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Training

{4) Employees of covered providers must
complete the following training for 's
and refated forms of :
{a) Upen beginning employment, sach employee
must receive basic written information about
interacting with persons who have ‘s
or related forms of
{b) Within 30 days after beginning employmeni
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training
program provided by the department.
1. The department shall provide training that is
available online at no cost, The 1-hour training
program shall contain information on
understanding the basics about the most
common forms of , how to identify the
signs and symptoms of , and skills for
communicatlng and interacting wnh persons with
's or related forms of
. Arecord of the completion of the
training program must be made available to the
covered provider which identifies the training
curricula, the name of the employee, and the date
of completion.
2. A covered provider must maintain a record of
the employee's completion of the training
program and, upon written request of the
employee, provide the empioyee with a copy of
the record of completion consistent with the
employer's written policies.
3. An employee who has completed the training
required in this subsection is not required fo
repeat the program upon changing employment
to a different covered provider.
{c) Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or homemaker service provider, each
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employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b). The
additional training must include, but is not limited
10, behavior management, promoting the person '
s independence in activities of daily living, and
skills in working with families and caregivers.
{d) Within 7 months after beginning employment
for a nursing horne, an assisted fiving facility, an
adult family-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of fraining in addition
o the training required in paragraphs (a) and (b},
The additional training must include, butis not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.
{e) For an assisted living facility, adult family-care
home, or adult day care center that adveriises
and provides, or is designated to provide,
specialized care for persons with 'S

ot related forms of , in addition
to the training specified in paragraphs (a) and (b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of

-specific training. Such training must
include, but is not limited to, understanding

and related forms of

, the stages of 's .

cc icati ies, medical ir
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and stress management,
3. Thereafter, each employee who provides
personat care must participate in at ieast 4 hours
of continuing education each calendar year
through contact hours, on-the-job fraining, or
electronic learning .- For this
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personai care with
guidance, support, or -on experience to
help develop and refine the employee's skills for
caring for a person with 's ora
related form of . The continuing
education must cover at least one of the topics
included in the -specific training in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in &
minimum of one quarter-hour increments through
orn-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learning ... chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.
{fy1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (¢), paragraph (d),
or paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
training and i ion of
the employee, if applicable, must be provided to
the covered provider upon request.
2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5} before providing, assigning, or
referring an employee to a covered provider.
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{7) For a certified nursing assistant as defined in
s. 464.201, training hours completed as required
under this section may count toward the total
hours of training required to maintain certification
as a nursing assistant.

{8) For a health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's ficensing board.

{9) Each person employed, ,or
referred to provide services before | .
must complete the fraining required in this sectior
before . Proof of completion of
equivalent training completed before | | .
shall substitute for the training required in
subsection {4). Each person employed,

, or referred to provide services on or
after | | , may complete training using
approved curricutum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facitity
failed to ensure one (Staff B Caregiver) out of
three sampled employees received three (3)
hours of training within seven (7}
months of hire.

Findings:

Avreview of Staff B's personne} records showed a
hire date of and no additional three
hours training on file.

Interviewed on at 1:11 PM during the
exit conference, the Administrator stated that the
employee did not need that training.
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429.23( & ) FS Risk Mgmt & QA

429.23 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 control rather than as a result of the
resident's condition and results in:

1. H

2. or
3. Permanent H
4. or of bones or joints;

8. 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 to 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 shail provide within 1
business day after the occurrence of an adverse
incident, through the agency's online portal, or if
the portal is offline, by efectronic mail, a

damage;

Ates
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preliminary report to the agency on all 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 shall provide within 16
days, through the agency’s online portal, or if the
portal is offline, by electronic mail, a full report to
the agency on alt adverse incidents specified in
this section. The report must include the results
of the facility's investigation into the adverse
incident.

8) , neglect, or | must be
reported to the Depariment of Children and
Families 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 fo disciplinary action, in which
case the provisions of 5. 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 to
disciplinary action, in which case the provisions of
s, 456,073 apply.

{8) I 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 &
ficensed facility is grounds for discipfinary action
by the appropriate board, the agency shall report
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this fact to such regulatory board.

(9) The adverse incident reports and prelfiminary
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 fo
administer this section,

This Statute or Rule is not met as evidenced by:
Based on record review, the facility failed to file
an adverse incident within one day of the
occurrence for two (#1, and 2)) out of six sampled
residents, which required the fransfer by
emergency medical services { ) from the
facility to unit to provide a higher level of care
after 911 calls. The facility failed to file @
complete report within 15 days of the incidents for
Residents #1, and 2 who needed to be treated at
the hospital.

Findings:

Areview of Resident #1's progress notes dated

revealed emergency medical services
were cailed to transport Resident #1 to the
hospital due to s
Areview of the adverse incidents reporting
systems database found no adverse incident filed
for Resident #1 on

A review of the smergency medical services
records dated showed a dispatched
time of 4:36 PM and an arrival time of at 4:40 PM
at the facility.
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Areview of Resident #2's progress notes dated
revealed that the resident was sent to
the hospital for and
and 911 was called.

Areview of the adverse incidents reporting
systems database found no adverse incident filed
for Resident #2 on

Interviewed on at 1:11 PM during the
exit conference, the Administrator stated that
Resident #2 became excited and Resident #1
was depressed.

Areview of the Administrator's personnel records.
showed adverse incidents training on

Class il

A 182 59A-36.019(3) FAC Emergency Mgt - Plan At182
88=G | Implementation

{3) PLAN IMPLEMENTATION,
{a) Al staff must be trained in their duties and are
responsible for implementing the emergency
management plan. New staff must be trained on
the plan within 30 days of employment.
{b) I telephone service is not available during an
emergency, the facility must request assistance
from local law enforcement or emergency

in

communication

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
and C) out of three sampled employees were
able to implement the emergency plan in the
event of a3 power outage in order to maintain the
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temperature at a minimum of 81
degrees.
Findings:
Observation on at 7:23 AM Staff B

{Caregiver) was unable to start generator after
turning the key to the "on” position.

Interviewed on at 7:23 AM Staff 8
stated, “it jwas] new. | don't understand.”

Observation on at7:24 AM Staff C
{Caregiver) exited out house and made no
attempt to start generation even when Staff B
informed her (Staff C) that the generator did not
start. However, the Administrator arrived at the
facility to start the portable generator.

Interviewed on at 1:11 PM during the
exit conference, the Administrator stated that they
{Staff B & C) did not turn on the gas. The
Administrator stated that they (Staff) have to be
refrained.

Areview of Staff B's personnel records showed
f i plan {1

hour) training on

Areview of Staff C's personnet records showed
i ing emergency ptan and
evacuation procedures training on

The Hurricane season began on and
wilt end on . According to the Florida
Disaster database, Hurricane Season is the time
of the year when fropical cyclones, tropical

, , tropical storms, and hurricanes

develop.
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429.26
{7) The facility shall notify a licensed physician
when a resident exhibits signs of or

- . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designee of the need for health care services and
must assist in making | for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident's
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate fo the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facifities must offer personat
supervision as appropriate for each resident,
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AD00 Initial Comments A0GCO
A standard survey was conducted at Raffa Corp
n . The provider had deficiencies at
the time of the survey.
A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
$8=D1 . Supervision
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including the foflowing:

{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, FAC.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a general awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, for one
{Resident #1) out of six sampled residents, The
facility failed to document Resident #1's primary
care physician and family member was notified.
The facility failed fo document Resident #1's
hospitalization for .

Findings:
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Areview of the facllity's hospitalization log reveled
Resident #1 was sent to the hospital on

for . and on
for

Interviewed on at 10:34 AM Staff B
{Caregiver) stated that Resident #1 had in
his for over 24 hours. However, there was
no documentation in Resident #1's progress
notes that the resident had any issues with

in his and that the physician was notified on

Areview of Resident #1's progress notes dated

showed that rescue was called for
Resident #1 due fo . and the
resident was transported to the hospital.
However, there was no documentation that
Resident #1's physician and family member were
notified.

Areview of Resident #1's hospital records dated
revealed the resident was brought to
the emergency department for

Areview of Resident #1's progress notes found
no hospitalization dated for

Interviewed on at 1:11 PM the
Administrator stated that Resident #1 was
depressed and did not want to do anything. The
Administrator stated further that Resident #1 did
not want to go outside and that the resident was
younger than her {Administrator).

Class il
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88=G

Resident Care - Rights & Facility Procedures

59A-36.007

{5) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 428.28, F.S., or a summary
provided by the Long-Term Care Cmbudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.008, F.A.C.

{b) In accordance with Section 429.28, F.8., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to aflow
residents to recommend changes to facility
policies and procedures. The facility must be able
{o demonstrate that such procedure is
implemented upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in @ common area accessible to all
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; , Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toll-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rutes and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
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facility's policies regarding:
1. Resident responsibifitie:
2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and

6. Administrative and housekeeping schedules
and requirements;

7. control, sanitation, and standard
precautions;

8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and

10. Physicat .

{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required o clean their own
sieeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
convenient access to a telephone fo facilitate the
resident's right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

429.28 Resident bill of rights.-

{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by iaw, the Constitution of the State
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of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:
{a) Live in a safe and decent living environment,
free from and neglect.
{b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.
{c) Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
receiving and sending unopened
correspondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of ¢ a.m. and 9 p.m.
at a minimum, Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,

. and b ion within the 8
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility fo provide safekeeping for funds as
provided in 5. 428.27.
{g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for reguiar exercise
several times a week and to be outdoors at
regular and frequent intervals except when
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prevented by inclement weather.
(1) Exercise civit and religious fiberties, including
the right to independent personat decisions. No
religious beliefs or practices, nor any attendance
at refigious services, shall be imposed upon any
resident.
{i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
heailth care” means the managerment of
medications, assistance in making |
for health care services, the provision of or
arrangement of transportation to health care
, and the performance of health

care services in accordance with s. 429.255
whlch are consistent with established and

i tandards within the i
(k) At least 45 days’ nofice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation fo a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. in the
case of a resident who has been adjudicated
mentally N , the guardian shall be
given at least 45 days’ notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
Ombudsman Program for assistance with
relocation and must include the statewide toli-free
telephone number of the program. In order for a
facility to i the resi of an indivi
without nofice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.
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{1) Present grievances and recommend changes
in poficies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shait
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right fo be a member of, to be
active in, and to associate with advocacy or
special interest groups.
{2) The administrator of a facility shall ensure that
a written notice of the rights, - , and
prohibitions set forth in this partis posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toil-free
telephone number and e-mall address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Hotline operated by the
Department of Children and Families, and, if
applicable, , Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
{ong-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access to a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman councl, the Elder
Hotline operated by the Department of
Children and Famities, and . Rights
Florida.

A030
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428.27 Property and personal affairs of
residents.-
{1)(a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

. or . under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority fo manage, use, or
dispose of any property of the resident; nor shall
such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rute is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure one
{Resident #1) out of six sampled residents
obtained immediate, adequate and appropriate
health care for over 24 hours with s
and in . The facility failed to ensure
Resident #1 was treated with consideration and
respect for privacy.

Findings:

Areview of Resident #1's emergency medical
services ) records dated

revealed: "Staff called 911 to evaluate a patient
that has been having . since the

day before. Resident stated he has been

AHCA Form 3020-0001

STATE FORM

Rv20Q11

I contingation sheet 14 of 48



PRINTED: 09/24/2028

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
AL11965204 B WING 08/17/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
13961 SW 75 STREET
RAFFA CORP
MIAMI, FL 33183
(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
DEFICIENCY)
A030| Continued From page 14 AQ30

constipated and i has been hard for him to use
the bathroom. They found the patient sitting on
the toitet and no apparent distress after
evaluation. They did find a left branch

, 80 they initiated Advanced Life Support
{ ) transport to take the patient to the hospital
for further evaluation. "

Inferviewed on at 10:34 AM Staff B
{Caregiver) stated that Resident #1 went to the
hospital the first time ({ ) because he
was up all night. Staff B stated that Resident #1

had in his feces almost 24 hours, Staff B
stated, "He (Resident #1) started seeing in
his the day before and the morning

). they notice in his at 2:00

AM. Rescue was called at 6:00 AM." However,
records showed rescue was dispatched at
4:36 PM on

A review of Resident #1's hospital records dated

revealed that Resident #1 was
referred to the emergency room for difficulty
going to the bathroom and felt significant amount
of gas in his

Areview of Resident #1's progress notes dated
showed 911 was calted for the having

Interviewed on at1:11 PM the
Administrator stated that Resident #1 was
depressed and did not want to do anything. The
Administrator stated further that Resident #1
does not want to go outside and that the resident
was younger than her (Administrator).

Avreview of the facility's medicat emergency policy
states: "All emergencies must be taken care of
carefully and safety of the residents of the facility.
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I an emergency call 911 and then contact the
physician.

Areview of Resident #1's health assessment
dated showed diagnoses of

. ,and
The Cleveland Clinic states o contact a
heaithcare provider if you notice in your
poop or in the toilet bowl. There can be many
causes of in your . Even if you think
you know the cause, seeing a health care
provider is the best way fo get answers and make
sure if's nothing serious. Seek immediate medical

care if the  Is heavy, or if you have ,
or with it.
Class 1t
A034 5OA-36.007(9) ASSISTIVE DEVICES AD34

88=D
{9) ASSISTIVE DEVICES, Facilities are
responsible for ensuting the safe usage of a
resident's assistive devices.

{a) The facility must have policies and procedures
that include the requirements and methods for
assessing the physical condition of assistive
devices that may injure the resident and
procedures for recommending repair or
replacement for the continuing safety of a
resident's assistive device.

{p) Documentation of each assistive device a
resident uses must be included in the resident's
record.

{c) Direct care staff using assistive devices while
rendering personal services to residents must
know how to operate and utilize the equipment.
{d) All assistive devices must be clean, in good
repair, and free of hazards.
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{e) The facility must encourage and aflow the
resident to function with independence when
using the assistive device.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure policies and
procedures that include the requirements and
methods for assessing the physical condition of
assistive devices that may injure a resident and
procedures for recommending repair or
placement for the continuing safety. The facility
failed to ensure documentation of each assistive
device Resident #2 used in her records.

Findings:
at 10:05 AM Resident

Observation on
#2 used walker.

Areview of Resident #2's health assessment
dated physical status showed
diminished visuat acuity, poor coordination and
balance, . . uses walker and
needs human support. The activities of daily living
showed assistance with ambulation, bathing,

., self-care, toileting, transferring, and
supervision with eating. However, no other
assistive device was documented in Resident
#2's records.

Areview of the facility's records found no policies
and procedures that include the requirements and
methods for assessing the physical condition of
assistive devices that may injure a resident and
procedures for recommending repair or
placement for continuing safety.

Interviewed on at 1:11 PM during the
exit conference, the Administrator stated that
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there was a poficy in the cabinet.

Class il

A 036 59A-36.007(10) CONTROL A038
$8=D | PROCEDURES

(10) CONTROL PROCEDURES.
Facilities must provide services in a manner that
reduces the risk of transmission of

(a) The facility must implement a hyglene
program before and after the provision of
personat services to residents whenever there is
an expectation of possible exposure to
materials or . . hygiene may
include the use of -based rubs, .
handwash, or handwashing with soap and water.
{b) Standard precautions must be used when
there is an s exposure to fransmissible
agents in . . .
, 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 to 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 one (Staff C
Caregiver) out of three sampled employees
provides services in a manner that reduces the
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risk of transmission of communicable
Findings:

Observation on at7:34 AM Staff C
entering residents’ room without changing gloves,
touching doorknobs, exiting the front door,
including assisting Resident #8,

Observation on at 7:43 AM Staff C
continued to wear same pair of gloves throughout
the facility.

Interviewed on at 1:11 PM during the
exit conference, when informed that Staff C was
not changing gloves and washing . the
Administrator stated, "Okay."

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

Areview of the facility's control policy
states gloves must be changed after contact with
each client. Care should be taken not fo
contaminate the environment with soiled gloves.

Class il

A052 420.256( ), 59A-36.008(3) Medication - Aos2
88=D| Assistance with Self-Admin

428.256

{3) Assistance with seif-administration of
medication includes: (&) Taking the medication, in
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 pharmagist and an . thatis
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prefilied by the manufacturer are considered
medications in previously dispensed, properly
{abeled 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
narmes and dosages of such medications, and
must immediately be updated each time the
resident's medications or desages 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 self-administration under this

section.

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

dose of ication into

the dispensing cup of the .
{4) Assistance with seif-administration of
medication does not include:
(a) Mixing, . .. converting, or

. 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
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Continued From page 20

of by any i

route.
{c) Administration of medications by way of a tube
inserted 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 B Lor
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority fo be given "as needed,”
unless the order is written with specific
that preciude b 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) i with the self-admi ion of

i by an unli person as i
in this section shall 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
administered medication pursuant to the training
requirements of Rule 59A-36.011, F. A.C., and
must be available to assist residents with
self-administered medications in accordance with
procedures described in Section 429.256, F.8.
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and this rule,

{b) In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
to take medications as prescribed.

{c) In order to facilitate assistance with
seif-administration, trained staff may prepare and
make available such iterms 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 heailth care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,

2. The medication container may be given to the
resident, a friend, or family mermber 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
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
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dispensed in an easier fo use form, such as unit

dose packaging.

{f) Assistance with self-administration of

medication does not include the activities detailed

in Section 429.256(4), F.S.

{g) As used in Section 429.256(4)(h), F.S,, the

terms "judgment" and “discretion” mean

interpreting vital signs and ing or

assessing a resident's condition.

(h) Al trained staff must adhere fo the facility's
controf 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 #3, and
5) out of six sampled residents who needed

i with self-administration of medicati
of the names and dosage of each medication.
Staff B failed to observe Residents #3 and 5
swallow their medications, The facility failed to
update medication waivers for Residents #3 and
5 with the names and dosage of each medication
listed on the waiver.

Findings:

1
Observation on at 1:.01 PM Staff B
offered medications . 25 MG and

. 100 MG fo Resident #5 without
naming the medication and dosage and
observing the resident swallow the medication
before updating the medication observation
record. In addition to not naming the medication
and dosage, and observing the resident swallow
the medications, Staff B placed one of the
AHCA Form 3020-0001
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medications into Resident #5's
Areview of Resident #5's health assessment

dated showed the resident needed
with self- inistration of icati

Areview of Resident #5's signed medication
waiver dated . to opt out of being
orally advised of the name and dosage of each
medication found no listed medication.

2)
Observation on at 1:03 PM Staff B
popped a medication { . 1 MG) from

packs into a small receptacle and handed
the medications without naming the medication
and dosage for Resident #3. In addition to not
naming the medication and dosage of each
medication, Staff 8 did not observe Resident #3
swallow the medication before updating the MOR.

Areview of Resident #3's signed medication
waiver dated . to opt out of being
orally advised of the name and dosage of each
medication, showed no listed medications.

Interviewed on at 1:11 PM during the
exit conference, when informed that Staff B did
not name the medication and dosage of each
medication, observe the residents swallow the
medications, and placed the medication in
Resident #5's , the Administrator stated, "
know.” The Administrator stated further, "Okay.”

Areview of Staff B's personnel records showed
only two hours of assistance with
self-administration of medication training on file
and none of the initial six hours of training
required.

A0S52
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According to the facility's informed consent fo
assistance with ication by licensed p:

states: "Assistance with self-administered
medications” means that trained, unlicensed staff
can help a person to self-administered histher
medication by performing such tasks as bringing
the resident's medication to the resident; placing

the medication in the resident's orin
another container and helping the resident lit it to
hisfher . "Assistance with

self-administration of medication” does not
include putting medications into a resident's

Class Hll

A 054 59A-36.008(5) FAC Medication - Records A054
$8=D
{5) MEDICATION RECORDS.
{a) For residents who use a pili organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication fisting with the ipti
number, the name and address of the issuing
pharmacy, 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 icath inistration. A
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
. theresident may have;
2. The name of the resident’s health care
provider and the health care provider's telephone
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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

i as i or ication errors.
{c) For medications that serve as chemical

, the facility must, pursuant to Section

429.41, F.8., maintain a record of the prescribing
physician’s anpual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facitity
falled to maintain a medication observation record
{MOR}) for one {Resident #1} out of six sampled
residents with the name of the health care
provider, the provider's telephone and known

Findings:

Areview of Resident #1's MOR found no name of
health care provider and telephone number and
listed on the MOR.,

Interviewed on at 1:11 PM during the
exit 3 i

that the name of the physician and telephone
number and . were not listed on the MOR.

Class #ll
A082) 50A-36.011(4) FAC Training - / A082
88=D
“)

{ ). Pursuant to section
381.0035, F.8,, all facu!xty employees, with the
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exception of employees subject to the
requirements of section 456.033, F.8., must
complete a one-time education course on
and . including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be

intained in with subsection {12), of

this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure one (Staff B Caregiver) out of
three sampled employees completed one hour of

. { )training
within 30 days of hire,

Findings:

A review of Staff B's personnel records showed a
hire date of and found no completed
training within 30 days of hire.

Interviewed on at 1:11 PM during the
exit co , the i
that Staff B's training was not on file.

Class #ll

A 084, 59A-36.011(8) FAC 420 52(6), FS Training - A084
88=D | Assis Self-Admin Meds & Med Mgmt

59A-36.011

{6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
self-administration of ications as ibed in
rule 59A-36.008, F.A.C., must meet the training

AHCA Form 3020-0001
STATE FORM oeo2 Rv2011 1 contingation sheat 27 of 48



PRINTED: 09/24/2028

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
AL11965204 B WING 08/17/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
13961 SW 75 STREET
RAFFA CORP
MIAMI, FL 33183
(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
DEFICIENCY)
A084! Continued From page 27 AQ84

requirements pursuant to section 429.52(6), F.S
prior to assuming this responsibility. Courses
provided in fulfilment of this requirement must
meet the following criteria:

{a) Training must cover state law and rule
requirements with respect fo the supervision,
assistance, administration, and management of
medications in assisted living facilities;
procedures and techriques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of
taking ications as p bed; re ition of
side effects and adverse reactions and
procedures to follow when residents appear 1o be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include { of proper i

including techniques for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

{b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to:

1. Read and understand a prescription fabel;

2. Provide assistance with self-administration in
accordance with section 428.256, F.S., and rule
59A-36.008, F.A.C,, including:

a. Assist with oral dosage forms, |
forms, and | , s and
dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

dosage
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¢. Recognize the need to obtain clarification of an
"as needed" prescription order;

d. Recognize a medication order which requires
judgment or discretion, and fo advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
of such orders;

e. Complete a medication observation record;

{. Retrieve and store medication;

¢. Recognize the general signs of adverse
reactions to medications and report such
reactions;

. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and . that are prefilled by the
manufacturer by taking the medication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for self-injection;

i. Assist with B

j.Usea to perform "

testing;

k. Assist residents with

and continuous positive airway pressure (CPAP)
devices, excluding the titration of the

levels;

1. Apply and remove stackings and
hosiery;

m. Placement and removal of . bags,
excluding the removal of the L or
manipulation of the site; and,

n. Measurement of . N rate,
temperature, and | rate.

{c) Unlicensed persons, as defined in section
429.256(1)(b), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 8 hour training,
must obtain, annually, 2 minimum of 2 hours of
continuing education training on providing
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with seif-
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided online.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have

4 hours of assi

with self-administration of medication training
must complete an additional 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (8)(b)2.h.-n. of this section,
before assisting with the seif-administration of
medication procedures listed in
sub-subparagraphs (6)(b)2.h.-n.

429.52

{6) Staff assisting with the seif-adminjstration of
medications under s. 429.256 must complete a
minimum of 6 additional hours of training
provided by a registered nurse or a licensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure one (Staff B Caregiver) out of
three sampled employees completed the initial six
hours training before assisting with
self-administration of medications.

Findings:
Areview of Staff B's personnet records showed a

hire date of and no six-hour (6)
training on assistance with self-Administration.
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Interviewed on at 1:11 PM during the
exit , the i

that there was no complete six-hour assistance
with self-administration of medication training.

Class #Hl

A0S0 59A-36.011{11) FAC Training - A0S0
88=D

1

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding .
{b) Newly hired facility adminisirators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility’s policy and procedures
regarding within 30 days after
employment.

{¢) Training shall consist of the information
included in rule 59A-36.009, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facitity
failed to ensure one (Staff B Caregiver) out of
three direct care staff received and completed
one hour of training in the facility's policies and
procedures regarding

Findings:
Areview of Staff B's personnel records found a

training on file for Staff B without a
completion date, Photographic evidence
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obtained.
Interviewed on at 1:11 PM during the
exit , the i
that the certificate was not dated.
Class #Hl
A 055 59A-36.008(6) FAC Medication - Storage and A055
$8=D| Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents o remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facifity premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
{ocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{p) Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is ined and

by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

8. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
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medication by a resident poses a safety hazard to
other residents, or

6. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 58A-36.008, F.AC.

{c) Centrally stored medications must be:

1. Kept in a locked cabinet; locked cart; or other
locked storage receptacle, room, or area at all

times;

2. Located in an area free of dampness and
abnormal e, except that a i
requiring refri ion must be kept

Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator focked, or
by keeping the area in which the refrigerator is
located locked;

3. Accessibie to staff responsible for filling
pill-organizers, assisting with self-administration
of ication, or inisten ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,

4. Kept separately from the medications of other
residents and properly closed or sealed.

{d) ication that has been di i but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident’s request. If
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's health care provider.
{e) When a resident's stay in the facility has
ended, the administrator must return all
medications to the resident, the resident's family,
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or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
stilt at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be docurnented in the
resident's record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs to the dis i
pharmacy pursuant to Rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain a locked
medication cabinet or closet. The facility failed to
dispose expired medications within 30 days of
being determined expired.

Findings:

Observation on at 6:30 AM Staff B
{Caregiver) left agency staff with medication
cabinet unlocked.

Observation on at6:31 AM found a
plastic bottle which contained

Oral Solution (10 fluid ounces
{296 mL.) prescribed for Resident #2 with an
expiration date of . Photographic
evidence obtained.

Interviewed on at 6:31 AM Staff B
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stated the botlle was for Resident #2.

Interviewed on at 1:11 PM during the
exit , the ini

that there were expired medication and an
untocked medication cabinet. The Administrator
stated further, "Okay."

Areview of the facility's central storage
medication policy states all medications wil be
stored in a locked cabinet or closet. All
discontinued or abandoned medications will be
destroyed according to the state statutes.

Class il

A 058 59A-36.008(7) FAC Medication - Labeling and A058
$8=D! Orders

(7} MEDICATION LABELING AND ORDERS.
{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration uniess they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.S., and
Rule 64B16-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individual container:
1. The resident's name; and,
2. The identification of each medicinal drug in the
container.
{b) Except with respect to the use of pilt

i as i in ion {2}, no
individual other than a pharmacist may transfer
medications from one storage container to
another.
{c) If the directions for use are "as needed” or "as
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directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed" prescription, the
circumstances under which it would be
appropriate for the resident to request the
medication and any limitations must be specified;
for example, "as needed for, | not to exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e) Anurse may take a medication order by
telephone. Such order must be promptly
in the resident's icati

observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of

ication or icati inistration are filted
or refilled in a timely manner.
{g) Pursuant to Section 465.0276(5), F.S., and
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Rule 61N-1.0086, F.A.C.. sample or
complirentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident’s name for whom they were dispensed,
and the date they were dispensed. If the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
{abel containing the following:

1. Practitioner’s name,

2. Resident's name,

3. Date dispensed,

4. Name and strength of the drug,

5. Directions for use; and,

6. Expiration date.

{h) Pursuant to Section 465.0276(2)(c), F.S.,
pefore dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure one
{Resident #2) out of six sampled residents had an
order prescribed by a health care provider for

... lreatment.
Findings:
Observation on at 7:19 AM Resident
#2 saton sofa receiving ,_,  freatment.
Observation on at 1:.00 PM Resident

#2 remained connected tothe . ,,  machine
receiving treatment.
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Areview of Resident #2's records found no
prescription for treatment.

Interviewed on at 1:11 PM duting the
exit , the Admini

that the resident did not have an order for
freatment.

Areview of Resident #2's health assessment

dated showed a diagnosis of type 2
with .
,and . .
Class il
A093 59A-36.012(2) FAC Food Service - Dietary A093

$8=G | 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,
2020-2025, which are incorporated by reference
and available for review at:

hitp:/iwww 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, 2018, which are
incorporated by reference and available for
review at:
hitps://ods.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
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residents, and must be prepared through the use
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) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
licensed or registered dietitian, a licensed

itionist, or a regi dietetic ici
supervised by a licensed or registered diefitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this nie.
The annual review must be documented in the
facility files and include the original signature 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 subsiituted with items of
comparable nutritional value based on the
seasonat 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
o 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. Facilities that offer residents a variety of food
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choices through a select menu, buffet style
dining, or family style dining are not required o
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 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
distributed throughout the day with not tess 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 fime 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 number 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
aiso be stored, or the facility must have a plan for
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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 a therapeutic
menu for one {Resident #2) out six sampled
residents prescribed by a health care provider,
The facility failed to follow a posted menu
approved by a registered dietitian.

Findings:

K

Areview of Resident #2's health assessment

dated showed diagnoses of type 2
with . .

The special diet instructions showed soft food

mechanical with chopped meats and thin liquids.

Observation on at 6:54 AM Resident
#2 served hot chocolate and toasted bread with
appeared fo be butter.

2
A review of the posted menu showed juice, milk,
hotor cereal, bread and margarine.

Observation on at 6:55 AM Resident
#4 served only hot chocolate.

Observation on at 7:.37 AM Resident
#3 served juice and bread.

QObservation on at 8:46 AM Resident
#5 served bread and hot chocolate.

Interviewed on at 1:11 PM during the
exit conference, when informed about the menu
AHCA Form 3020-0001
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not folfowed and Resident #2 soft mechanical soft
diet not followed, the Administrator stated,
"Okay."

According to Myplate.gov, Mechanical soft foods
are made to be easy to eat without the need to
chew down into little pieces that are safe to
swallow. These foods help people who may have
missing or who can't chew hard foods or
those who are recovering from surgery or

The mechanical soft diet includes soft foods and
helps you safely swallow and move foods in your

Class #

A 152 59A-36.014(3) EAC Physical Plant - Safe Living Ats2
$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 alt existing architectural,

mechanical, slectrical 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

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 fop surface of the mattress at a comfortable
. 1o ensure easy access by the resident,

2. A closet or wardrobe space for hanging
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clothes,
3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor
lamp, 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
personat 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, record review and
interview, the facility falled to ensure a safe and
living environment, free of hazards for six out of
six sampled residents.

Findings:

Observation at 7:18 AM found cereal
cracked tiles in the common area. Photographic
evidence obtained.

Observation on at 7:20 AM found the
lawn (grass) uncut around the house and an
abandoned shopping cart at rear of house.

Observation on at 7:27 AM found &
bucket with lavender and toilet bow! cleaning
supplies accessible to the residents at the
patio.

Observation on at 10:13 AM exposed
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wires in ceiling of patio area.

Observation on at 12:48 PM the front

of yard lawn uncut.

Interviewed on at 111 PM during the

exit conference, the Administrator stated, "Okay."

Class il

A 162! 59A-36.015(3) FAC Records - Resident A162

8§8=D

{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:
. Name,
. Race,
. Date of birth,
. Place of birth, if known,
. Social security number,
. Medicaid and/or Medicare number, or name of
other health insurance .
8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,
9. Name, address, and telephone 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

iti ‘s medicat ination form

NP G AW

in Rule 59A-36.008, F.A.C.

{c) Any orders for medications, nursing services,
therapeutic diets, ,of
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order,
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{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 58A-36,007(1)(f), FAC.

HA _ 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
living must have their recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
wriingthat | notbe taken.

{g) For facilities that will have unlficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, F.AC., 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 50A-36.008, FAC.

{i) 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.

(j) For a facifity 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 fransaction made on behalf of
the resident as required in Section 428.27, F.S,
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
10 or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 420.27, F.S.
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{1) i the resident is an recipient, a copy of

the Department of Children and Families form
Alternate Care Certification for |

o ), CF-ES 1008,

, which is hereby incorporated by reference

and available for review at:
http:/rwww 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.
{rt) Documentation of the | | ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
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 1896, if applicable.

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

{q) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure 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 facility.
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{r) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or imited nursing services
license are provided in Rules 58A-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 and complete health assessment for two
{Residents #1 & #5) out of six sampled residents.

Findings:

1

Observation on

#1 in wheelchair used
common area.

at 10:00 AM Resident
to move from room to

QObservation on at 7:02 AM Resident
#1stated thathe had a and needed heip.
Resident #1 stated further, "We will work it out."

Areview of Resident #1's health assessment
dated showed the nursing, treatment,
and ., service requirements were left blank.
The activities of dally fiving showed supervision
with ambulation, bathing, .. eating,
self-care, toileting and transferring. However,
Resident #1 needed assistance.

2)

Observation on at 8:48 AM the
Administrator placed a cup of hot chocolate to
Resident #5's to drink.

Observation on at 1:01 PM Staff B
{Caregiver) place a medication into Resident #5's
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Areview of Resident #5's health assessment
dated showed the resident needed
supervision with eating and the resident needed
assistance with self-administration of medication.

Interviewed on at 1:11 PM during the
exit conference, when informed that the health
were | the ini

stated, "Okay.”

Class ill
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