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pooo Initial Comments

An Extended Congregate Care (ECC) Monitoring Survey Revisit was conducted on 10/1 9/16. Xiomara
Home with ECC, license #9598, had a deficiency at the time of survey.

p007 Admissions - Criteria

Based on observation, record review, and interview the facility failed to follow the admission criteria for
one out of three sampled residents (Resident # 3).

Findings included:

During tour of the facility on . at 12:10 PM observed Resident #3 lying in bed and she was
unable to answer to the greetings or to move.

The facility's Administrator stated on - at 12:10 PM that the resident was under hospice services
and required total care.

Record review revealed that Resident #3 was admitted to hospice on /- while at the hospital and
was admitted to the facility on under hospice services.

On " at 12:45 PM the facility's Administrator stated that she admitted the resident being total

care and under hospice services because she was told that she could do it with the Extended
Congregate Care (ECC) license and that the resident relatives and the consultants had called Agency
for Healthcare Administration (AHCA) and that AHCA stated that she could; however the contact person
from AHCA was unknown to her. On i at 1:01 PM she stated that she had not done an ECC plan
of care because the resident is not under ECC but under hospice services.
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RICK SCOTT
GOVERNOR

JUSTIN M. SENIOR
INTERIM SECRETARY

, 2016

Administrator
Xiomara Home
4321 Sw 1 Street
Miami, FL 33134

Dear Administrator:

This letter reports the findings of a Extended Congregate Care monitoring revisit survey
conducted on , 2016by representative(s) of this office, Enclosed is the provider's
copy of the Statement of Deficiencies (State Form 5000-3547), 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. All
deficiencies shall be corrected no later than L2016,

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:/fahca. 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. Should you have any questions please

call this office at (305) 593-3100.

Arlene Mayo-Davis, RN
Field Office Manager
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