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{A 000} Initial Comments

A revisit to a Re-licensure and Complaint Survey
{complaint number 2018004499) was conducted
on . 2019. Deficiencies were identified at
the time of survey.

A 083 58A-5.0191(5) FAC Training - First Aid and
88=D
{6} FIRST AID AND

). A staff member who
has completed courses in First Aid and and
holds a surrently valid card documenting
completion of such courses must be in the facility
at all imes.

{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose fraining
is accredited by the Commission on Accreditation
for Pre-Hospital Continuing Education satisfies
this requirement.

(b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medicaf technician or paramedic currently
certified under chapter 401, Part 1|, F.S., shall be
considered as having met the training
requirermnents for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to have a Staff trained
in and First AlD present at all times.

Findings as follow:

On at 9:30 AM Staff D was observed

A 000}
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working alone with a census of 6 residents

Record review showed the facility had no
documentation of the and First AID training
for Staff D.

On at 10:00 AM the Administrator
stated Staff D was not a facility employes. The
Administrator added Staff D had all trainings but
she was unable to provide documentation of this.

Class it

58A-5.020(2) FAC Food Service - Dietary
Standards

(2) DIETARY STANDARDS.
{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans, 2010,
which are incorporated by reference and
available for review at:

hitp/iwww. firules.o asp?No
=Ref-04003, and the current summary of Dietary
Reference Intakes established by the Food and
Nutrition Board of the tnstitute of Medicine of the
National Academies, 2010, which are
incorporated by reference and avaliable for
review at:
hitp:/fiom.edu/Activities/Nutrition/SummaryDRis/~
‘media/Fi tivity%20F il ition/DRIs/
New%20Material/5DR1%20Values %20SummaryT
ables%2014.pdf. Therapeutic diets must meet
these nutritional standards to the extent possible.
(b} The residents’ nutritional needs must be met
by offering a variety of meals adapted fo the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
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Continued From page 2

of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c} Al regular and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signhature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet,

1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facitities that offer residents a variety of food
choices through a select menu, buffet style

{A083}
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Continued From page 3

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 that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the faciiity.
2. The faciiity must document a resident's refusal
to comply with a therapeutic diet and provide
notification to the resident’s health care provider
of such refusal.
{f} For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of . the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on .
(h} A 3-day supply of nonperishable food, based
on the humber of weekly meals the facility has
with residents to serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan

{A083}
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Continued From page 4

coordinated with and reviewed by the local
disaster preparedness authority

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide available snacks for all residents
after regular hours. Residents did not have
access to food because the kitchen and
refrigerator were kept locked.

Findings included:

On at around 8:55 a.m., observed a
iocked gate leading fo the kitchen, in the
residents’ area, and a locked refrigerator located
in the dining room.

On at 10:00 AM the Administrator
stated that she the locked gate is used because
she lived in the house with her children. She
stated that locked the refrigerator to avoid
residents eat alf snacks at once and then she
proceed to uniock the refrigerator and place
crackers on the dining table. Before finishing the
survey the Administrator asked staff to remove
the lock from the refrigerator and he did it.

Uncorrected
Class Il

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

{3) OTHER REQUIREMENTS.

(a) All facilities must:

1. Provide a safe living environment pursuant to
Section 429.28(1)a), F.S.;

2. Be maintained free of hazards; and

{A083}

A152}
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Continued From page 5

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are roaintained in good

working order.

{b} Pursuant to Section 429.27, F.S., residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the fumishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with a mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
to ensure easy access by the resident;

2. A closet or wardrobe space for hanging

clothes;

3. Adresser, or other furniture designed for

storage of clothing or personal effects;

4. Atable or nightstand, bedside lamp or floor

tamp, and waste basket; and

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms 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 availabte linens and

personal laundry services for residents who

require such services. Linens provided by a

facliity must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that furniture was maintained in
good working order. The facility also failed to
provide a clean environment to all residents.

{A152)
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Continued From page 6

Findings included:

On at 9:45 it was observed that
Residents' # 1 and 5's beds were not dressed,
and the room was disorganized. The room had no
fightand a roach was observed on the floor.
The closet was missing the door.

On at 9:45 AM Staff B stated the
house was fumigated but roaches still appeared.
He said that resident #1 broke the closet's door.
He stated that would replace the light bulb.

On at 10:00 AM the Administrator
stated she started cleaning and organizing the
facitity after residents leave to go to their day
programs.

Class Il
429.275(2) FS; 58A-5.024(2) FAC Records - Staff

429.275

{2) The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if
applicable, documentation of compliance with all
training requirerments of this part or applicable
rule, and a copy of alf licenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

58A-5.024

{2) STAFF RECORDS.

{a) Personnel records for each staff member
must contain, at a minimum, a copy of the

{A152)
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0l with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 58A-5.0191, FAC,;
2. Copies of all licenses or certifications for alf
staff providing services that require licensing or
certification;
3. Documentation of compliance with levef 2
packground screening for alt staff subject to
screening requirements as specified in Section
429.174, F.8,, and Rule 58A-5.019, FAC,;
4. For facilities with a ficensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
58A-5.018, FAC,;
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 58A-5.0182(8)(c),
F.AC.
{b} The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to

residents and the facifity. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 58A-5.019, F.A.C.
{c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule 68A-5.018,
F.AC.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and

A8t
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Continued From page 8

interview the facility failed to maintain personnel

records for one out of four staff that included at a

a copy of the employment application,

documentation of the background screening and
i with all training requi nts { Staff

D).
Findings as follow:

On at 9:30 AM Staff D was observed
alone in the facility with a census of 5 residents.

Record review showed the facility had no

pl and d ion of
the eligible Level Il background screening result
or any required trainings for Staff D.

On at 10:00 AM the Administrator
stated Staff D was not a facility employee. She
stated Staff D had all the required training but she
was unable to provide it.

Class Il
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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 list one out of four
sampled staff ( Staff D} on if's roster in the
packground screening clearinghouse.

Findings as follow:

CZ814
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Continued From page 1

On at 9:30 AM Staff D was observed
working alone with a census of 5 residents

Background Screening Clearinghouse database
review showed Staff D was not fisted as a facility
employee. A review of individual results in the
Clearinghouse database showed that Staff D had
an eligible Level Il background screening.

On at 10:00 AM the Administrator
stated Staff D was not a facility smployee.

Unclassified

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 authotized officer or employee of the
agency may make or cause to be made any
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 {o 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

CZ814
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Continued From page 2

as specified in s. 408.806.

(b} ions for refi shall be

biennially 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 liew of a
complete licensure inspection. However, a
ficensure 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
ficensee shall provide, or if requested send,
copies of all provider records required during an
inspection or other review at no cost to 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.

{5) 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.

{B){a) Each licensee shall maintain as public
information, available upon request, records of all
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. 119.07(1) and s. 24(a), Art.
I 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
least 3 years following the date the reports are
fited and issued, regardless of a change of
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ownership.

(b) A licensee shall, 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 ficensed
provider that was issued by the agency or by an
accrediting organization if such report is used in
tieu of a licensure inspection.

59A-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.

{2) if an inspection is completed through off-site
record review, any records requested by the
Agency in conjunction with the review, must be
received within 7 days of request and provided at
no cost to the Agency. Each ficensee 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.
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{b} Documentation of each accreditation

ion including the itation
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 observation and interviews, the facility
failed to correct deficiencies within 30 days.

Findings:

A review of the facility's inspection history showed
citations i, , 2019 regarding Food Service
and Physical Plant.

On at around 9:55 a.m., observed a
focked gate leading fo the kitchen, in the
residents’ area, and a locked refrigerator located
in the dining room.

On at 10:00 AM the Administrator
stated that she the locked gate is used because
she lived in the house with her children. She
stated that locked the refrigerator to avoid
residents eat alf snacks at once and then she
proceed to uniock the refrigerator and place
crackers on the dining table.

On at 9:45 it was observed that
Residents' # 1 and 5's beds were not dressed,
and the room was disorganized. The room had no
fightand a roach was observed on the floor.
The closet was missing the door.
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On at 9:45 AM Staff B stated the
house was fumigated but roaches still appeared.
He said that resident #1 broke the closet's door.
He stated that would replace the light bulb.

On at 10:00 AM the Administrator
stated she started cleaning and organizing the
facitity after residents leave to go to their day
programs.

Unclassified

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION ADENTIFICATION NUMBER: A BUILDING: COMPLETED
R
AL11966548 B.WING 09/10/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
17321 SW 109 AVENUE
HEAVENLY HOME CARE OF FLORIDA, ING
MIAMI, FL 33157
(X430 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
C€Z824 | Continued From page 5 CZ824

AHCA Form 3020-0001
STATE FORM

s

89DV12

f continuation sheet § of &



