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0000 - initial Comments

An Abbreviated Biennial Survey was conductedon |, 2017, Xiomara Home, inc. (License #9598)
with Extended Congregate Care component had deficiencies identified at the time of the survey:

P00 - Admissi - Conti i - 429.26{189) FS; 58A-5.0181(4) FAC

Based on observation, record review, and interview the facility failed to have a new face-to-face physical
examination done by a healthcare provider after a significant change for 3 out of 6 sampled residents
{Resident # 2, # 5 and # 6).

Findings included:

Record review revealed Resident #1 was receiving hospice services since . The last health
assessment was completed for Resident #1 was dated documented that the resident was
under hospice services, required total with her activities of daily living (ADLS) including eating.

On at 11:20 am the Administrator stated that Resident #1 required assistance sometimes with
eating but she is able fo eat on her own.

On at 11:50 am observed Resident #1 drinking on her own and was able to eat crackers with
supervision.

Record review revealed Resident #5 was receiving hospice services since . The last health
assessment was completed on and stated the resident required total assistance with ADLs,
assistance with self-administration of medications, and that the resident did not have any pressure
sores.

The Administrator stated on at 9:10 am that Resident #5 required medication administration
and the resident had a on her sacrum area.

The Registered Nurse (RN) from hospice stated on at 10:45 am, "Resident# 5 has a
on her sacrum; it is superficial and small; care twice a week. it started on mid~ . lcomein
the morning and another nurse comes at night to give her the medications."

Record review revealed Resident #6 was receiving hospice services since . The last health
assessment was completed on and states that the resident required total assistance with her
ADLs, assistance with self-administration of medications, and is under hospice services with no pressure
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sores.

On the at 10:05 am the Administrator stated that she required medication administration and
that the hospice nurse is the one giving the resident the medications and that the resident has two
pressure sores.

On the RN from hospice stated on at 9:40 am that she comes every day in the
morning or ancther nurse to give the morning medications and that another nurse come at night; she
also stated that Resident # 6 has a mid-back anda _  ontheleft heel

Class

0083 - Training - First Aid and - 58A-5.0191(4) FAC

Based on record review and interview the facility failed to ensure that a staff member who has
completed courses in First Aid and and holds a currently valid card documenting completion of
such courses be in the facility at all times for 1 out of 5 sampled staff (Staff C).

Findings included:

Record review of Staff C's file revealed that her and First Aid training expired on . The
facility did not provide any updated training for Staff C.

On at 12:50 PM the administrator stated, "Staff C works only on call but she stays alone with
the residents.

Class Hl

P162 - Records - Resident - 58A-5.024(3) FAC

Based on record review and interview the facility failed to have documentation of the appointment of a
health care surrogate, heaith care proxy, guardian, or the existence of a power of attorney for 1 out of 6
sampled residents (Resident # 1)

Findings included:
Record review of Resident #1's files revealed that the contract and all other forms in the record were

signed by the resident's nephew. The facility did not have any documents appointing him as the legal
representative.
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On

al 9:24 am the Administrator stated, "the nephew keeps saying that he is going to bring the
document but he never does."

Class Hi
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