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AQCQ] Initial Comments

A re-icensure survey was conducted at
Residencia ALF Inc on

. Deficiencies were identified at the
time of the survey.

A027| 59A-36.007(3) FAC Resident Care - Arrangement
88=D| for Health Care

(3) ARRANGEMENT FOR HEALTH CARE. in
order fo facifitate resident access to health care
as needed, the facility must:

{a) Assist residents in making .., and
remind residents about scheduled |,

for medical, dental, nursing, or mental health
services.

{b} Provide transportation to needed medical,
dental, nursing or mentai health services, or
arrange for transportation through family and
friends, volunteers, taxi cabs, public buses, and
agencies providing transportation.

(c} The facility may not require residents to
receive services froma | health care
provider.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility faited to ensure the residents
received the medical care they needed for two
cut of six {Resident #1 and #2) sampled
residents. Resident #1 had . and
and #2 had .\ and the staff did not

know what happened to the residents.
Findings included:
b

On at 9:30 AM, Resident #1 was
observed covering her with a blanket.
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Continued From page 1

On at 10:35 AM an ambulance
arrived to transfer Resident #1 to the hospital.

On at 10:38 AM Resident #1 had
. and in her right side of the

On at 10:40 AM, Resident #1 stated
that she . when she was walking out of the
bathroom today in the morning.

On at 10:45 AM, the Owner stated
Staff C informed her today when she arrived at
the facility that Resident #1 hit her with the
bedrails last night. She contacted the resident's
daughter and physician. The resident’s physician
recommended her {0 transfer the resident to the
hospital for an evaluation. She did not call 911
because usually, they do not transfer the
residents to the hospital.

On at 11:15 AM, Staff C stated that
Resident #1 was lying in her bed when she
checked on her around 6:30 AM. The resident
had on her , and she contacted the
facility's owner immediately. She said that the
resident usually goes to the bathroom in the
middle of the night, but she did not go yesterday.
She said that the resident hit her with the
bed rails.

On at 12:48 PM, Resident #5 stated
that Resident #1 {ast night when she was
trying to go to the bathroom. She called Staff C
who came and assisted the resident. She did not
remember at what time the incident happened.

On at 12:10 PM, Resident #1's
daughter stated that her mother hurt her
with the bedrails when she tried to get up from
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Continued From page 2

the bed to go to the bathroom. She said that her
mother is very independent,

A review of Resident #1's hospital record review
showed the resident was transferred to the
hospital on with .\ and low

. since Friday. The record document the
residenthada  on Friday and another
today where she hit her with the bed rails.
The resident had . and on
the right side of her . The resident was
diagnosed with a , of the L2

and of the . The resident

was discharged and returned to the facility on the
same date.

Areview of Resident #1's record showed she was
admitted to the facility on and was
diagnhosed with N .

, Low - and
monitor. The health assessment dated
indicated the resident was
independent with eating, needed supervision with
pathing, grooming, and transferring, and needed

assistance with . eating, and toileting.
Progress notes document that the resident hit
herself with the bedrails in the morning on

. The facility contacted the resident's
family and physician, The physician
recommended transferring the resident to the
hospitat because she had and denied any

2)

On at 12:06 PM, Resident #2 was
observed refusing to eat lunch and was
complaining of .. . The resident
was agitated and had and
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After the agency pointed out to the administrator
that the resident was in . The owner calied
Resident #1's son.

On at 1:03 PM, the Owner stated she
had been calling the resident’s son since this
morning, but he did not answer. She said that the
resident's son did provide information regarding
the resident's physician.

Attempted to interview Resident #2 on
at 1:12 PM. He could not telt me why
he has |

On at 4:07 PM, Resident #1's son
stated that his father was admitted to the facility
recently and hit his arms with the bedrails last
Saturday.

Areview of Resident #2's hospital record review
showed the resident was transferred to the
hospital on with upper
extremity .- The record document the
resident was diagnosed with . -
prostatic hyperplasia, unireated
. ,and . The son reported a

possible . at the facility with injury to the

. The resident had a

. The resident was admitted to the
hospital for further evaluation and freatment. The
resident was discharged on and
returned to the facility.

Areview of Resident #2's record showed he was
admitted to the facility on . The record
had no ion of a health 8
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A081 429.52(1 & 7) FS; 59A-36.011( ) FAC Training A08t
88=D | . Staff In-Service
429.52(1)

{1) Each new assisted living facility employee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a statement that the employee

the required pr i i
The facility must keep the signed statement in the
employee's personnel record.

rVic 3

{7) Facility staff shall participate in inservice
training relevant fo their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

{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
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

AHCA Form 3
STATE FORM

20-0007

o GYUs11

If continuation sheet 5 of 13




Agency for Health Care

PRINTED. 09/28/2023

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11968447

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

08/07/2023

NAME OF PROVIDER OR SUPPLIER

RESIDENCIA ALF CORP

HIALEAH, FL 33015

STREET ADDRESS, CITY, STATE, ZIP CODE
8324 NW 195TH TERR

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A081

Continued From page 5

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. Facifity
administrators or managers shall provide or
arrange for the following in-service training to
facitity staff:
(a} Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health 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 1810.1030, relating to borne
. . . Mmay be used fo meet this
requirerment.
{b} Staff who provide direct care to residents
must receive a minfmum 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
chain-of-command and staff roles relating 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
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following subjects:

1. Resident rights in an assisted living faciiity.

2. Recognizing and reporting resident N

negtect, and | . The facifity 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

foliowing subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

fiving.

{e) 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

handfing practices.

{fy 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 respense 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:
Based on observation, interview, and record
review, the facility failed to ensure staff received
at least two hours of pre-service orientation
training for one out of three {Staff C) sampled
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staff.

Findings included:

A081| Continued From page 7

On at 9:35 AM, Staff B {caretaker)
was observed taking care of six residents.

A review of the facility's employee records
revealed Staff C was hired on

On at 1:35 PM, the Owner

was missing.

Class Ili

$8=D

the contract;

iged the two-hour pl ice training

A 167| 53A-36.018 FAC; 429.24 F'S Resident Contracts

59A-36.018 Resident Contracts.

{1) Pursuant to section 429.24, F.S., the facility
must offer a contract for execution by the resident
or the resident's legal representative before or at
the time of admission. The contract must contain
the following provisions:

{a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services that the
resident elects to receive;

(b} The daily, weekly, or monthly rate;

{c} Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedute that must be attached to

{d) A provision stating that at least 30 days written
notice will be given before any rate increase;

A081
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A 167 | Continued From page 8 A187

{e) Any rights, duties, or of residents,
other than those specified in section 429.28, F.S,;
{f) The purpose of any advance payments or
deposit payments, and the refund policy for such
advance or deposit payments;

(g} A refund policy that must conform to section
429.24(3)}, F.8,;

{h) A written bed hold policy and provisions for
terminating a bed hold agreement if a facitity
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facitity, or facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident's medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident's behalf;

{i) A provision stating whether the facility is

which organization and its relationship to the
facifity;

{i) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facifity is licensed to provide, the resident or the
resident’s representative, or agency acting on the
resident’s behalf, must be notified in writing that
the resident must make arrangements for
transfer to a care setting that is able to provide
services needed by the resident. In the event the
resident has no one to represent him or her, the
facitity must refer the resident to the sociat
service agency for placement. If there is
disagreement regarding the appropriateness of

affiliated with any religious organization and, if so,
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placement, provisions outlined in section
429.26(8), F.S., will take effect;
{k} A provision that residents must be assessed
upon admission pursuant to subsection
59A-36.006(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4), of that rule;
{I) The facility's policies and procedures for
seif-administration, assistance with

i ion, and inistration of
medications, if applicable, pursuant to rule
59A-36.008, F.A.C. This also includes provisions
regarding over-the-counter {OTC) products
pursuant to subsection (8) of that rule; and,
{m) The facility's policies and procedures related
to a properly executed DH Form 1896,

(2} The resident, or the resident's representative,
must be provided with a copy of the executed
contract.

{3) The facility may not levy an additional charge
for any supplies, services, or accommodations
that the facility has agreed by contract to provide
as part of the standard daily, weekly, or monthly
rate. The resident or resident’s representative
must be furnished in advance with an itemized
written statement setting forth additional charges
for any services, supplies, or accommodations
available to residents not covered under the
confract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommodations not provided under
the original agreement. Such addendum must be
dated and signed by the facility and the resident
or resident's legal representative and a copy
given to the resident or resident's representative.

42924 FS
{1) The presence of each resident in a facility
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shail be covered by a contract, executed at the
time of admission or prior thereto, between the
ticensee and the resident or his or her designee
or legat representative. Each party to the contract
shail be provided with a duplicate original thereof,
and the licensee shall keep on file in the facility all
such contracts. The licensee may not destroy or
otherwise dispose of any such contract untit 5
years after its expiration.

{2) Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facility; the rates or charges; provision for at least
30 days' written notice of a rate increase; the
rights, duties, and " of the residents,
other than those specified in s. 429.28; and other
matters that the parties deern appropriate. A new
service or accommodation added fo, or
implemented in, a resident’s contract for which
the resident was not previously charged does not
require a 30-day written notice of a rate increase.
money is ited or bya
resident in a contract as security for performance
of the contract agreement or as advance rent for
other than the next immediate rental period:
{a) Such funds shall be deposited in a banking
institution in this state that is located, if possible,
in the same community in which the facility is
focated; shall be kept separate from the funds
and property of the facility; may not be
represented as part of the assets of the facility on
financial statements; and shall be used, or
otherwise expended, only for the account of the
resident.
{b} The licensee shali, within 30 days of receipt of
advance rent or a security deposit, notify the
resident or residents in writing of the manner in
which the licensee is holding the advance rent or

AHCA Form 3020-0001
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security deposit and state the name and address
of the depository where the moneys are being
held. The licensee shall notify residents of the
facitity's policy on advance deposits.

(3){a) The contract shall include a refund policy to
be implemented at the fime of a resident's
transfer, discharge, or -

{b} If a licensee agrees to reserve a bed for a
resident who is admitted to a medical facility,
including, but not limited to, a nursing home,
heaith care facility, or, facility, the
resident or his or her responsible party shall notify
the licensee of any change in status that would
prevent the resident from returning to the faciiity.
Until such notice is received, the agreed-upon
daily rate may be charged by the licensee.

{c) The purpose of any advance payment and a
refund policy for such payment, including any
advance payment for housing, meals, or personal
services, shall be covered in the contract.

{4) The contract shall state whether or not the
facitity is affiliated with any religious organization
and, if so, which organization and its general
responsibility to the facility.

{B} Neither the contract nor any provision thereof
relieves any licensee of any requirement or

" imposed upon it by this part or rules
adopted under this part.

{8} In lieu of the provisions of this section,
facilities certified under chapter 651 shall comply
with the requirements of 5. 651.055.

{7} Notwithstanding the provisions of this section,
facilities which consist of 80 or more apartments
may require refund policies and termination
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notices in accordance with the provisions of part
11 of chapter 83, provided that the lease is
terminated automatically without financial penalty
inthe event of a resident's or relocation
dueto, ., hospitalization or to medical
reasons which necessitate services or care
beyond which the facility is licensed to provide.
The date of termination in such instances shait be
the date the unit is fully vacated. A lease may be
substituted for the contract if it meets the
disclosure requirements of this section. For the
purpose of this section, the term "apartment”
means a room or set of rooms with a kitchen or
kitchenette and lavatory located within one or
more buildings containing other similar or fike
residential units.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview, the facility
failed to have a contract rate on the contract for
one out of six (Resident #3) sampled residents.

Findings included:

A review of Resident #3's record revealed he was
admitted on - Further review revealed
a contract signed on and there was
no documentation of the contract rate.

On at 1:35 PM, the Owner

acknowledged the contract rate was missing.

Class Ili
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