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Based on record review and interview, the facility's elopement policy incorrectly stated the time frame
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“facility staff shall receive training...within thirty (30) days of employment.” Interview with the
administrator at approximately 11:15amon i/ provided no clarification of this discrepancy.

Class HI

0160 Records - Facility

Based on interview and record review, the facility did not maintain an up-to-date admission and
discharge log. Findings include:

At approximately 10:10am on 1/ , the facility's admission and discharge log was requested but
never furnished. According to tne aurninistrator, "he claimed he wasn't aware of this requirement, relying
instead on the individual demographic sheets in each resident record to find out when they were
admitted." However, this method did not account for all of the required information as dictated by
regulation.
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. Long-Term Care Ombudsman Program,

initial Comments

On 1, 2015, a biennial
relicensure survey was conducted
at Miracle ALF,

Deficlent practice was identified
during the survey.

5B8A-5.0182(6) FAC; 420.28(1-2) FS Resident
Care - Rights & Fagility Procedures

58A-5.0182(6) RESIDENT RIGHTS AND
FACILITY PROCEDURES.

(a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
58A-5.0181, FAC.

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

(¢} The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to all
residents. The telephone numbers are: the

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 accessibie by residents
and must be a minimum of 14-point font,
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{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 58A-5.0181, FA.C. The rules
and procedures must at a minimum address the
facifity ' s policies regarding:
1. Resident responsibi
2. and tobacco;
3. Medication storage;
4. Resident elopement;
5. Reporting resident

;, neglect, and

el
6. Administrative and housekeeping schedules
and requirements;
7. 1 control, sanitation, and universal
precautions; and
8. The requirements for coordinating the delivery
of services to residents by third party providers.
{e) Residents may not be required to perform
any work in the facility without compensation,
unless the facility rules or the facility contract
includes a requirement that residents be
responsible for cleaning their own sleeping areas
or apartments. 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 10 a telephone to facilitate the
resident * s right to unrestricted and private
communication, pursuant to Section 429.28(1)
(d), F.S. The facility must not prohibit 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.
(g} In addition to the requirements of Section
429.41(1}{k), F.S., the use of physical -
by a facility must be reviewed by the resident' s
physician annually. Any device, including

A030
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half-bed rails, which the resident chooses to use
and can remove or avoid without assistance, is
not considered a physical L

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 law, the Constitution of the State
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 ciothes and
other personal property in his or her immediate
living 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
recelving and sending unopened
correspondence, access 1o a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions 1o extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.

{e) Freedom 1o participate in and benefit from
community services and activities and to achieve
the highest possible level of independence,
autonomy, and interaction within the community.
{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 to provide safekeeping for funds as

MIRACLE ALF 8716 WEST FOUNTAIN AVENUE
TAMPA, FL 33615
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provided in s. 429.27.

{g) Share a his or her spouse if both
are residents of the facility.

{n) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.

(i} Exercise civil and religious liberties, including
the right to independent personal decisions. No
refigious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.

{J) Access to adequate and appropriate health
care consistent with established and recognized
standards within the community.

(k) At least 45 days' notice of relocation or
termination of residency from the facility uniess,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to 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 , the guardian shall be
given at least 45 days’ notice of a nonemergency
relocation or residency termination. Reasons for
relocation shall be set forth in writing. In order for
a facility to terminate the residency of an
individual without notice as provided herein, the
facility shall show good cause in a court of
competent jurisdiction.

{I) Present grievances and recommend changes
in policies, procedures, and services 1o the staff
of the tacility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facllity shall
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or

A 030
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special interest groups.
{2) The administrator of a facility shall ensure
that a written notice of the rights, . i, and
prohibitions set forth in this part is posted in a
prominent place in each facility and read or
explained to residents who cannot read. ... The
notice must state that a complaint made to the
Office of State Long-Term Ombudsman or a
iocal long-term care ombudsman council, the
names and 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 1o a telephone
to call the local ombudsman council, central
hotrnail, and Rights Florida,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
contract for two of two residents sampled (#3; 4)
viclated the resident bill of rights with respect to
the notice of residency termination provision.
Findings include:

Areview of the records for Residents #3 and #4
found signed residency agreements that both
contained verbiage pertaining to the 45-day
discharge notification process, and under what
circumstances said requirement would be waived.
These included when the resident a) is behaving
dangerously or belligerently/inappropriately
towards other residents and staff ; b} is actively
destroying facility property, etc., and ¢} when a
physician determines that the resident's needs
cab no longer be met by the facility, thus requiring
immediate placement at an alternate location.
Further review of these files found an additional
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¢ 3. Facility emergency procedures including
; chain-of-command and staff roles relating to

Continued From Page 5

condition listed in both contracts when a 45-day
notice was not necessary: "when the resident
hasn't paid for his/her stay.” However, in reviewing
Ch. 428.28, there is no reference 1o "nonpayment”|
of /board as a situation when the normal
45-day notice may be waived, Thus, the contract
being used and the system being implemented by
the tacility was out of compliance. The
administrator provided no

clarification in an interview at approximately
1:00pm on L

Class il

58A-5.0191(2) FAC Training - Staff In-Service

(2} STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
factlity staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with
Rule 59A-8.0085, F.A.C., must receive a
minimum of 1 hour in-service training in
control, including universal precautions, and
facility sanitation procedures betore providing
personal care to residents. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne

., may be used 10 meet this
requirement,
(b} Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that
covers the following subjects:
1. Reporting major incidents.
2. Reporting adverse incidents,

AQ30
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emergency evacuation.

{c) Staff who provide direct care 1o residents,
whao have not taken the core training program,
shall receive a minimum of 1 hour in-service
training within 30 days of employment that
covers the following subjects:

1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident ,
neglect,and . .70

(d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with Rule 53A-8.0095,
F.A.C., must receive 3 hours of in-service
training within 30 days of employment that
covers the following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily
living.

(e} Staff who prepare or serve food, who have
not taken the assisted living facility core training
must receive a minimum of 1-hour-in-service
training within 30 days of employment in safe
food handling practices.

{f) Al facility staff shall receive in-service training
regarding the facifity ' s resident elopement
response policies and procedures within thirty
{30) days of employment,

1. All facility staff shall be provided with a copy of
the facility * s resident elopement response
policies and procedures.

2. Ali facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
poficies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility's
elopement policy incorrectly stated the time frame

1 within which new staff would receive related

Aog1
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training with respect to two of two residents
sampled (#3; 4). Findings include:

Areview of resident records revealed that the
residency agreements for Residents #3 and 4
both had addendums pertaining to the facility's
resident elopement policy and procedure. Further
review of this addendum found a document that
indicated "all staff shall receive training regarding
these policies/procedures within 6 months of
being hired.” This conflicted directly with the
requirement that "facility staff shall receive
training...within thirty (30) days of employment.”
Interview with the administrator at approximately
11:15am on .« provided no clarification of
this discrepancy.

Class il

58A-5.024(1) FAC Records - Facility

The facility must maintain required records in a
manner that makes such records readily
available at the licensee * s physical address for
review by a legally authorized entity. if records
are maintained in an electronic format, facility
staff must be readily available to access the data
and produce the requested information. For
purposes of this section, " readily available "
means the ability to immediately produce
documents, records, or other such data, either in
electronic or paper format, upon request.

(1) FACILITY RECORDS. Facility records must
include:

(a) The facllity ' s license displayed in a
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
fisting the names of ali residents and each
resident ' s:

1. Date of admission, the facility or place from

A081

A 160
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which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha :pressure s and
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident Is not required if the facility is holding a
bed for a resident who is out of the facility but
intending 1o return pursuant to Rule 58A-5.025,
F.A.C. If the resident dies while in the care of the
facility, the log must indicate the date of

(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) The faclility ' s emergency management plan,
with documentation of review and approval by
the county emergency management agency, as
described in Rule 58A-5.026, F.A.C., that must
be readily available by facility staff.

(e) The tacility " s liability insurance policy
required in Rule 58A-5.021, FAC.;

{f) For facilities that have a surety bond, a copy
of the surety bond currently in effect as required
by Rule 58A-5.021, FAC.

(@) The admission package presented 10 new or
prospective residents (less the resident's
contract) described in Rufe 58A-5.0181, F.AC.
(h} I the facility advertises that it provides specia
care for persons with 's or
related , & copy of all such facility
advertisements as required by Section 429.177,
F.8.

(i} A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
58A-5.0182, FAC,

(i) All food service records required in Rule

: 58A-5.020, F.A.C., including menus planned and

MIRACLE ALF 8716 WEST FOUNTAIN AVENUE
TAMPA, FL 33615
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served and county health department inspection
reports. Facilities that contract for food services,
must include a copy of the contract for food
services and the food service contractor ' s
ficense or certificate fo operate.

(k) Al fire safety inspection reporis issued by the
local authority or the State Fire Marshal pursuant
to Section 420.41, F.S,, and Rule Chapter
69A-40, F.A.C., issued within the last 2 years.

{l) All sanitation inspection reports issued by the
county health depariment pursuant to Section

{ 381.031, F.§,, and Chapter 64E-12, FAC,,
issued within the last 2 years.

{m) Pursuant to Section 429.35, F.S., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
last 5 years.

(n) The facility ' s resident elopement response
policies and procedures.

{0) The facility ' s documented resident
elopement response drifls.

{p) For facilities licensed as fimited mental
health, extended congregate care, or limited
nursing services, records required as stated 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 interview and record review, the facility
did not maintain an up-to-date admission and
discharge log. Findings include:

At approximately 10:10am on , the facility's|
admission and discharge log was requested but
never furnished. According to the administrator,
"he claimed he wasn't aware of this requirement,
relying instead on the individual demographic
sheets in each resident record to find out when
they were admitted.” However, this method did not
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RICK SCOTT

GOVERNOR
ELIZABETH DUDEK
SECRETARY
. 2015

Administrator

Miracle Alf

8716 West Fountain Avenue

Tampa, FL 33615

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on i, 2016 by

representative(s) of this office.

Attached is the provider's copy of the State (5000-3547) Form, which indicates the deficiencies that were
identified on the day of the visit. Section 408.81 1(4), Florida Statutes, requires that you correct these
deficiencies within thirty days of the date of this letter unless the Agency has approved another timeframe.
Please attach a summary of your corrective action for each defici i i
dates, on your letterhead, Also include any additional d to supp i{
identified deficiencies. Submit y and d to the Field Office no later than

, 2015. Staff from this office will conduct a review of the provided corrective action and
suppu iy uucimentation to verify that the necessary corrections are in place to correct the deficiencies
identified on your survey, which may include a desk review or onsite revisit,

The Quality Assurance Questionnaire has long been loyed to obtain your feedb following survey
activity. This form has been placed on the Agency's website at

http:/fahca.myf orida.com/Publications/Forms.shim! as a first step in providing a web-based interactive
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 Paul

Brown, HFE Supervisor at 727-525-2000.
@\cerely, @Wm

O( Pafricia Reid Caufman
? Field Office Manager

PRC/aew
Enclosure: State (5000-3547) Form

XG86

St. Petersburg Field Office
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