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A000 Initial Comments A000

Avisit for a standard biennial survey was
conducted on . Senora Caridad
Retirement Home 1 Assisted Living Facility with
Limited Mental Health (LMH) and Limited Nursing
Services (LNS) had the following deficiencies.

A 007 58A-5.0181(1) FAC Admissions - Criteria AQO7
$8=D

ission P d Appropri of
| P and Continued Resi Criteria,
(1) ADMISSION CRITERIA. An individual must
meet the following minimum eriteria in order to be
admitted to a facility holding a standard, limited
nursing or fimited mental health license:
(a)Beatleast T
(b) Be free from signs and symptoms of any
communicable which is likely to be

itted to other resi or staff, ]

person who has T :
() may be admitted to a facility,
provided that he would otherwise be eligible for
admission according fo this rule.
(c) Be able to perform the activities of daily living,
with supervision or assistance if necessary.
(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 staft 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 unficensed staff will be providing such i
assistance, obtain the resident ' s or the resident '
s gate, g ian, or attorney-in-fact' s
written informed consent to provide such
assistance as required under Section 429.256,
F.S.
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A007| Continued From page 1

2. The facility may accept a resident who requires
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 licensed under Chapters 490 or 491,
FS.
(h) Not require licensed professional mental
health treatment on a 24-hour a day basis.
(i} Not be bedridden.
{j) Not have any
resident requiring care of &
may be admitted provided that:
1. The facifity has a LNS ficense 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 to
| 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;

3 i positive pl

or 4 pressure sores. A
pressure

|, or

;or

or wounds,
and the

5. Treatment of surgical
1OF

| unless the surgical

A007
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A007| Continued From page 2 A007
|

|

|

|

condition which caused it have been stabilized !
and a plan of care developed. |
(1) 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
administrator to be appropriate for admission to
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 429.26,
F.S., and subsection (2) of this rule;

2. The facility * s admission poficy, 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.

| (o) Resident admission criteria for facilities

! holding an extended congregate care license are
| described in Rule 58A-5.030, FA.C.

|
|
|

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility had 1 of 6 (#2) innapropriate
residents.

Findings as follow:

On at about 9:00 a.m. resident #2
was observed in bed sleeping.

Record review documented resident #2 admitted
onhada, N under hospice
care.
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| on at about 11:45 a.m.phone contact
| with hospice nurse documented resident #2 had a
[ i that is healing.
|
| Class 1il
|
A 083 58A-5.0191(4) FAC Training - First Aid and A083
$8=D
(4) FIRST AID AND TTomrmeTm
TR | ). A staff member who

has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.
(a) Documentation of attendance at First Aid or
course offered by an accredited college,
ity or ional school, a fi

hospital; the American Red Cross, American

____:Association, or National Safety Councif; or
a provider approved by the Department of Health,
shall satisfy this requirement.
(b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under Part Il of Chapter 401, F.S., shall
be considered as having met the training
requirements for both First Aid and

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to have 2 of 3 sample
staff trained in First Aid.

Findings as follow:

On at about 8:50 a.m. there were
observed staff #2 and #3 working in facility. There
were no other staff members working in facility. |
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A083| Continued From page 4

Record review documented staff #2 and #3 had
no proof of the First Aid training.

On at about 12:00 noon the facility
administrator stated staff #2 and #3 did receive
the first aid training but had no proof of it.

Class Hi.

58A-5.019(8) FAC LMH - Training

(8) LIMITED MENTAL HEALTH TRAINING.
(a) Pursuant to Section 429.075, F.S. the
administrator, managers and staff, who have
direct contact with mental health residents in a
ticensed limited mental health facility, must
receive the following training:
1, Aminimum of 6 hours of specialized training in
working with individuals with mental health
diagnoses.
a. The training must be provided or approved by
the Depariment 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. Staffin " direct contact” means direct care
staff and staff whose duties take them into
resident living 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 received under this subparagraph may
count once for 6 of the 12 hours of continuing

ion required for ini: and
managers pursuant to Section 429.52(4), F.8.,
and subsection (1) of this rule.
2. Aminimum of 3 hours of continuing education,
which may be provided by the ALF ini o
| or through di learning, bienni; fte

A083

AL243
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in subjects dealing with one or more of the
following topics:
a. Mental health diagnoses; and
b. Mentai health treatment such as mental heaith
needs, services, behaviors and appropriate
interventions; resident prog in achievi
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
continui i qui under this
subsection will satisfy 3 of the 12 hours of
inui ucation required biennially p

to Section 429.52(4), F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education

qui under this ion shall have up
to 6 months after the effective date of this rule to
meet the training requirement.
(b) Administrators, managers and staff do not
have to 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
subparagraph (a)2. of this subsection, are
retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
tailed to have employee trained in working with
limited mental heaith residents.

Findings as follow:

AL243

AHCAForm 3020-0001
STATE FORM

o0

RIRU11 ¥ contiruation sheet 6 of 7




PRINTED: 09/07/2012

FORM APPROVED
STATEMENT OF DEFICIENCIES {X3) DATE SURVEY
AND PLAN OF CORRECTION 0 g’éﬁﬁ?ﬁi’%"".&{?ﬁ’éﬁt‘ (2) MULTIPLE CONSTRUCTION COMPLETED
A BULDING
B. WING
AL11967303
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
SRACARIDAD RETIREMENT HOME | o N e
(X410 T SUMMARY STATEMENT OF DEFICIENCIES I ihl PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAC ‘ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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| Record review documented the facility had the
limited mental health component in its license.
Record review documented 3 of 3 facility
employees had no proof of the limited mental
heaith training.
Record review documented staff #1 was hired on
B \, staff #2 was hired on i
staff #3 was hired on .
Cn at about 12:00 noon the facility
administrator stated staff #1, #2 and #3 did not
receive the limited mental health training.
Class il
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FIORDAAGEN Y FOR HEALTH CARE ADMINITRATION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY

e 2012

Administrator

Sra Caridad Retirement Home 1
10840 Nw 1 Lane

Miami, FL. 33172

Dear Administrator:

This letter reports the findings of  state licensure survey that was conducted on ,2012by
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 10/10/2012 to verify that the necessary corrections are in
place 1o correct the deficiencies identified on your sarvey,

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

hitp://ahca.myflorida.com/Publications/Forms shiml 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, e
ﬁU\ Ariene Mayo-Davis
Field Office Manager

AMD:sy
Enclosure
XG90

Headquarters

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

Miami Field Office

8333 N.W. 53rd Street, Suite 300

Miami, FL 33166

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




