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Initial Comments A D00
A Complaint (CCR#2013000892) Survey was
conducted on at San Judas Tadeo
Corp. The following deficiencies were identified
at the time of survey:

58A-5.0191(1) FAC Training - Core & A080
Competency Test

Staff Training Requirements and Competency
Test.

(1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.

(a) The assisted living facility core training
requirements established by the department
pursuant to Section 429.52, F.S,, shall consist of
a minimum of 26 hours of training plus a
competency test.

(b) Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the competency test is 75%. Administrators who
have attended core training prior to , 1997,
and managers who attended the core training
program prior to | 1, 1998, shall not be
required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with Part Il of
Chapter 468, F.S., are exempt from this
requirement.

{c) Administraters and managers shall participate
in 12 hours of continuing education in topics
related to assisted living every 2 years as
provided under Section 429.52, F.S.

{d} A newly hired administrator or manager who
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has successfully completed the assisted living
facility core training and continuing education
requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must:

1. Retake the assisted living facility core training;
and

2. Retake and pass the competency test.

{e) The fees for the competency test shalf not
exceed $200. The payment for the competency
test fee shall be remitted to the entity
administering the test. A new fee is due each time
the test is taken.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 1 out of 2 sampled employees to
have her 12 hours of continued education.

Findings includes:

1. Record review revealed that administrator
started on and her date was

Her record showed that she did not have 12
hours of continued education in the areas needed
in topics related to assisted living.

2. Interviewed administrator on @
10:00am, stated that she did not have her 12
hours.
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| {8) LIABILITY INSURANCE. Pursuant to Section

1 429.275, F.S., facilities shall maintain liability
insurance coverage, as defined in Section
624605, F.S., in force at all times. On the
renewal date of the facility ' s policy or whenever
a facility changes policies, the facility shall file
documentation of continued coverage with the

| AHCA central office. Such documentation shall

be issued by the insurance company and shall

include the name of the facility, the street address

of the facility, that it is an assisted living facility, its

licensed capacity, and the dates of coverage.

This Statute or Rule is not met as evidenced by:
Based on observation and record review facility
failed to have a up to date Liability insurance.

Findings includes:

1. Observation of the liability insurance which

posted on the facilities bulletin board was dated
! which was not up to date,

which would make the facility at this time

un-insured at this time.

i 2. Record review revealed that the facility did not
have a new liability insurance on site at the time
of the survey,

Class It}

A 152 58A-5.023(3) FAC Physical Plant - Safe Living
88=D Environ/Other

(3} OTHER REQUIREMENTS.
(a) Al facilities must:
1. Provide a safe living environment pursuant to

A127
A127

A152

AHCA Form 3020-0001
STATE FORM

£

98X7T11

i continuation sheet 30f 17



Agency for Health Care Administration

PRINTED: 02/27/2013
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

AL11842761

{X2) MULTIPLE CONSTRUCTION
A BUILDING
B.WING

(X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

SAN JUDAS TADEO ALF

STREET ADDRESS, CITY, STATE, ZiP CODE

1620 SW 97 AVENUE
MIAML, FL 33165

(X4) 1D
PREFIX
TAG

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

i PROVIDER'S PLAN OF CORRECTION (X85)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A152

Continued From page 3

Section 429.28(1)}ta), F.S.; and

2. Must be maintained free of hazards; and

3. Must ensure that all existing architectural,
mechanical, electrical and structural systems and
appurtenances are maintained in good working
order.

{b) Pursuant to Section 429.27, F.S,, residents
shall be given the option of using their own
belongings as space permits. When the facility
supplies the furnishings, each resident

or sleeping area must have at least the following
furnishings:

1. Aclean, comfortable bed with a matiress no
less than 36 inches wide and 72 inches long, with
the top surface of the mattress a comfortable
height to ensure easy access by the resident,

2. A closet or wardrobe space for hanging
clothes;

3. Adresser, chest or other furniture designed for
storage of personal effects;

4, Atable, 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 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 shall be free of tears, stains and not be

This Statute or Rule is not met as evidenced by:
Based on observation and interview during tour

A152
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of the facility failed to have a safe and clean
environment.

Findings includes:

1. Observation during tour of the faciiity in the
resident area awindow crank is
broken and hanging from the window framing. In
resident # -the closet door is off the track.

2. Interviewed administrator on @ 10:00
am, she stated that the window crank was busted
and the closet door was off the sliding track in

1.

Class it

s/‘\s 1%0 58A-5.024(1) FAC Records - Facility A160
Records.

The facility shall maintain the following written
records in a form, place and system ordinarily
employed in good business practice and
accessible to Department of Elder Affairs and
Agency staff.

(1) FACILITY RECORDS. Facility records shall
include:

{a) The facility ' s license which shall be displayed
in a conspicuous and public place within the
facility.

{b) An up-to-date admission and discharge log
listing the names of all residents and each
resident ' s:

1. Date of admission, the place from which the
resident was admitted, and if applicable, a
notation the resident was admitted with a
pressure .. . and

2. Date of discharge, the reason for discharge,
and the identification of the facility to which the
resident is discharged or home address, or if the
person is , the date of
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Readmission of a resident to the facility after
discharge requires a new entry. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but

| intends to return pursuant to Rule 58A-5.025,

F.AC.

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) An up-to-date record of major incidents
occurring within the last 2 years. Such record
shall contain a clear description of each incident;
the time, place, names of individuals involved;
witnesses; nature of injuries; cause if known;
action taken; a description of medical or other
services provided; by whom such services were
provided; and any steps taken to prevent
recurrence. These reports shall be made by the

. individuals having first hand knowledge of the

incidents, including paid staff, volunteer staff,
emergency and temporary staff, and student
interns.

(e) The facility ' s emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described under Rule 58A-5.026, F.A.C., which
shall be located where immediate access by
facility staff is assured.

{f) Documentation of radon testing conducted
pursuant to Rule 58A-5.023, FA.C,;

{g) The facility * s liability insurance policy
required under Rule 58A-5.021, F.AC,;

(h) For facilities which have a surety bond, a copy
of the surety bond currently in effect as required
by Rule 58A-5.021, F.AC.

{i) The admission package presented to new or
prospective residents (less the resident' s
contract) described in Rule 58A-5.0182, FAC.

. () i the facility advertises that it provides special

SAN JUDAS TADEO ALF MIAMI, FL 33165
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(k) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
58A-5.0182, F.AC,

(1) All food service records required under Rule
58A-5.020, F.A.C., including menus planned and
served; county health department inspection
reports; and for facilities which contract for
catered food services, a copy of the contract for
catered services and the caterer ' s license or
certificate to operate.

(m} All fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
to Section 429.41, F.8., and Rule Chapter
69A-40, F.A.C., issued within the last two (2)
years.

{n) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8,, and Chapter 84E-12, FAC,,
issued within the last 2 years.

{0} Pursuant to Section 429.35, F.$., all

| completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
last § years.

{p) Additional facility records requirements for
facilities holding a limited mental heaith, extended
congregate care, or limited nursing services
ficense are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.
{9) The facility ' s resident elopement response
policies and procedures.

(r} The facility ' s documented resident elopement
response drills.

STATEMENT OF DEFICIENCIES X1) PROVIDERISUPPLIERICLIA X2} MULTIPLE CONSTRUGTI (X3) DATE SURVEY
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care for persons with ‘s or
related . a copy of all such facility
advertisements as required by Section 428.177,
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This Statute or Rule is not met as evidenced by:

| Based on record review and interview facility

failed to have any documentation in regards to
proving facility has had any elopment drills were
ever performed in the facility.

Findings includes:

1. Record review revealed that the facility did not
have any documentation to prove any elopement
drills were ever performed in the past and current
year. There is no documentation on site to review
and the administrator stated that the facility did
not have a policy and procedure on elopement on
site.

2. Interviewed administrator on 12 10:30
am, stated the facility did not have an elopement
policy and procedure on site and she did not even
know what it looked like or what it was or what it
looked like. She asked me what it was and what
was it for during my questioning her the facility
not having the drills done.

Class I

58A-5.024(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records
shall be maintained 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;

8. Social security number;

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

A160

A162
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8. Name, address, and telephone number of next
of kin, responsible party, or other person the
resident wouid like to have notified in case of an
emergency, and relationship to resident; and

8. Name, address, and phone number of health
care provider, and case manager if applicable.

1 {b} A copy of the medical examination described
1 in Rule 58A-5.0181, FAC.
t {c) Any health care provider ' s orders for

|

| medications, nursing services, therapeutic diets,

, or other services to be

| provided. supervised; or implemented by the

facility that require a health care provider's
order.

(d} A signed statement from a resident refusing a
therapeutic diet pursuant to Rule 58A-5.020,
FAC.

(e} The resident record described in paragraph
58A-5.0182(1)(e), F.A.C.

{f) Aweight record which is initiated on
admission. Information may be taken from the

; resident ' s health assessment. Residents

receiving assistance with the activities of daily
living shall have their weight recorded
semi-annually.

{9) For facilities which will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 58A-5.0181, FAC., i
such consent is not included in the resident ' s
contract.

(h) For facilities which manage a pill organizer,
assist with self ini jon of ications or
administer medications for a resident, the
required medication records maintained pursuant
to Rule 58A-6.0185, F.A.C.

(i) A copy of the resident ' s contract with the
facility, including any addendums to the contract,
as described in Rule 58A-5.025, F.A.C.

(}) For a facility whose owner, administrator, or

SAN JUDAS TADEO ALF MIAMI, FL 33165
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staff, or representative thereof serves as an
attorney in fact for a resident, a copy of the
monthly written staternent of any transaction
made on behalf of the resident as required under
Section 429.27, F.S.
(k) For any facility which 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 under Section
42927, F.S.
(1} A copy of Alternate Care Certification for
, . ) Form,
CF-ES 1006, 1 1988, if the resident is an
recipient. The absence of this form shall not
be considered a deficiency if the facility can
demonstrate that it has made a good faith effort
{o obtain the required documentation from the
Department of Children and Family Services.
(rn) De ion of the appoi
health care surrogate, 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 under Rule
58A-5.0181, FA.C.
{0} For apartments, duplexes, quadruplexes, or
single family homes that are desighated for
independent living but which are licensed as
assisted living facilities solely for the purpose of
delivering personal services to residents in their
homes, when and if such services are needed,
record keeping on residents who may receive
meals but who do not receive any personal,
limited nursing, or extended congregate care
service shall be fimited to the following:
1. Alog listing the names of residents
participating in this arrangement;
2. The resident demographic data required under
this subsection;

A162
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3. The medical examination described in Rule
58A-5.0181, FAC,

4. The resident ' s contract described in Rule
58A-5.025, FAC.; and

5. A health care provider ' s order for a
therapeutic diet if such diet is prescribed and the
resident participates in the meal plan offered by
the facility.

(p) Except for resident contracts which must be
retained for 5 years, all resident records shall be
retained for 2 years following the depariure 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 shall be provided
a copy of their resident records upon departure
from the facility.

{q) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F. A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to keep monthly weights for 3 out of the 4 of
the sampled residents in the facility.

Findings includes:

1. Resident Angelina Sousa was last weighed on
Iresident Juan Ferreiro was last weighed

on and resident Manuel Gutierrez was

last weighed on . The facility has not

weighed these residents since those last dated

above.

2. Interviewed administrator on |- @ 11:00
am, she confirmed that the resident above did not
have their weights done since 2012,

A162
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| resident " s condition and results in:

* acute care due to the incident rather than the
 resident’ s condition before the incident; or

A 162

Class Il
429.23 FS; 58A-5.0241 FAC Risk Mgmt & QA; A 165
Adverse Incident Report

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, facifity 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

1 N

2. or spinal damage;
3 Permanent ;

of bones or joints;

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

8. Any condition that requires the transfer of the
resident from the facility to a unit providing more

7. An event that is reported to law enforcement or
its personnel for investigation; or
{b) Resident elopement, if the elopement places
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the resident at risk of harm or injury.

{3) Licensed facilities shall provide within 1
business day after the occurrence of an adverse
incident, by electronic mail, facsimile, or United
States mail, a 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 15
days, by electronic mail, facsimile, or United
States mail, a full report to the agency on all
adverse incidents specified in this section. The
report must include the results of the facllity ' s
investigation into the adverse incident.

(6) ,neglect, or | must be
reported to the Department of Children and
Family Services 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 professional
who is subject to 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
5. 456.073 apply.

{8) If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable belief
that conduct by a staff member or employee of a

I aes
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licensed facility is grounds for disciplinary action
by the appropriate board, the agency shall report
this fact to such regulatory board.

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

{10) The Department of Elderly Affairs may adopt
rules necessary to administer this section.

Adverse Incident Report.

(1) INITIAL ADVERSE INCIDENT REPORT. The

preliminary adverse incident report required by

Section 429.23(3), F.S., must be submitted within

one (1) business day after the incident on AHCA
i Form 3180-1024, Assisted Living Facil |ly Initial

Adverse Incident Report-1 Day, 008,
and incorporated by reference. The form shall be
submitted via electronic mail to
riskmgmtps@ahca.myflorida.com; on-line at
http:#ahca. myflorida. comireporting/index.shtmi;
by facsimile to (850)922-2217; or by U.S. Mail to
AHCA, Florida Center for Health information and
Policy Analysis, 2727 Mahan Drive, Mail Stop 16,
Tallahassee, Florida 32308-5403, telephone
(850)412-3731. AHCA Form 3180-1024 is
available from the Florida Center for Health
information and Policy Analysis at the address
stated above. The Initial Adverse Incident Report
is in addition to, and does not replace, other
reporting requirements specified in Florida
Statutes.
(2) FULL ADVERSE INCIDENT REPORT. For
each adverse incident reported under subsection
(1) above, the facility shall submit a full report
within fifteen (15) days of the incident. The full
+ report shall be submitted on AHCA Form
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3180-1025, Assisted Living Facility Full Adverse

Incident Report-15 Day, dated +2008, and

incorporated by reference. The methods for

obtaining and submitting the form are set forth in
. subsection {1} of this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have any documentation on adverse
incidents.

Findings includes:

1. Record review revealed that the facllity never
kept up to date adverse incident reports. The
resident who has been missing from the facility
since being discharged from Jackson Hospital
and never returned to the facility had no
documentation in his file stated he had eloped.
The facility did not have any documentation to
show staff ever went out into the surrounding
community to search for him. The facility did not
have a 1 day incident report written or a 15 day
report prepared or mailed to the agency.

2. Interviewed administrator on $ @ 1100
am, she stated that she did not fill cut a 1 day
incident report and she only called the police in

| regards to the missing resident and had the
police to go looking for the missing resident since
he was released form Jackson hospital and did
not return to the facility.

Class it

A 186 420.23 FS; 58A-5.0242 FAC Risk Mgmt & QA;
$8=D! Liability Claim Report

A 165

A 166

AHCA Form 3020-0001
STATE FORM

ons

98X711

# continuation sheet 15 of 17



PRINTED: 02/27/2013
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

AL11942761

B. WING

(X2) MULTIPLE CONSTRUCTION
A.BUILDING

(X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

SAN JUDAS TADEO ALF

STREET ADDRESS, CITY, STATE, ZIP CODE

1620 SW 97 AVENUE
MIAMI, FL. 33165

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

x4 !
PREFIX
TAG

D
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION (x5
(EACH CORRECTIVE AGTION SHOULD BE COMPLETE
DATE

DEFICIENCY)

A166 Continued From page 15

Internal risk management and quality assurance
| program; adverse incidents and reporting
requirements.-
(5) Each facility shall report monthly to the agency
any liability claim filed against it. The report must
include the name of the resident, the dates of the
incident leading to the claim, if applicable, and the
type of injury or violation of rights alleged to have
occurred. This report is not discoverable in any
civil or administrative action, except in such
actions brought by the agency to enforce the
provisions of this part.
Liabifity Claim Report.
(1) MONTHLY LIABILITY CLAIM REPORT. Each
facility licensed under Part | of Chapter 429, F.S,,
shall report monthly any liability claim filed against
the facility by completing an Assisted Living
Facility Monthly Liability Claim Information, DOEA
Form 3180-1026, dated 20086, which is
incorporated by reference and available from the
Agency for Health Care Administration at 2727
Mahan Drive, Mail Stop 27, Tallahassee, Florida
32308, or the agency Web site at
http://ahca.myflorida.com/MCHQ/Long_Term_Car
efAssisting_living/monthly_liability_claim.pdf.
Each facility must comply with report time frame
and transmission requirements specified in
Section 429.23(5), F.S.
(2) ¥ a liability claim has not been filed against
| the facility in a given month, no report is required.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have any documentation in regards to
having filed adverse incidents for residents who
have eloped from their facility.

A 166
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Findings includes:

1. Record review revealed that the facility never
kept any up to date adverse incident reports when
a resident has been missing after a 24 hour
period from the facility. The facility did not
prepare a 1 day report to the agency on the
elopement of a resident who had been released
from Jackson hospital and could not give a
certain date on when he had been released. there
was no doc ion on his last hospitalizati
or his discharge from the hospital.

2. interviewed administratoron i~ @ 11:30
am, she stated that Jackson hospital oniy toid her
that the resident was released and they were not
responsible for him once he was discharged fro
their facility. She also stated that the police were
called and had not found the missing resident at
this time and she was still waiting to see if he
would come back to the facility at any point and
time.
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FIORIYA AGENCY FOR HEALTH CARE ADMINISTRATION

Ré%zgg‘g% Better Heaith Care for all Floridians ELIZsé%gE}j“[\)’\RJ\E} EK
,2013
Administrator
San Judas Tadeo Alf Re: CCR #2013000892
1620 Sw 97 Avenue
Miami, FL 33165
Dear Administrator:
This letter reports the findings of a state complaint survey that was conducted on , 2013 by

representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indi the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thisty days of the date of this letter unless the Agency has approved another timeframe.

Staff from this o will conduct a review after. to verify that the necessary corrections are in place
1 correct the deficiencies identified on your survey. .

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activify. This form has been placed on the Agency's website at
ht_tg://ahca.myﬂorida.com/Publications/Fonns.shtml as a first step in providing a web-based i

consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely, )
%\L&@Wﬂﬂy ]
ftAriene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
XG90

R
Miami Field Office
8333 N.W. 53rd Street, Suite 300
Miami, FL 33166
Phone (305) 593-3100; Fax (308) 503-3121

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
hitp:/iahca.myflorida.com




