employed on or after . 1890, have
a high school diploma or general equivalency
diploma (G.E.D.). or have been an operator or
administrator of a licensed assisted living facility
in the State of Florida for at least one of the D
3 years in which the facility has met minimum
standards. Administrators employed on or after
, 1995, must have a high scheol
diploma or G.ED,;
3. Be in compliance with Level 2 background
screening standards pursuant to Section :
429174, F S.; and i
4. Complete the core training requirement :
pursuant to Rule 58A-50191, FAC
{b) Administrators may supervise a maximum of
either three assisted living facilities or a i
combination of housing and health care faciiities
or agencies on a single campus. However,
administrators who supervise more than one
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facility shall appoint in writing a separate "
manager” for each facility who must:

1. Beatleast | ;and

2. Complete the core training requirement
pursuant to Rule 58A-5.0191, FAC !
{c) Pursuant to Section 429.176, F.S., facility :
owners shall nofify both the Agency Field Office |
and Agency Central Office within ten (10) days of
a change in a facility administrator on the
Notification of Change of Administrator, AHCA
Form 3180-1008, » 2008, which is !
incorporated by reference and may be obtained |
from the Agency Central Office. The Agency i

Central Office shall conduct a background
screening on the new administrator in t
accordance with Section 429.174, F.S., and Rule |
58A-5.014, F AC :

This Statute or Rule is not met as evidenced by !
Based on record review and interview the facility
failed to appint a manager who succesfully pass
the CORE training and competency test

Findings as follow:

Record review documented the facitity
administrator staff #5 administers 2 faciiities
Record review documented the facility failed to
have documentation of CORE training and test
for the facility manager staff #3
On - at about 11:30 a.m. staff #5
(facility administrator) stated staff #3 was the
facility manager. The facility administrator also
stated the manager, (staff #3 hired on

} had no the CORE training.
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(2) STAFF

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

lincluding 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

until the administrator determines that such
condition no fonger exists.
(b) All staff shall be assigned duties consistent
with hisiher level of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or certified. Al staff
shall exercise their responsibilities, consistent
with their qualifications, to observe residents, to

i 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) All staff must comply with the training
requirements of Rule 58A-50191, FAC
(d) Staff provided by a staffing agency or
employed by a business entity contracting to
provide direct or indirect services to residents

(a) Newly hired staff shall have 30 days to submit !

i
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{A 078} Continued From page & 1 {A 078}
must be qualified for the position in accordance
with this rule chapter. The contract between the

facility and the staffing agency or contractor shail |
specifically describe the services the staffing |
agency or contractor will be providing to i

| residents. :
| (&) For facilities with a ficensed capacity of 17 or
more residents, the facility shall i
1. Develop a written job description for each staff i

| position and provide a copy of the job description i
fo each staff member; and i
2. Maintain time sheets for all staff. i
i

|

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 in 1 { staff #2,
caretaker) of 5 facility staff

Findings as follow: :

Record revew documented staff #2 {caretaker)
hired on , last freedom from
communicable disesae statement including
| was made on N

On atabout 11:00 a.m. staff #5
{facility administartor stated the facility failed to
document freedom from vcommunicable i
including TBfor staff #2 (caretaker) hired on

i

Class 1 ;
{2 079} 58A-5.019(4) FAC Staffing Standards - Levels | {A 079
58=D) H

(4) STAFFING STANDARDS !
{a) Minimum staffing: .
1. Facllities shall maintain the following minimum | }
staff hours per week ¢ !
Number of Residents  Staff Hours/Week i |
AHCA Form 3020-0001
STATE FORM o858 JT0012 i continuation sheat 7 of 12
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2. At least one staff member who has access to
facility and resident records in case of an |
emergency shall be within the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility
3. In facifities with 17 or more residents, there
shall be at least one staff member awake at all
hours of the day and night
4. Atleast one staff member who is trained in
First Aid and . as provided under Rule
58A-5.0191, F.AC., shall be within the facility at
all times when residents are in the facility.
5. During periods of temporary absence of the
administrator or manager when residents are on
the premises, a staff member who is at least

B . must be designated in writing to be
n charge of the facility. i
8. Staff whose duties are exclusively building
maintenance, clerical, or foad preparation shall
not be counted toward meeting the minimum
staffing hours requirement.
7. The administrator or manager ' s time may be
cournted for the purpose of meeting the required
staffing hours provided the administrator is H
actively involved in the day-to-day operation of |
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0-5 168
6-15 212 i
16-25 263 :
26-35 294 i
36-45 335 i
46-55 375 :
56-65 416 :
66-76 457 |
76-85 498 i
86-95 539 i
| For every 20 residents over 95 add 42 staff hours i i
| per week.
1
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{A 079} Continued From page 8 : {A 079}

the facility, including making decisions and

; providing supervision for all aspects of resident
care, and is listed on the facility " s staffing
schedule.
8. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.

- {b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), ail ¢ |
faclities, including those composed of b :
apartments, shall have enough qualified staffto |
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents scheduled and unscheduled service |
needs, resident contracts, and resident care
standards as described in Rule 58A-5.0182,
FAC
(¢) The facility must maintain a written work
scheduie which reflects its 24-hour staffing
pattern for a given time period. Upon request, the
facility must make the daily work schedules for
direct care staff available to residents or
representatives, specific to the resident ' s care.
(d) The facility shall be required to provide staff
immediately when the Agency determines that the !
requirem  * of paragraph (a) are not met. The
facility shalt also be required to immediately
increase staff above the minimum levels
established in paragraph (a) if the Agency
determines that adequate supervision and care
are not being provided to residents, resident care
standards described in Rule 58A-5.0182, F.AC.,
are not being met, or that the facility is failing to
meet the terms of residents ' contracts. The
Agency shall consult with the facility administrator |
and residents regarding any determination that
additional staff is required

i 1. When additional staff is required above the

minimum, the agency shall require the
submission, within the time specified in the

AHCA Form 3020-0801
STATE FORM bl JTO012 # continuation sheet §of 12

i




PRINTED: 05/

FORM APPRC
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMEER A BUILOING COMPLETED
R
AL11966645 BWNG |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZiF GODE
14743 SW 173 TERRACE

LOS ABUELITO FELICES H MIAML FL 33187

x4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE ACTION SHOULD BE e

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{A 079}, Continued From page 9 L 1A 079y

notification, of a corrective action plan indicating

how the increased staffing is to be achieved and

resident service needs will be met. The plan shall

be reviewed by the agency to determine if the

plan will increase the staff to needed levels and i

meet resident needs. i

2. When the facility can demonstrate to the
f agency that resident needs are being met, or that . ]
resident needs can be met without increased : H
staffing, modifications may be made in staffing
requirements for the facility and the facility shall
no longer be required to maintain a plan with the
agency. ; ]
3. Based on the recommendations of the local : |
fire safety authority, the Agency may require i
additional staff when the facility fails to meet the
fire safety standards described in Section 420.41, ¢
F.S., and Rule Chapter 69A-40, F.A.C., until such |
time as the local fire safety authority informs the
Agency that fire safety requirements are being
met
(e} Facilities that are co-located with a nursing
home may use shared staffing provided that staff |
hours are only counted once for the purpose of
meeting either assisted living facility or nursing 1
home minimum staffing ratios
(f) Facilities holding a limited mental health,
extended congregate care, or Jimited nursing
services license must aiso comply with the
staffing requirements of Rule 58A-5.028, :
58A-5.030, or 58A-5.031. FAC., respectively

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
intervew the facility still failed to have a current
staffing schedule

Findings as follow: i

AHCA Form 3026-6301
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{A 079} Continued From page 10 i (A 079}

Observation on atabout 9:10 a.m.
revealed a staffing pattern for the months N
though (only one sheet). The schedule did
{ not have any dates on it. The schedule aiso |
missed, the name of staff present in facility (#1)
{hired on Jand had in a name of a
staff (#6) (previous owner) who was no longer
working in facility (since
On at about 11:00 a.m. the facility H
administrator (staff #5) stated the schedule had |
no dates and was not updated due to staff #1
name was not in schedule and former staff (#6)

who teft facility on was sfill in the
schedule. :
Class It !
uncorrected !
i
(2 SOfg) 58A-5.0191(4) FAC Training - First Aid and | (A 083y

| {4} FIRST AID AND
). A staff memb~r e ho
has completed courses in First Aid and and !
holds a currently valid card documenting N
completion of such courses must be in the facility ;
at all times.
(@) Documentation of attendance at First Aid or
course offered by an accredited college, i
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 Heaith, !
shall satisfy this requirement :
{b) Anurse shall be considered as having met the | |
training requirement for First Aid. An emergency |
: medical technician or paramedic currently
certified under Part Il of Chapter 401, F.S_ shall
be considered as having met the training
AHCA Form 3020-0001
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i

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 at least one §
staff present in facility at all times with and i
Flrst Aid trainings.

Findings as follow: s

On at about 810 a.m. it was :
observed staff #2 alone in facility with 4 residents :

Record review documented the facility failed to
have staff #1's {caretaker) documentation of the
and First Aid training available for review

On at about 11:00 a.m. the facility
administrator stated the facility failed to train staf f |
#1in and First AID. Stated also the facility
failed to have an staff prasent at all times in

facility with the and First Aid trainings.
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AH Form Approved

State Form: Revisit Report

(Y1) Provider/ Supplier / CLIA
Identification Number

_ AL11966645

Name of Facility

LOS ABUELITO FELICES If

(¥2) Multiple Construction

A, Buil

iding
8. Wing

| (¥3) Date of Revisit
5/2/2013

| street Address, City, Stats, 2ip Code

14743 SW 173 TERRACE

MIAMI, FL 33187

This report is completed by

deficiency shouid be fully identified using either the reguiation or LSC provision number and the identification

cades shown fo the teft of each requirement on the survey report form)

2 State surveyor 10 show those deficiencies previously raported that have been corrected and the date such comactive action was accomplished. Each

prefix code previously shown on the State Survey Report (prefix

(Y4) ttem (YS) Date (Y4) item {Y5) Date Y4) item (Y5) Date
Correction Correction | Correction
Compileted Completed Completed
DPrefix ABO30 | IDPrefix  A0O76 B L 1D Prefix _A0081
Reg. # 58A-5.0182(6) FAC; 429.28 | Reg # S8A-5.0186FAC Reg. # 5BA-5.0191(2) FAC
Ls¢ o ; Lsc - Lsc
Correction H Correction Correction
Completed Completed Completed
IDPrefix AO0B2 D Prefix  AD161 . 1D Prefix AD162 .
Reg. # 5BA-5.0191(3) FAC Reg. # 5BA-5.024(2) FAC ! Reg. # 58A-5.024(3) FAC
ts¢ | LsC ) LSC
Correction | Correction Correction
Completed Completed Completed
D Prefix  AZ815 1D Prefix B 1D Prefix
Reg.# 408.808, 435.02(2), 435.06 Reg.# . Reg. #
Lsc Lsc N Lsc -
Correction Carrection Correction
Compieted | Completed Completed
1D Prefix DPrefix 1D Prefix
Reg.# ) Reg. # ) o Reg. #
LSC B 5 : sc | Lsc -
Correction Correction | Correction
Completed Completed | Completed
D Prefix DPrefix . 1D Prefix
Reg. # Reg. # i | Reg. #
Lsc Lsc R ¢ Lsc
Reviewed By | Reviewed By ! Date:
State Agency N i T
Reviewed By | Reviewed By ' Date | Signature of Surveyor:
CMS RO ! |

Followup to Survey Completed on:

Check for any Uncorrected Deficiencies. Was a Summary of
Uncorrected Deficiencies (CMS-2567) Sent to the Facility? vee o



K SCOTT . -
S ovemmon Better Health Care for all Floridians ELIZABETH DU

L2013
Administrator
Los Abuelito Felices 1l CCR#2013000617 f/u
14743 Sw 173 Terrace
Mijami, FL. 33187

Dear Administrator:

This letter reports the findings of a revisit survey to a complaint conducted on ,, 2013by representative(s)
of this office. Enclosed is the provider's copy of the Statement of Deficiencies and Plan of Correction (State
Form 3020), which references the uncorrected deficiencies and/or new deficiencies, identified during the revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. Al deficiencies
shall be corrected no later than , 2013,

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://ahc: com/Publica s.shtml as a first step in providing a web-based interactive
consumer satistaction 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. Should you have any questions please call this office at
{305) 593-3100.

Sincerely,

(. -, Arlene Mayo-Davis
© Field Office Manager

AMD:sy
Enclosure
BET7
I Sy, e -
Headquarters S Miami Field Office

2727 Mahan Drive
Tailahassee, FI. 32308
hitpi/fahca myflorida.com

8333 N.W. 53rd Street, Suite 300
Miami, FL 33166
Phone (305) 593-3100; Fax (305) 583-3121



