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A 000 Initial Comments A0C00

A Complaint (2012007613) Investigation Survey
was completed at Divine Living in Hialeah LLC
with Limited Mental Heaith (LMH) components on

Complaint allegations:

Facility failure to file a state report.

Facility failure to provide appropriate supervision
to meet the needs.

There were deficiencies identified at the time of
survey.

AO77 58A-5.019(1) FAC Staffing Standards - AO77
$8=0 Administrators

Staffing Standards.

{1) ADMINISTRATORS. Every facility shall be

under the supervision of an administrator who is

responsible for the operation and maintenance of

the facility including the management of all staff

and the provision of adequate care to all

residents as required by Part | of Chapter 429,

F.S., and this rule chapter.

(a) The administrators shall:

1.Beatleast | o

2. lfemployed on or after 5, 1980, have

a high school diploma or general equivalency

diploma (G.E.D.), or have been an operator or

ini or of a licensed assisted living facility

in the State of Florida for at least one of the past

3 years in which the facility has met minimum

standards. Administrators employed on or after

, 1995, must have a high school

diploma or GED.;

3. Beincc i with Level 2 d

screening standards pursuant to Section
420.174,F.S,; and

| 4. Complete the core training requirement

S S—
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pursuant to Rule 58A-5.0191, F.A. C.
(b} Administrators may supe a maximum of
either three assisted living facilities or a
combination of housing and health care facilities
or agencies on a single campus. However,
administrators who supervise more than one
facility shali appoint in writing a separate "
manager " for each facility who must:
1. Be atleast ; and
2. Complete the core training requirement
pursuant to Rule 58A-5.0191, FAC.
(c) Pursuant to Section 428.176, F.S., facility
owners shall notify both the Agency Field Office
and Agency Central Office within ten (10) days of
a change in a facility administrator on the

ion of Change of A
Form 3180-10086, 2008, whlch is
incorporated by reference and may be obtained
from the Agency Central Office. The Agency
Central Office shall condud a background

g on the new

accordance with Section 429,174, F S and Rule
58A-5.014, FAC.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and staff
interview the assisted living facility failed to have
proof of the administrator's high school diploma
or GED. The facility failed to notify the agency
within 10 days of a change of administrator.

Findings include:

Personnel record review found that the
administrator (hired ) did not have
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evidence of having a high school diploma or it's
equivalent at the facility. Record review found the
facifity did not have documentation that they
notified the agency regarding a change of
administrator.

Interview with the administrator on .
11:00 a.m. revealed that she completed high
school in Spain and did not have proof of
education at the facility. The administrator stated
she thought the change of ownership was also
used as a change of administrator.

at

Class

429.23 FS, 58A-5.0241 FAC Risk Mgmt & QA;
Adverse Incident Report

Internal risk and quality e
program, adverse incidents and reporting
requirements.-

(1) Every facility licensed under this part may, as
part of its ini ive functi ! ity
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. 5

2. or spinal damage;
3. Permanent . _ f

AQ77
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4. or of bones or joints;

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

6. Any condition that requires the transfer of the
resident from the facility fo 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, i p if the elop places
the resident at risk of harm or injury.

{3) Licensed facilities shall provide within 1

i day after the oc of an adverse
incident, by electronic mail, facsimile, or United
States mail, a preliminary report to the agency on
alt adverse incidents specified under this section.
The report must include information regarding the
identity of the affected resident, the fype of
adverse incident, and the status of the facility ' s
investigation of the incident.
{4) Licensed facilities shali 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 facility " s
investigation into the adverse incident.

8) , neglect, or | must be
reported to the Depariment 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 s. 456.073 apply. The
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agency may i i as it deems appropri;
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 heaith 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
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
Form 3180-1024, Assisted Living Facility Initial
Adverse Incident Report-1 Day, 2006,
and |ncorporated by reference. The form shall be
submitted via electronic mall to
riskmgmtps@ahca.myflorida.com; on-line at
http:/fahca.myflorida.com/reporting/index shiml;
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 186,
Tallahassee, Florida 32308-5403, telephone

AHCA Form 3020-0001
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(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
3180-1025, Assisted Living Facility Full Adverse
Incident Report -15 Day, dated 2006, and
. The methods for
obtammg 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 the
assisted living facility failed to submit an initial
adverse incident report.

Findings include:

Interview with the administrator on at
11:10 a.m. revealed that the facility completed an
incident report regarding resident #1 who was
found hanging in the closet by a shoe lace on

. by staff #5. The administrator stated
that the report was faxed to the agency but she
did not have a fax confirmation as evidence. She
stated she started on and that the
previous owner did not have a user id to submit
incident reporis electronically to the agency. She
did not know if the report was received by the
agency.

A 165
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Record review found that the facility had a hand
written 1 day and 15 day report and the facnﬂy did
not have dc ion that it was by
the agency.

Class il

58A-5.0191(8) FAC LMH - Training

{8) LIMITED MENTAL HEALTH TRAINING.

(a) Pursuant to Section 428.075, F.§,, the
administrator, managers and staff, who have
direct contact with mental health residents ina
licensed limited mental health facility, must
receive the following training:

1. Aminimumn of 6 hours of specialized training in
working with individuals with mental health
diagnoses.

a. The training must be provided or approved by
the Department of Children and Families and
must be taken within 6 months of the facility ' s
receiving a limited mental health license or within
6 months of employment in a limited mental
health facility.

b. Staff in " direct contact™ means direct care
staff and staff whose duties take them into
resident fiving areas and require them to interact
with mental health residents on a daily basis. The
term does not include maintenance, food service
or administrative staff, if such staff have only
incidental contact with mental health residents.

¢. Training ived under this may

count once for 6 of the 12 hours of continuing
education required for administrators and
managers pursuant to Section 429.52(4), F.S.,
and subsection (1} of this rule.

2. Aminimum of 3 hours of continuing education,
which may be prowded by the ALF admmistrator
or through di learning, bi

A 165
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in subjects dealing with one or more of the
following topics:
a. Mental heaith diagnoses; and
b. Mental health treatment such as mental health
needs, services, behaviors and appropriate
interventions; resident progress in achieving
treatment goals; how to recognize changes in the
resident ' s status or condition that may affect
other services received or may require
intervention; and crisis services and the
procedures.
3. For administrators and managers, the
o g education i under this
subsecﬂon will satlsfy 3 of the 12 hcurs of
continuing ed required
to Section 428.52(4), F.S., and subsectlon (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shall have up
t0 6 months after the effective date of this rule to
meet the training requirement.
(b) Administrators, managers and staff do not
have fo repeat the initial training should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility ' s personnel files. They
must also ensure that copies of the continuing
education training certificates, pursuant to
(a)2. of this 1, are
retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and staff
interview the assisted living facility failed to
ensure that 3 out of 5 (#1, #2, and #4) sampled
staff members received a minimum of 3 hours of
| continuing education in limited mental heaith
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training biennially.
Findings include:
Record review found that the administrator {staff
#1)'s last limited mental health training was dated
, staff #2's training was dated ,
and staff #4's last training was dated
Staff members #1, #2, and #4 did have
docurnentation of having a minimum of 3 hours of
continuing education in limited mental health
every two years.
The administrator stated on at11:00
a.m. that staff members were going to take the
continuing education training on
Class
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Ré%(vé(ég& Better Health Care for all Floridians ELlZSAE%iE]‘.EgYD K
,2012
Administrator
Divine Living In Hialeah Lic Re: CCR#2012007613
70 East 21st Street

Hialeah, FL 33010
Dear Administrator:

This letter reports the findings of a state complaint survey that was conducted on ,2012 by
representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(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.

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

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
http://ahca.myflorida.com/Publications/Forms shtml as a first step in pr iding 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,
/
Aslene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
XG9O

Headqguarters

2727 Mahan Drive
Taltabassee, Fi. 32308
hitpi/fahca myfiorida.com

Miami Field Office

8333 N.W. §3rd Street, Suite 300

Miami, FL 33166

Phone (305) 593-3100; Fax (305) 593-3121




