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Initial Comments.

A Second Revisit {complaint number
2019001279) was conducted at Cary's Adult Care
2on 28, 2019. Deficiencies were
identified at the time of survey.

58A-5.016 FAC Licensure - Requirements

{1} SERVICE PROHIBITION. An assisted living
facility may not represent that it provides any
service other than a service for which itis
ficensed to provide.
{2) CHANGE IN USE OF SPACE REQUIRING
AGENCY CENTRAL OFFICE APPROVAL. A
change in the use of space that increases or
decreases a facility's capacity must not be made
without prior approvat from the Agency Central
Office. Approval must be based on the
compliance with the physical plant standards
provided in Rule 58A-5.023, F.AC., as well as

ion of i with i fire
safety and sanitation inspection requirements
referenced in Rule 58A-5.0161, FA.C.
{3) CHANGE IN USE OF SPACE REQUIRING
AGENCY FIELD OFFICE APPROVAL. A change
in the use of space that involves converting an
area to resident use, which has not previously
been inspected for such use, must not be made
without prior approvat from the Agency Field
Office. Approval must be based on compliance
with the physical plant standards provided in Rule
58A-5.023, F.AC., as well as documentation of
compliance with applicable fire safety and
sanitation inspection standards referenced in
Rule 58A-5.0181, F.A.C.
(4) CONTIGUOUS PROPERTY. If a facility
consists of more than one building, all buildings
included under a single license must be on
contiguous property. "Contiguous property"
means property under the same ownership
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Continued From page 1

separated by no more than a two-lane street that
traverses the property. A licensed location may
be to include addit i

property with the approval of the agency to
ensure continued compliance with the
requirements and standards of Part il, Chapter
408, F.8., Part i, Chapter 429, F.S., Rule Chapter
59A-35, F.A.C., and this rule chapter.

{6} PROOF OF INSPECTIONS. A copy of the
annual fire safety and sanitation inspections
described in Rule 58A-5.0161, FA.C., mustbe
submitted annually to the Agency Central Office.
The annual inspections must be submitted no
{ater than 30 calendar days after the inspections.
Failure to comply with this requirement may resuit
in administrative action pursuant to Part I,
Chapter 408, F.S., Section 429.14, F.S., and Rule
Chapter 59A-35, F.A.C,

{6) RESIDENTS RECEIVING STATE-FUNDED
SERVICES. Upon request, the facility
administrator or designee must identify residents
receiving state-funded services to the agency and
the department for monitoring purposes
authorized by state and federal laws.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to documentation of a current approved fire
inspection.

Findings included:

Review of the facility's inspection reports showed
a last approved fire inspection conducted on

. During the survey, the fire inspector
arrived and advised that on the last inspection
dated , (Not provided by the facility), the
faciiity had deficiencies and those deficiencies
were rot corrected.
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Continued From page 2

On at 10:30 AM, the
Administrator acknowledged that the facility had
an issue with the fire inspection.

Class Il

58A-5.0185(5) FAC Medication - Records

(5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
efther the original labeled medication container,
ora ication listing with the pl ipti
number, the name and address of the issuing
pharmagcy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
(b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with seif-administration of

ications or medication inistrati
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known

. the resident may have;
2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

ication as pt , or medication errors,
{c} For medications that serve as chemical

, the facility must, pursuant to section

429.41, .S, maintain a record of the prescribing
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Continued From page 3

physician’s annual evatuation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain a daily medication observation
record {(MOR) for one of seven residents who
received assistance with self-administration of
medications, {Resident 6).

Findings included:

On ., . at 7:30 AM, Resident 6
asked Staff E for her medications; Staff E replied
that she had already giving Resident 6 the
medications.

Review of the MOR for all residents showed no
record for Resident 6. Review of Resident s
record showed a written MOR with multiple
medications for the month of | . initialed
untit |
On at 7:30 AM, Staff E stated, "
just give her the medications as it says on the
bottle, morning and night; | do not write anything
down. If { am not going fo be here, | communicate
with Staff C."

Uncorrected
Class i
58A-5.0191(. ) FAC Training - Staff In-Service
{2) STAFF PRESERVICE ORIENTATION.

(a} Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
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1.
(b) New staff must complete the preservice
orientation prior to interacting with residents.

{c} Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.

{d) In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:

1. Resident's rights; and,

2. The facility's license type and services offered
by the facility.

(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
faciiity staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home heaith aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
.\ .. »may be used to meet this
requirement.
(b} Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
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chain-of-command and staff roles refating to
emergency evacuation.
{c} Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facifity.
2. Recognizing and reporting resident .
neglect, and | . The facility must use its
prevention policies and procedures when
offering this training.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 53A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
fiving.
() Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.
{f) All facility staff shall receive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
(30) days of employment.
1. All facility staff shall be provided with a copy of
the facifity's resident elopement response policies
and procedures.
2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
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Continued From page 6

Based on record review and interview, the facility
failed to provide documentation of a minimum 2
hour pre-service orientation, completed for one of
five sampled staff prior to their interacting with
residents (Staff £).

Findings included:

Areview of Staff £'s record found no
documentation of the minimum 2 hour
pre-service orientation training.

On ., . at 10:30 AM, the
Administrator acknowledged the staff was
missing the training.

Class i

58A-5.026(2) FAC Emergency Plan Approval

{2) EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval to the
iocal emergency management agency.

(a} If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

{b} A new facility as described in Rule 58A-5.023,
F.A.C., and facilities whose ownership has been
transferred, must submit an emergency
management plan within 30 days after obtaining a
ficense.

{c} The facility must review its emergency
management plan on an annual basis, Any
substantive changes must be submitted to the
iocal emergency agency for review and approval.
1. Changes in the name, address, telephone
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number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

{d) The local emergency management agency is
the final inis ive authority for
management plans prepared by assisted tiving
facilities.

{e) Any plan approved by the local emergency
management agency is considered to have met
alf the criteria and conditions established in this
rule.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview, the facility
failed to provide documentation of an approved
i Plan

Compi £
{CEMP) letter by the local agency.
Findings included:

Review of the facility's approved inspections and
current documents, did not show a current
approved CEMP letter from the local agency.
The last approval at the facility was dated

On ., . at 10:30 AM, the
Administrator stated, "l know we have it, | have to
took for it."

Class i

A181

AHCA Form 3
STATE FORM

20-0007

s

BAIB13

f continuation sheet 8 of 8




Agency for Health Care

PRINTED: 09/24/2019

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11966581

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

R
08/28/2019

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

15765 SW 76 TERRACE

CARY'S ADULT CARE 2

MIAMI, FL

33193

0@y D
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
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

o]
PREFIX
e

(xe
COMPLETE
DATE

Cz814
85=C

435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse.-

{b) Unti such time as the are enrolied
in the national retained print notification
program at the Federal Bureau of Investigation,
an employee with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of alf employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.

{d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential
employee for electronic submission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain the
faciiity's background screening database roster
up-to-date to include all current staff.

Findings included:
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Continued From page 1

On . at 7:00 AM, observed Staff £
assisting residents. She stated she had been
working at the facility since

A Review of the background screening
clearinghouse showed that Staff E had an eligible
background screening dated , butthe
staff was not listed on the facility’s background
roster,

On at 10:30 AM, the
Administrator stated that he was surprised that
the staff was not included on the facility's roster
because she already had an eligible Levelil
background result.

Unclassified

408.809(2)(a-c); 59A-35.080(2)(d)-(3)
Background Screening-Compliance Attestation

408.809
{2) Every 5 years following his or her ficensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
packground screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's .
to the Federal Bureau of Investigation for a
national criminal history record check unless the
person's are enrolied in the Federal
Bureau of Investigation's national retained print
notification program. If the . of

such a person are nof retained by the

CZ814
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Continued From page 2

Department of Law Enforcement under s.
943.05(2){(g) and (h}, the person must submit
. electronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the to the Federal Bureau of
Investigation for a national criminal history record
check. The |, shall be retained by the
Department of Law Enforcement under s.
943.05(2)(g) and (h} and ensolled in the national
retained print natification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal history records checks
required by level 2 screening may be borne by
the ficensee or the person |, | . Untila
specified agency is fully implemented in the
clearinghouse created under s, 435.12, the
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or
professional licensure requirements of the
agency, the Department of Heaith, the
Department of Elderly Affairs, the Agency for
Persons with , the Department of
Children and Families, or the Department of
Financial Services for an applicant for a
certificate of authority or provisional certificate of
authority to operate a continuing care retirement
community under chapter 651, provided that:
{a) The screening and di ifyi
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;
{b) The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days; and
{c) Such proof is accompanied, under penatty of
perjury, by an attestation of compliance with

CZ816
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Continued From page 3

chapter 435 and this section using forms
provided by the agency.

59A-35.090(2) Processing Screening Requests,
Regquired Documents and Fees.
(d} An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . . herein incorporated by
reference, available at
hitp:/iwww. firules.ol asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
hitp:/fahca.myflorida.com/MCHQ/Central_Service
0 i ions_Forms.sht
mi. This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
disqualifying offense.
{e) An administrator or chief financial officer must
be screened and quafified prior to to
the position.
(3) Results of Screening and Notification,
{a) Final results of background screening
requests will be provided through the Agency’s
secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is located at:
apps.ahca.myflorida.com/SingleSignOnPortal.
{b} If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unciaimed, a copy of the letter will be sent by

CZ816
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regular mail. Pursuant to section 435.05(1)(d),
F_S., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with section
435.06(3), F.S.

{c} The eligibility resuits of employee screening
and the signed Attestation referenced in
subsection 59A-35.090(2), F.A.C., must be in the
employee's personnel file, maintained by the
provider.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide proof of a complete and signed
attestation document for one of five sampled
staff, (Staff E).

Findings included:

Review of Staff E's personnel record showed an
application and alf required training. The record
did not have a signed attestation document.

Oon | at 10:30 AM, the
Administrator acknowledged that the staff was
missing the document.

Class Il

408.811 FS; 59A-35.120 FAC Right of Inspection;
Inspection Reports

408.811 Right of inspection; copies; inspection
reports; plan for correction of deficiencies.-

{1) An authorized officer or employee of the
agency may make or cause to be made any

CZ816
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Continued From page 5

inspection or investigation deemed necessary by
the agency to determine the state of compliance
with this part, authorizing statutes, and applicable
rules. The right of inspection extends to any
business that the agency has reason to believe is
being operated as a provider without a license,
but ion of any business of
being operated without the appropriate ficense
may not be made without the permission of the
ewner or person in charge unless a warrant is
first obtained from a circuit court. Any application
for a license issued under this part, authorizing
statutes, or applicable rules constitutes

ission for an iate i ion to verify
the information submitted on or in connection with
the application.
{a) All inspections shall be unannounced, except
as specified in 5. 408.808.
) N N

for shall be
bienniaily unless otherwise specified by
authorizing statutes or applicable rules.
(2} Inspections conducted in conjunction with
certification, comparable licensure requirements,
or a recognized or approved accreditation
organization may be accepted in lieu of a
complete licensure inspection. However, a
ticensure inspection may also be conducted to
review any licensure requirements that are not
also requirements for certification.
(3} The agency shall have access to and the
ticensee shall provide, or if requested send,
copies of ail provider records required during an
inspection or other review at no cost fo the
agency, including records requested during an
offsite review.
{4} A deficiency must be corrected within 30
calendar days after the provider is notified of
inspection results unless an alternative timeframe
is required or approved by the agency.

{cz824}
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Continued From page 6

{6) The agency may require an applicant or
ficensee to submit a plan of correction for
deficiencies. If required, the plan of correction
must be filed with the agency within 10 calendar
days after notification unless an alternative
timeframe is required.

{6)(a) Each licensee shall maintain as public
information, available upon request, records of alf
inspection reports pertaining to that provider that
have been filed by the agency unless those
reports are exempt from or contain information
that is exempt from s. 118.07(1) and s. 24(a), Art.
| of the State Constitution or is otherwise made
confidential by law. Copies of such reports shall
be retained in the records of the provider for at
ieast 3 years following the date the reports are
filed and issued, regardless of a change of
ownership.

{b) Alicensee shali, upon the request of any
person who has completed a written application
with intent to be admitted by such provider, any
person who is a client of such provider, or any
relative, spouse, or guardian of any such person,
furnish to the requester a copy of the last
inspection report pertaining to the licensed
provider that was issued by the agency or by an
accrediting organization if such report is used in
tieu of a licensure inspection.

53A-35.120 Inspections,

{1) When regulatory violations are identified by
the Agency:

{a) Deficiencies must be corrected within 30 days
of the date the Agency sends the deficiency
notice to the provider, unless an alternative
timeframe is required or approved by the Agency.
{b} The Agency may conduct an unannounced
follow-up inspection or off-site review to verify
correction of deficiencies at any time.

{cz824}
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{2) if an inspection is completed through off-site
record review, any records requested by the
Agency in conjunction with the review, must be
recelved within 7 days of request and provided at
no cost to the Agency. Each licensee shall
maintain the records including medical and
treatment records of a client and provide access
to the Agency.
{3) Providers that are exempt from Agency
inspections due to accreditation oversight as
prescribed in authorizing statutes must provide:
{a) Documentation from the accrediting agency
including the name of the accrediting agency, the
beginning and expiration dates of the provider's
accreditation, accreditation status and type must
be submitted at the time of license application, or
within 21 days of accreditation.
(b} Documentation of each accreditation

ion including the itati
organization's report of findings, the provider's
response and the final determination must be
submitted within 21 days of final determination or
the provider is no longer exempt from Agency
inspection.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facility failed to correct deficient practices within
30 days of being nofified in writing by the Agency
for Health Care Administration.

Findings included:

Areview of inspection reports showed that the
facifity was cited on deficient practices in
the areas of medication records and over the
ticensed capacity.
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Interviews and record reviews during a revisit
inspection on showed that the
deficiencies had not been corrected.

Unclassified

408.813(3) FS Administrative Fines; Violations

{3) The agency may impose an administrative
fine for a viclation that is not designated as a
class |, class II, class Hil, or class  violation.
Unless otherwise specified by law, the amount of
the fine may not exceed $500 for each violation.
Unclassified violations include:

{a} Violating any term or condition of a ficense.
{b} Violating any provision of this part, authorizing
statutes, or applicable rules.

(c) Exceeding licensed capagcity.

{d) Providing services beyond the scope of the
ticense.

{e} Violating a moratorium imposed pursuantto s.
408.814,

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to operate with its license capacity of six by
having seven residents.

Findings included:

on . 3t 7:00 AM, when walking by
the hallway, observed a woman walking fast from
the garage area to the employee’s room and
going to bed. At the garage area there were

{cz824}
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female clothes, other items, an open futon and a
television that it was on. The total residents at
the facility were seven.

On at 7:00 AM, Steff D stated,
"She just got here, and | let her rest on my bed."

On at 8:00 AM, during a phone
mterv!ew with the administrator, he stated, "The
case manager for Resident 6 is looking for a
place for her. | cannot let her be on the streets,
she has not found her another home yet; | can
give you her number if you need to speak to her."

Uncorrected
Unclassified
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