Agency for Healih Care Administration

PRINTED: 09/23/2028
FORM APPROVED

STATEMENT OF DEFICIENCIES {X$) PROVIDER/SUPPLIERICUIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

AL11667529

BLWING

A, BUILDING:

{X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY

COMPLETED

08/31/2026

ADELA'S GARDENS ALF INC
MIAMY, FL

33186

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
12732 SW 93 STREET

(X431 SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (x5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

AG00; Initiat Coraments

A standard survey was conducted on
at Adela's Garden ALF. The provider had
deficiencies at the time of the survey,

AD036| 59A-36.007(10) CONTROL
$8=D PROCEDURES

{10y CONTROL PROCEDURES.
Facilities must provide services in a manner that
reduces the risk of fransmission of

{a) The facility must implement a hygiene
program before and after the provision of
personal services to residents whenever there is
an expectation of possible exposure to
materials or . . hygiene may
include the use of -based rubs, N
handwash, or handwashing with scap and water.
{b) Standard precautions must be used when
there is an N exposure to transmissible
agents in s . N
. nonintact skin, and mucuous

during the provision of personal
services. Standard precautions include:
hygiene, and dependent upon the exposure, use
of gloves, gown, mask, protection, or a
shield.
{c) The facility must clean and reusable
medical equipment and communal assistive
devices that have been designed for use by
multiple residents before and after each use
according fo the manufacturer's
recommendations.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure two (Staff B,
C Caregivers) out of three sampled employees
provide services in a manner that reduces the
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Continued From page 1

risk of transmission of communicable
Findings:

Observation on at 7.59 AM Staff B
touched each medication while wearing latex
gloves and offered the medications to Resident

Observation on at 8:01 AM Staff B
popped a medication into one of her glove

Observation on at 8:15 AM the
Administrator instructed Staff B to change gloves,

Observation on al 8:19 AM Staff C
wearing latex gloves entering and exiting rooms
wearing same gloves without changing gloves
and washing

Interviewed on at 11:08 AM during the
exit conference, when informed that Staff B and
Staff C did not practice control, the
Administrator acknowledged.

Areview of Staff B's personnel records showed
control training on

Areview of Staff C personnel records showed
control training on

Class #ll

429.256(  ); 59A-36.008(3) Medication -
Assistance with Self-Admin

428.256
{3) Assistance with seif-administration of
medication includes: (a) Taking the medication, in
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its previously dispensed, properly labeled
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefified by the manufacturer are considered
medications in previously dispensed, properly
labeled containers.

{b) In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.

{c) Placing an oral dosage in the resident's

or placing the dosage in another container and
helping the resident by lifting the container to his
or her

{d) Applying medications.
{e) Returning the medication container to proper
storage.

{f) Keeping a record of when a resident receives
assistance with seif-administration under this
section.

{g) Assisting with the use of & . including
removing the cap of a , opening the unit
dose of solution, and pouring the

dose of info

the dispensing cup of the .

{4) Assistance with seif-administration of
medication does not include:

{a) Mixing, . converting, or
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. medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.

{b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
{c) Administration of medications by way of a tube
insetted ina . of the body.
{d) Administration of | preparations.
{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
{f) Assisting with s Jor
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific
that preclude & judgment

on the part of the unlicensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.
{5) Assistance with the self-administration of

ication by an unli person as ‘
in this section shalt not be considered
administration as defined in s. 465.003.

59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unlicensed person providing assistance
with self-administration of medication must be
or older, trained to assist with self
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administered medication pursuant to the training
requiremnents of Rule 59A-36.011, FAC., and
must be avaifable o assist residents with

in with
procedures described in Section 429.256, F.S.
and this rule.
{b) In addition to the specifications of Section
429.256(3), F 8., assistance with
setf-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
10 take medications as prescribed.
{c) In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.
{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.
{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed:
1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presenice in the facility,
2. The medication container may be given to the
resident, a friend, or family member upon leaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
organizer pursuant to the requirements of
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subsection (2}, and given to the resident, a friend,

or family member upon leaving the facility, with

this fact noted in the resident's medication record,

or

4. Medications may be separately prescribed and

dispensed in an easier to use form, such as unit

dose packaging.

{f) Assistance with self-administration of

medication does not include the activities detafled

in Section 429.256(4), F.S.

{g) As used in Section 420.256(4)(h), F.S., the

terms “judgment” and "discretion” mean

i ing vital signs and ing or

assessing a resident's condition.

{h) All trained staff must adhere to the facility's
control policy and procedures when

assisting with the self-administration of

medication.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure Staff 8
{Caregiver) oraily advised two (Residents #4, #5)
out of five sampled who needed assistance with
self-administration medication of the names and
dosage of each medication. Staff B failed to
observe Resident #1 observe the resident
swallow each medication before updating the
medication observation record.

Findings:

Observation on at 7:59 AM Staff B
popped medications from packs without
completely naming sach medication and dosage
{ . 650 MG, 81 MG,
F 5 MG,
7.8 MG, 25 MG,
10 MG, 2 MG), including
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observing the residents swallowing each
medication before signing the medication
observation record (MOR).

Observation on at 8:18 AM Staff B
offered medications to Resident #4 only naming
the medications and not the dosage.

Interviewed on at 11:09 AM when
asked if Resident #5 had a medication waiver, the
Administrator stated, "No." The Administrator
further that Staff B only named the medications
and not the dosage.

A review of Resident #5's health assessment
dated showed the resident needed
assistance with self-administration of
medications.

Areview of Resident #5's records showed no
medication waiver with the listed medications to
opt out of being orally advised of the name and
dosage.

Areview of Resident #4's health assessment
dated showed the resident needed
assistance with self-administration of
medications.

A review of Resident #4's records found no
medication waiver with the listed medications to
opt out of being orally advised of the name and
dosage.

Areview of Staff B's personnet records showad
assistance with seif-administration of medications
training on , six hours and s
wo hours.

Class il
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(2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:

hitp:/Awww firules.org/Gateway/reference.asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
Nationat Academies, 2019, which are
incorporated by reference and available for
review at:
hitps:/fods.od.nih.gov/Healthinformation/Dietary_
Reference_intakes.aspx. Therapeutic dists must
meet these nutritional standards to the extent
possible.

{b) The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
licensed 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 fo the Dietary Reference Intakes.

{c) All 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 fo 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 signature of
the reviewer, registration or license number, and
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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 {o 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. Regutar and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facifity for 6 months.

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

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required fo
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. Howsver, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facility 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

AHCA Form 3020-0001
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distributed throughout the day with not fess 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 atlractively 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 alf residents,
including adaptive equipment if needed by any
resident, must be on
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all imes, 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 faciiity must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to follow the regutar
menu approved by a registered dietitian for three
out of five sampled residents.

Findings:
Observation on at 7.56 AM Resident
#5 served café con leche, a cup of water, bread

and butter,

Interviewed on at 7:57 AM when
asked what was served fo Resident #5, the
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Administrator asked Staff B (Caregiver) to bring
the cereal. The Administrator stated further that
Resident #5 did not like cereal.
Observation on 8:18 AM Resident #4 brought a
zip lock bag from & room containing crackers and
biscuits and poured the café con leche into a
small bowl.
Observation on at 8:37 AM Resident
#2 was served milk, bread and butter in her room.
However, a box of shredded wheat was on a
table.
Areview of the posted menu for breakfast
showed milk, juice, hot or cereal, and
margarine and bread.
Interviewed on at 11:09 AM during the
exit conference, the Administrator stated that
some residents don't like cereal.
Class #Hl
A 152 59A-36.014(3) FAC Physical Plant - Safe Living A152
$8=D Environ/Other
(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,
3. Ensure that all existing architectural,
mechanical, electrical and structural systems,
and appurtenances are maintained in good
waorking 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
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supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. loensure 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

famp, 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 available linens and

personal laundry services for residents who

require such services. Linens provided by a

facility 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 a safe and decent living
environment, free of hazards for five out of five
sampled residents.

Findings:

Observation on at 6:23 AM found
medications ( 500 MG & .\

40 MG} on the kitchen counter unsecure and
accessible to the residents on Kitchen prescribed
for Staff B (Caregiver} which she {Staff 8)

i i grabbed up. P ic evidence
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obtained.

Interviewed on at 8:23 AM Staff 8
stated that it was her medications.

Observation on at 6:32 AM
medication { Oral Rinse,
USP) prescribed for Staff B and cleaning
chemicals in a closet in the hallway was found
unlocked.

Interviewed on at 6:32 AM Staff B
stated that the medication was for her

Interviewed on at 11:08 AM during the
exit conference, when informed staff left

ications unifocked, the i stated
that it was early in the moming. The
Administrator stated further that the paint peeling
from the sliding door was repaired before.

Class il

A 162 50A-36.015(3) FAC Records - Resident
88=D
{3) RESIDENT RECORDS, Resident records
must be mainfained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

2. .

3. Race,

4. Date of birth,

5. Place of birth, if known,

6. Social security number,

7. Medicaid and/or Medicare number, or name of
other health insurance s

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case

A182

A162
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of an emergency; and,
9. Name, address, and tetephone number of the
resident's health care practioner and case
manager, if applicable.
{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care

it ‘s medical ination form
in Rule 59A-36.008, F.A.C.
{c) Any orders for medications, nursing services,
therapeutic diets, ,or
other services 1o be provided, supervised, or
implemented by the facility that require a health
care provider's order.
{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 58A-36.012,
F.A.C., if applicable.
{e) The resident care record described in
paragraph 59A-36.007(1)(f}, FA.C.
{HiA _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daily
fiving must have their  _  recorded
semi-annuaily. This subsection does not apply to
residents who are receiving icensed hospice
services when such residents, their
representatives, or their physicians request in
writingthat | not be taken.
{g) For facilities that will have unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, F.A.C., if
such consent is not included in the resident's
contract.
{h) For facilities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.AC.
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{1) A copy of the resident's contract with the
facility, including any addendums to the contract
as described in Rule 59A-36.018, F.A.C.
{i) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 429.27, F.8.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.8.
(1) i the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. 3, CF-ES 1008,

, which is hereby incorporated by reference
and available for review at:
hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Famifies.
{m) Documentation of the _, | ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of atiorney,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.

{0) The resident’s . DH
Form 18986, if applicable.

{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
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who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
afrangement.

{q} Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the deparfure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facifity.

(1) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or fimited nursing services
ficense are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation record review and
interview, the facility failed to maintain an
accurate for one out of five sampled residents.

Findings:

Observation on at 6:18 AM Resident
#2 used walker to exit room and enter bathroom
in the main hallway,

Areview of Resident #2's health assessment
dated diagnoses showed f
PN . , and . The
resident had = precautions. The activities of
daily living showed independent in ambulation,
eating and toileting, and assistance needed with
bathing, _ and transferring.

Interviewed on at 11:08 AM during the
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exit conference, the Administrator stated that
Resident #2 was independent,

Class il
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