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Initiat Coraments

Arevisit to a wellness monitoring was conducted
at Angelina ALF Lic on . The provider
had three uncorrected deficiencies identified at
the time of the survey.

B9A-36.006(1) FAC Admissions - Criteria

{1) ADMISSION CRITERIA,
{a) An individual must meet the following
minimum criteria in order to be admitted to a
facility holding a standard, limited nursing
services, or limited mental health license:
1.Beatleast | o
2. Be free from signs and symptoms of any
communicable that is likely tomay be
transmitted to other residents or staff.
AnHowever, an individual who has
. (3] may be

admitted to a facility, provided that the individual
would otherwise be eligible for admission
according to this rule. In addition, an individual
that exhibits signs or symptoms of or has been
diagnosed with a , illness that can be
spread through droplet fransmission, may be
admitted, at the administrator's discretion, if
appropriate droplet precautions are implemented
by facility staff. Appropriate droplet precautions
include recommendations from nationally
accepted standards, recommendations from the
{ocal county heaith depariment, and the facility's

prevention and control policies and
procedures at the time of the individual's
admission. The individual must otherwise be
eligible for admission according to this rufe.
3. Be able to perform the activities of daily fiving,
with supervision ot assistance if necessary.
4. Be able to transfer, with assistance if
necessary. The assistance of more than one
person is permitted.
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5. Be capable of taking medication, by either
self-administration, assistance with
self-administration, or administration of
medication.

a. if the resident needs assistance with
self-administration of medication, the facility must
inform the resident of the professional
qualifications of facility staff who will be providing
this assistance. If unlicensed staff will be
providing assistance with self-administration of
medication, the facility must obtain written
informed consent from the resident or the
resident's surrogate, guardian, or attorney-in-fact.
b. The facility may accept a resident who requires
the administration of medication if the facility
employs a nurse who will provide this service or
the resident, or the resident’s legal
representative, designee, surrogate, guardian, or
attorney-in-fact, contracts with a third party
ficensed to provide this service to the resident.

6. Not have any special dietary needs that cannot
be met by the facility.

7. Not be a danger to self or others as
determined by a health care practitioner, or a
mental health practitioner licensed under Chapter
490 or 491, F.8,

8. Not require 24-hour licensed professional
mental health treatment.

9. Not be bedridden, unless the resident is
receiving licensed hospice services pursuant fo
Section 429.26(1){c), F.S.;

10.Nothaveany , or4, LA
resident requiring care ofa

may be admitted provided that:

a. The resident either:

{1) Resides in a standard or limited nursing
services licensed facility and contracts directly
with a licensed home heaith agency or a nurse to
provide care; or

oo}
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{I1) Resides in a limited nursing services licensed
facility and care is provided by the facility
pursuant to a plan of care issued by a health care
practitioner;

b. The condition is documented in the resident's
record and admission and discharge logs; and,

c. if the resident's condition fails to improve within
30 days as documented by a health care
practitioner, the resident must be discharged
from the facllity.

11. Residents admitted to standard, limited
nursing services, or limited mental heaith
licensed facilities may not require any of the
following nursing services:

a. airway management of any kind,
except that of continuous positive airway
pressure may be provided through the use of a
CPAP or bipap machine;
b. Assistance with

¢. Monitoring of gases,

d. Management of post-surgical drainage tubes
and vacuum devices;

e. The administration of products in the
facility; or

f. Treatrnent of surgical or s
untess the surgical or and the

underlying condition have been stabitized and a
plan of care has been developed. The plan of
care must be maintained in the resident's record.
12. In addition to the nursing services listed
above, residents admitted to faciiities holding only
standard and/or limited mental health licenses
may not require any of the following nursing
services:

and performed

a. . . .
in the facility;

b, . . performed in the facility.
13. Not require 24-hour nursing supervision,
unless the resident is recelving licensed hospice
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services pursuant to Section 429.26(1)(c), F.S,;
14. Not require skilled rehabilitative services as
described in Rule 59G-4.290, F.AC.
15. Be appropriate for admission to the facility as
determined by the facility administrator, The
ink must base the ination on:

a. An assessment of the strengths, needs, and
preferences of the individual;
b. The medical examination report required by
Section 429.26, F.S.;
c. The facility's admission policy and the services
the facility is prepared to provide or arrange in
order to meet resident needs. Such services may
not exceed the scope of the facility's license
unless specified elsewhere in this rule; and,
d. The ability of the facility to meet the uniform
fire safety standards for assisted living facilities
established in rule Chapter 69A-40, F.AC.
{b) Aresident who otherwise mests the
admission criteria for residency in a standard
ficensed facility, but who requires assistance with
the administration and regulation of portable

.. Or assistance with routine , care
of site . Pblacement, may be admitted
to a facility with a standard license as long as the
facifity has a nurse on staff or under contract to
provide the assistance or to provide training to
the resident on how to perform these functions
themselves.
{¢) Nursing staff may not provide training to
unficensed persons, as defined in Section
429.256(1)(b). F.S., to perform skilled nursing
services, and may not detegate the nursing
services described in this section to certified
nursing assistants or unficensed persons. This
provision does not restrict a resident or a
resident's representative from L witha
licensed third party to provide the assistance if
the facility is agreeable to such an arrangement
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and the resident otherwise meets the criteria for
admission and continued residency in a facility
with a standard license.

{d) Not withstanding any other provisions of this
rule, an individual enrolled in and receiving
ficensed hospice services may be admitted to an
assisted living facility pursuant to Section
429.26(1)(d), F.S

{e) Resident admission ctiteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, F.AC.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility faled to follow the admission
criteria for two out of 11 sampled residents (#7
and # 8). The residents were admitted with
post-surgical drainage tubes. The facility also
admitted two out of 11 sampled post-surgery
residents who had no instructions from the
healthcare provider, and who required assistance
with recovery processes from unlicensed staff
{Residents # S and # 11).

Findings included:

On at 7:20 AM observed Resident #7
with one Jackson Pratt drain on her abdomen and
Resident # 8 with two drains on her abdomen.

On at 7:22 AM Resident # 7 confirmed
that she had one drain and that on she
had tiposuction, tummy tuck and fat transfer. At
7:23 AM Resident # 8 confirmed that she had two
drains and had had tummy tuck and
augmentation the day before.

A review of data from the National Library of

oo}
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Medicine, "Jackson Pratt drains are used to
remove fluids that build up in areas of your body
after surgery or when you have an . The
drain should be empty before it gets full and the
content should be measured.”

On at 8:21 AM Staff B (Administrator's
wife) stated, "What can we do, they go to surgery
and come with the drains.”

A review of residents’ records showed that the
physician's discharge instructions for Resident #
9 were blank, only had the name of the resident
and the name of the physician. Resident# 11 had
no post- , instructions at all. There were
no clear instructions for staff or the resident to
follow regarding post- | care, Further
record review showed that only Resident # 7 had
been seen by the on call facility's Registered
Nurse on . Resident # 8 had not yet been
seen by the nurse,

Areview of data from to Mayo Clinic showed, "All
surgeries, including cosmetic procedures, come
with risks. Complications can include trouble with

healing, clots and .
further review showed, "One of the risks of
Tummy Tuck surgery is fluid buildup beneath the
skin, also called seroma. Drainage tubes leftin
place after surgery can help lower the risk of too
much fluid building up."

On at 11:23 AM in a telephone
interview, the contract Registered Nurse stated
that she came once a week on Wednesday and
that she was coming the following day. She
further stated that she wrote the notes on the
resident chart, and that Resident # 7 had been
seen by her the previous week, and that the rest
of the resident were new.
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On at 10:46 AM called the office of the
Doctor that performed surgery for Resident # 11,
the Manager stated that they give an envelop fo
each patient that contains the post- |
instructions. The post- | instructions for all
type of surgery were faxed, for Tummy Tuck
stated, "If you are having a Tummy Tuck, you will
have two drains. The drains will need to stay in
for a minimum of 10 days.”

Areview of past surveys history showed that the
facility had been previously cited for not following
admission criterfa, and it had been cited as a
Class il deficiency. A review of the agency
records revealed that the faciiity had not
submitted a plan of corrections within 10 days for
a class Il deficiency, it was due on S it
was submitted on after being
requested by phone. The plan of corrections did
not mention anything related to not admitting
residents with drains.

Class #t

59A-36.010(3) FAC Staffing Standards - Levels

(3) STAFFING STANDARDS.

{a) Minimum staffing:

1. Facilities must maintain the following minimum
staff hours per week:

Number of Residents, Day Care Participants, and

Respite Care Residents Staff Hours/Week
0-5 168
212
16-25 253
26-35 294
36-45 335

oo}
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46-55 375
56-65 416
66-75 457
76-85 498
86-95 539

For every 20 total combined residents, day care
participants, and respite care residents over 85
add 42 staff hours per week,
2. independent living residents, as referenced in
subsection 5A-38.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personal,
fimited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
3. Atleast one staff member who has access o
facility and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facifity administrator, manager or other staff are
absent from the facility.
4. in facilities with 17 or more residents, there
must be at least one staff member awake at all
hours of the day and night.
5. A staff member who has completed courses in
First Aid and . .
{ ) and holds a currently valid card
documenting completion of such courses must be
in the facility at all times.
a. Documentation of attendance at First Aid or
courses pursuant to subsection
B59A-36.011(5), F.A.C., satisfies this requirement.
b. A nurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part 1, F.S.

A079}
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considered as having met the course
requirements for both First Aid and

6. During periods of temporary absence of the
administrater or manager of more than 48 hours
when residents are on the premises, a siaff
member who is atleast | . Mmustbe
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a facility for a consecutive period of
21 days or more, or for a total of 80 days within a
calendar year, without being an administrator or
manager.

7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours requirement.

8. The administrator or manager's time may be
courted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facility's staffing schedule.

9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
{b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), alt
facilities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents’ scheduled and unscheduled
service needs, resident coniracts, and resident
care standards as described in rule 59A-36.007,
FAC.

{c) The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern

A079}
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for a given time period. Upon reguest, the facility
must make the daily work schedules of direct
care staff available to residents or their
representatives.

{d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph (a) are not met. The
facility must immediately increase staff above the
minimum levels establushed in paragraph (a), if
the agency upervision
and care are not being provlded to residents,
resident care standards described in rule
59A-36.007, F.A.C., are not being met, or that the
facifity is failing to meet the terms of residents’
contracts. The agency will consult with the facility
administrator and residents regarding any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
additional staff when the facility fails to mest the
fire safety standards described in rule chapter
69A-40, F.A.C., untit such time as the local fire
safety authority informs the agency that fire safety
requirements are being met.

1. When additional staff is required above the
minimum, the agency will require the subrission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved to meet
resident service needs. The plan will be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet resident
needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the facility will no
{onger be required to maintain a plan with the

AHCA Form 3020-0601

STATE FORM

79HB12

i contingation sheat 10 of 15




PRINTED: 09/23/2028

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
R
AL11969032 B WING 08/25/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4880 SW 154TH PLAGE
ANGELINAALF LLC
MIAMY, FL 33185
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE

{A 078} Continued From page 10

agency.

{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 59A-36.020,
59A-36.021 or 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to have enough staff to take care of the
residents’ needs.

Findings included:

On at 7:20 AM observed Staff |
[Caregiver] at the facility with four residents
{Residents # 7, # 8, # 10 and # 11).

On at7:21 AM Staff | stated that there
were five residents admitted and that Resident #
9 was out fo the clinic.

Residert's records review showed that Residents
#7.48,#9,410 and # 11 were at the facility and
were status post surgery and required assistance
with activities of daily living, also Residents #7
and # 8 had post surgery drains.

On interview on at 11:20 AM, Staff H
{Caregiver] stated that there was always only one
staff at night.

Class #Hl

A079}
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{A165) 428.23( & ) FS Risk Mgmt & QA
§S=D
428.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements.-

{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.

{2) Every facility licensed under this part is
required to maintain adverse incident reports. For
purposes of this section, the term, "adverse
incident” means:

{a) An event over which facility personnel could
exercise controf rather than as a result of the
resident's condition and results in:

2. or | damage;
3. Permanent - H
4 or of bones or joints;

5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;

6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due to the incident rather than the
resident's condition before the incident; or

7. An event that is reported fo law enforcement or
its personnel for investigation; or

{b) Resident elopement, if the elopement places
the resident at risk of harm or injury.

{3) Licensed facilities shall provide within 1
business day after the cccurrence of an adverse
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incident, through the agency's online portal, or if
the portal is offline, by efectronic mail, a
preliminary report 1o the agency on alf adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse
incident, and the status of the facility's
investigation of the incident.

{4) Licensed facilities shail provide within 15
days, through the agency's online portal, or if the
portal is offline, by electronic mail, a full report to
the agency on all adverse incidents specified in
this section. The report must include the results
of the facility's investigation into the adverse
incident.

{6) .neglect, or | must be
reported to the Department of Children and
Famifies as required under chapter 415.

{7) The information reported to the agency
pursuant to subsection (3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professionat
who is subject to disciplinary action, in which
case the provisions of s. 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject fo
disciplinary action, in which case the provisions of
s. 456.073 apply.

{8) if the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable belief
that conduct by a staff member or employee of a
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ficensed facllity is grounds for discipfinary action
by the appropriate board, the agency shall report
this fact to such regulatory board.

{9) The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10) The agency may adopt rules necessary to
administer this section.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that a prefiminary adverse
incident report was reported fo the Agency of
Health Care Administration (AHCA} within one
day, for one out of 11 sampled residents
{Resident #1).

Findings included:

On at 11:54 AM, observed Resident
#1. She appeared tired, uncomfortable, and quiet.
Her | looked pale, and she seemed to be in
due to her | .\ condition.
On at .57 PM observed Staff B
{Caregiver] holding her personal phone and
standing next o Resident #1 giving information to
the emergency response, five minutes later, was
observed that a rescue truck arrived at the facility
to assess Resident # 1.

Areview of the Agency Intake Report System
(AIRS) showed that there was no adverse
incident report filed by the facility for Resident #1.
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On at 10:21 AM Staff G [Caregiver}
stated that they didn't know that they had to file
an incident report for Resident # 1.
Class HHl
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