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Initial Comments

A visit for a biennial standard survey was made at
Maruly's Adult Care with limited mental health
{LMH} component on

The following deficiencies were identified.

58A-5.0181(1) FAC Admissions - Criteria

Admission P Appropri of

P and Conth i Criteria,

{1) ADMISSlON CRITERIA. An individual must

meet the following minimum criteria in order to be

admitted to a facility holding a standard, limited

nursing or limited mental health license:

{a) Be at least .

{b) Be free from signs and symptoms of any

communicable which is likely to be

transmitted to other residents or staff, however, a

person who has ) )

() may be admitted to a facility,

provided that he would otherwise be eligible for

admission according to this rule.

(c) Be able to perform the activities of daily tiving,

with or if Y.

{d) Be able to transfer, with assistance if

necessary. The assistance of more than one

person is permitted.

(e) Be capable of taking his/her own medication

with assistance from staff if necessary.

1. if the individual needs assistance with

self-administration the facility must inform the

resident of the professional qualifications of

facility staff who will be providing this assistance,

and if uniicensed staff will be providing such

assstance obtain the resident ' s or the resident’
ian, or attormey-in-fact’ s

wntten informed consent to provide such

assistance as required under Section 428.256,

F.S.

2. The facility may accept a resident who requires
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the administration of medication, if the facility has
a nurse to provide this service, or the resident or
the resident ' s legal representative, designee,
surrogate, guardian, or attorney-in-fact contracts
with a licensed third party to provide this service
to the resident.

{f) Any special dietary needs can be met by the
facility.

(g) Not be a danger to self or others as
determined by a physician, or mental health
practitioner ficensed under Chapters 490 or 491,
F.8

{h) Not require licensed professional mental
health treatment on a 24-hour a day basis.

(i) Not be bedridden.

(i) Not have any oF 4 pressure sores. A
resident requiring care of a pressure

may be admitted provided that:

1. The facility has a LNS license and services are
provided pursuant to a plan of care issued by a
physician, or the resident contracts directly with a
licensed home health agency or a nurse fo
provide care;

2. The condition is documented in the resident’ s
record; and

3. If the resident * s condition fails to improve
within 30 days, as documented by a licensed
nurse or physician, the resident shall be
discharged from the facility.

{k) Not require any of the following nursing
services:
1. Oral,
suctioning;
2. Assistance with tube feeding;

3. Monitoring of gases;

4. i positive p ing

|, or

;or

5. Treatment of surgical or wounds,
unless the surgical or land the
condition which caused it have been stabilized
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and a plan of care developed.
() Not require 24-hour nursing supervision.
{m) Not require skilled rehabilitative services as
described in Rule 59G-4.290, FAC.
(n) Have been determined by the facility
s ate fo Y

to be approp "
the facility. The administrator shall base the
decision on:
1. An assessment of the strengths, needs, and
preferences of the individual, and the medical
examination report required by Section 428.26,
F.S., and subsection (2) of this rule;
2. The facility * s admission policy, and the
services the facility is prepared to provide or
arrange for to meet resident needs; and
3. The ability of the facility to meet the uniform
fire safety standards for assisted living facilities
established under Section 429.41, F.S., and Rule
Chapter 69A-40, F A.C.
{0) Resident admission criteria for facilities
holding an extended congregate care license are
described in Rule 58A-5.030, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to meet the admission
criteria for 1 of 6 (#1) facility residents.

Findings as follow:

On at about 10:30 a.m. resident #1
was observed in bed {

Record review documented:

Resident #1 was admitted to facility on

Health asséssment of resident #1 dated
stated, resident was bedridden and
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also stated resident needed assistance with all
the activities of daily living.

On at about 1:00 p.m. the facility
assistant admninistrator stated resident #1 was
admitted, to facility, bedridden, on

from a rehabifitation center .

Class hit

58A-5.0182(1) FAC Resident Care - Supervision

An assisted fiving facility shall provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities shall offer personal
supervision, as appropriate for each resident,
including the following:

{a) Monitor the quantity and quality of resident
diets in accordance with Rule 58A-5.020, F.A.C.
{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
individual.

{(c) General awareness of the resident ' s
whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident ' s heaith 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; contacting the
resident " s family, guardian, heatth care
surrogate, or case manager if the resident is
discharged or moves out.

{e) Awritten record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any illnesses which
resulted in medical attention, major incidents,
changes in the method of medication
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administration, or other changes which 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 document significant changes in form
1823 in 1 of 2 (#1) sample residents.

Findings as follow:

Record review documented:

Current 1823 ( ) for resident #1
showed a diagnosis of multiple skin ~ &,
Resident is under hospice care (Heartland)
Nursing notes from hospice

documented Intact skin.

Nursing notes from hospice ( )
documented intact skin.

Nursing notes from hospice ( )
documented intact skin.

On at about 1:00 p.m.the facility's
assistant administrator stated, resident #1 did not
have | at this moment. Also stated
the current 1823 was not updated with the
resident's (#1) change in condition ( no |

)

Class Iit

SAS Ogi 58A-5.019(2) FAC Staffing Standards - Staff A078
(2) STAFF.

(a) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based
on a examination conducted within the last six
months, that the person does not have any signs
or symptoms of a communicable

including . Freedom from
,,,,,,,,,,,, must be on an annual
AFCA Form 3020-0001

STATE FORM L UV o continuation sheet §of 7
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basis. A person with a positive test
must submit a health care provider ' s statement
that the person does not constitute a risk of
communicating .. Newly hired staff
does not include an employee transferring from
one facility to another that is under the same
management or ownership, without a break in
service. If any staff member is later found to
have, of is d of having, a i
- , he/she shall be removed from duties
untit the administrator determines that such
condition no fonger exists.
(b) All staff shall be assigned duties consistent
with his/her level of education, training,
preparation, and i Staff providing
services requiring licensing or certification must
be appropriately licensed or certified. All staff
shall ise their ibilities, i
with their qualifications, to observe residents, to
document observations on the appropriate
resident’ s record, and to report the observations
1o the resident ' s health care provider in
accordance with this rule chapter.
(¢) All staff must comply with the training
requirements of Rule 58A-5.0191, FA.C.
(d) Staff provided by a staffing agency or

p by a busi entity c ing to
provide direct or indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to
residents.
(e) For facilities with a licensed capacity of 17 or
more residents, the facility shail:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and
2. Maintain time sheets for all staff.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to document freedom from communicable
I including ..__._.". " .for Tof 4 (#3)
sample staff.

Findings as follow:
Record review documented caretaker (staff #3)

hired on had no proof of freedom
from communicable including

On 12012 at about 1:00 p.m, the facility
assistant administrator stated the facility had no
proof of freedom from communicable

including for staff #3 hired on

Class It
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FLORIDA AGENCY FOR HEALTH CARE ADVINISTRATON.

RICK SCOTT " ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
N ,2012
Administrator
Maruly's Adult Care

311 Sw 136 Ave
Miami, FL 33184

Dear Administrator:

This letter reports the findings of a state licensure 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 c ct a review after 20 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.shtm] 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 Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
24 pa<tel
@“ Arlene Mayo-Davis

Field Office Manager
AMD:sy
Enclosure
XG90

Headquarters Miami Fisld Office

2727 Mahan Drive
Tailahassee, FL 32308
hitp:/fahca.myflorida.com

8333 N.W. 53rd Street, Suite 300
Miami, F1. 33166
Phone (305) 593-3100; Fax (305) 593-3121




