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A000 Initial Comments A 000

An Abbreviated Biennial survey was conducted
on . The TLC Assistant Living Facility
had deficiencies found at the time of the visit.

A030 58A-5.0182(6) FAC; 429,28 FS Resident Care - | A030
$8=D/ Rights & Facility Procedures

{6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.
(a) Acopy of the Resident Bili of Rights as
described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Council shall 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.
{b) In accordance with Section 429.28, .S, the
facility shall have a written grievance procedure
for receiving and responding to resident

plaints, and for resi to
changes fo facility policies and procedures. The
facility must be able to demonstrate that such
procedure is implemented upon receipt of a
complaint,
{c) The address and telephone number for
lodging compiaints against a facility or facility staff
shall be posted in full view in 2 common area
accessible to all residents. The addresses and
telephone numbers are: the District Long-Term
Care Ombudsman Council, 1(888)831-0404; the
Advacacy Center for Persons with Y
1(800)342-0823; the Florida Local Advocacy
Council, 1(800)342-0825; and the Agency
Consumer Hotline 1(888)419-3456.
{d) The statewide toll-free telephone number of
the Florida Hotline * 1{800)96- Jor
1(800)962-2873 " shali be posted in full view in a
common area accessible to all residents.
(e) The facility shall have a written statement of
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its house rules and procedures which shall be
included in the admission package provided
pursuant to Rule 58A-5.0181, F.A.C. The rules
and procedures shall address the facility ' s
policies with respect to such issues, for example,
as resident responsibilities, the facility ' s
and tobacco policy, medication storage, the
delivery of services fo residents by third party
providers, resident elopement, and other
administrative and housekeeping practices,
schedules, and requirements.
{f) Residents may not be required to perform any
work in the facifity without compensation, except
that facility rules or the facility contract may
include a requirement that residents be
responsible for cleaning their own sleeping areas
or apartments. If a resident is employed by the
facility, the resident shail be compensated, ata
minimum, at an hourly wage consistent with the
federal minimum wage law.
{(g) The facility shall provide residents with
convenient access to a telephone to facilitate the
resident ' s right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.S. The facifity shall not prohibit unidentified
telephone calls to residents. For facilities with a
ficensed capacity of 17 or more residents in
which residents do not have private telephones,
there shall be, at a minimum, an accessible
telephone on each floor of each building where
residents reside.
{h) Pursuant to Section 429.41, F.S., the use of
physical - shall be limited to haif-bed
rails, and only upon the written order of the
resident ' s physician, who shall review the order
biannually, and the consent of the resident or the
resident ' s rep ive. Any device, i i
half-bed rails, which the resident chooses to use
and can remove or avoid without assistance shall
not be considered a physical
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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 residentof 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 clothes 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) L i private ¢c
receiving and sending unopened
gorrespondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 9 am. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.
(e) Freedom to participate in and benefit from
community services and activities and to achieve
the highest possible level of independence,

and i ion within the ¢«
(f) Manage h|s or her financial affairs unless the
resident or, rf appllcab|e the resident ' s

, or
attomey in fact authorizes the administrator cf the
facility to provide safekeeping for funds as
provided in s. 429.27

(g) Share a + his or her spouse if both

A030
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Continued From page 3

are residents of the facility.

{h) Reasonabie opportunity for regular exercise
several times & week and {o 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
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.

{}) 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 unless,
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

y or
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.

(1} Present gri and rec

in policies, procedures, and setvices to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility 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
special interest groups.

A030
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This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to post the address and telephone numbers
for the District Long-Term Care Ombudsman
Council, the Advocacy Center for Persons with

. the Florida Local Advocacy Council,
and the Agency Consumer Hotline. The facility
falled to obtain a written physician's order for use
of a half-bed rail for 3 out of 3 sampled residents
{#3, #4 and #5).

The findings include:

Observation during facility tour on ‘at
about 10:30 a.m. revealed the Resident Bill of
Rights; address and telephone number the
address and telephone numbers for the District
tong-Term Care Ombudsman Council, the
Advocacy Center for Persons with , the
Florida Local Advocacy Council, and the Agency
Consumer Hotline was not posted . In addition
was found that Resident's # 3, #4 and #5 had %
bed rails attached to their beds.

Record review of Resident #4 and #5 file
indicated there was no evidence that the facility
obtain a written physician's order for use of a
half-bed rail and for Resident #3 the last
prescription on file was dated

On at about 3:00 p.m. the facility
owner confirmed that the telephone numbers
were not posted anywhere in the facility and that
the facllity failed to obtain a written physician's
order for use of a half-bed rail for Resident #3, #4
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Class Il
58A-5.019(2) FAC Staffing Standards - Staff

{2) STAFF.
(2) 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 documented on an annual

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, oris of having, & i

, he/she shall be removed from duties
until the administrator determines that such
condition no longer exists.
{b) All staff shall be assigned duties consistent
with his/her level of education, training,
p ion, peri Staff providi
services requiring ficensing or certification must
be appropriately licensed or certified. All staff
shall exercise their responsibilities, consistent
with their qualifications, to observe residents, to
document observations on the appropriate
resident ' s record, and to report the observations
to the resident ' s health care provider in
accordance with this rule chapter,

A030
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Continued From page 6

{c) All staff must comply with the training
requirements of Rule 58A-5.0191, FA.C.
(d) Staff provided by a staffing agency or

ployed by a busi entity o 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 shail
specifically describe the services the staffing
agency or contractor will be providing fo
residents.
{e) For facilities with a licensed capacity of 17 or
more residents, the facility shall:
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.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to keep on file an updated documentation
of freedom from for 1 out of 2 staff
records reviewed (Staff #1) and failed to obtain a
statement from a health care provider that Staff
#2 did not have any signs or symptoms of a
communicable including .

The findings included:

Personnel record review was conducted on

at about 10:00 a.m. Staff #1 (facility
administrator) did not have annually documented
proof of freedom from . The last
statement on file was dated . Staff #2
did not have documentation from a health care
provider that she did not have any signs or
symptoms of a communicable including

On < at about 3:00 p.m. the facility

AQ78
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owner stated that there was no documentation
from a heaith care provider that Staff #2 did not
have any signs or symptoms of a communicable

including and Staff #1 did
not have the updated documentation of freedom
from in her file.

Class lif

A080 58A-5.0191(1) FAC Training - Core & A080
$8=D| Competency Test

Staff Training Requirements and Competency

est.
(1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.
(a) The assisted fiving facility core training
requirements established by the department
pursuant to Section 429.52, F.S., shall consist of
a minimum of 28 hours of fraining plus a
competency test.
(b} Administrators and managers must

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 test is 75%. ini who
have attended core training prior to , 1997,
and managers who attended the core training
program priorto | , 1898, shall not be
required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with Part 1l of
Chapter 468, F.S., are exempt from this
requirement.
(c) Administrators and managers shall participate
in 12 hours of continuing education in topics
AFICA Form 3020-0001
STATE FORM o
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Continued From page 8

related to assisted living every 2 years as
provided under Section 429.52, F.S,
{d) A newly hired administrator or manager who
has successfully compieted 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

ini ) o for the purp of the
core training requirements and must.
1. Retake the assisted living facility core training;
and
2. Retake and pass the competency test.
(&) The fees for the competency test shall 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 the facility
administrator failed to participate in 12 hours of
continuing education in the last 2 years,

The findings inciude:

Personal record review documented the facility
administrator hired on 5, did not
participate in 12 hours of contmumg education in
the last 2 years.

On at about 3:00 p.m. the facility
owner stated that the facility administrator did not
receive 12 hour of continuing education in the last
2 years.

A 080
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Class i

A083 58A-5.0191(4) FAC Training - First Aid and .

{4) FIRSTAID AND
e e H ). Astaff 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 imes.
(a) Documentation of attendance at First Aid or
course offered by an accredited college,
university or vocational school, a licensed
hospital; the American Red Cross, American
Association, or National Safety Couricil; 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 lll of Chapter 401, F.8., 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 ensure that Staff #2
who was left alone at the facility with the residents
was frained in and First Aid.

The findings include:
Observation conducted on revealed

that Staff #2 was the only staff member at the
facility with the residents and assisting with

A080

A083
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A083| Continued From page 10 A083
personal care.
Personnel record review on revealed

Staff #2 did not have current training in . and
First Aid. Staff #2's training expired on

interview conducted with the facility owner on

at approximately 3:00 p.m. confirmed
that Staff #2 did not have current training in
and First Aid.

Class: I

A0B4 58A-5.0191(5) FAC Training - Assis Self-Admin Avs4
88=D | Meds & Med Mgmt

(5) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION
MANAGEMENT. Unlicensed persons who will be
providing assi with self-

medications as described in Rule 58A-5.0185,
F.A.C., must meet the training requirements
pursuant to Section 428.52(5), F.S., prior to
assuming this responsibility. Courses provided in
fulfilment of this requirement must meet the
following criteria:

(a) Training must cover state faw and rule
requiremems with respect to the supervision,

of

medications in asststed Iawng facﬂmes

pre and for the
resident with self- administration of medication
including how to read a prescription label,
providing the right medications to the right
resident; common medlcatxons the importance of
taking ition of
side effects and adverse reactions and
procedures to follow when residents appear to be
AHCAForm 3020-0001
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Continued From page 11

experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Tralmng shall
include ions of proper and
provide opportunities for hands-on leaming
through practice exercises.
{b) The training must be provided by a registered
nurse or licensed pharmacist who shail issue a
training certificate to a trainee who demonstrates
an ability to:
1. Read and understand a prescnptxon label
2. Provide assi with
accordance with Section 420.256, F.S., and Rule
58A-5.0185, F.A.C., including:
a. Assist with oral dosage forms, | dosage
forms, and .., N *, 7 .and nasal
dosage forms;
b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;
¢. Recognize the need to obtain clarification of an
" as needed " prescription order;
d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident ' s health care provider or
facility employer of inability to assist in the
administration of such orders;
e. Complete a medication observation record;
f. Retrieve and store medication; and
g. Recognize the general signs of adverse
reactions to medications and report such
reactions.
{c) Unlicensed persons, as defined in Section
429.256(1)(b), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 4 hour training,
must obtain, annually, a minimum of 2 hours of
contmumg educat;on trammg on prowdmg

with on.
and safe medication practices in an assisted
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living facility. The 2 hours of continuing education
training shall only be provided by a licensed
registered nurse, or a licensed pharmacist.

This Statute or Rule is not met as evidenced by:

Based on record review and interview the facility

taiied to provide annually, a minimum of 2 hours

of contmumg educahon trammg on provtdlng
with

and safe medncatmn practices in an ALF for 2 out
of 2 staff (Staff #1 and #2).

The findings include:

Record review for Staff #1 (Administrator) and #2
(caregiver) had no documentation that they
received a minimum of 2 hours of continuing
education training on providing assistance with
self-administered medications and safe
medication practices in an ALF. Staff #1 training
expired on and Staff #2 training
expired on .

On * at about 2:20 p.m. the owner
stated that Staff #1 and #2 did not obtained ,
annually, a minimum of 2 hours of continuing
education training on providing assistance with
self-administered medications and safe
medication practices in an ALF. Furthermore the
facllity owner stated that Staff #2 assists the

i with self- ini: ication:

Class lil
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{6) NUTRITION AND FOOD SERVICE. The

or person by the
administrator as responsible for the facility ' s
food service and the day-to-day supervision of
food service staff must obtain, annually, a
ninimum of 2 hours continuing education in
topics pertinent to nutrition and foed service in an
assisted living facility. A certified food manager,
licensed dietician, registered dietary technician or
health department sanitarians are qualified to
train assisted fiving facility staff in nufrition and
food service.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to ensure that 2 out of
2 facility staff (Staff #1 and #2) has obtained,
annually, a minimum of 2 hours continuing
education in topics pertinent to nutrition and food
service in an ALF.

The findings include:

During the facility tour conducted on at
about 10:30 a.m. was observed Staff #2 in the
kitchen preparing lunch for residents.

Record review for Staff #1(Administrator) and
Staff #2 (care gi k) had no

that they received a minimurn of 2 hours
continuing education, annually, in topics pertinent
to nutrition and food service in an ALF. Staff #1's
most current nutrition and food service training
received was dated rand Staff #2's
rost current nutrition and food service training
received was dated

On at about 3:00 p.m. the facility owner

AOBS
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stated that Staff #1 and #2 did not obtained,
annually, 2 minimum of 2 hours continuing
education in topics pertinent to nutrition and food
service in an ALF.

Class Il

A 093 58A-5.020(2) FAC Food Service - Dietary

Standards

(2) DIETARY STANDARDS.
() The Tenth Edition Recommended Dietary
Allowances established by the Food and Nutrition
Board - National Research Council, adjusted for
age, and activity, shall be the nutritional

used to evaluate meals. Ti
diets shall meet these nutritional standards to the
extent possible. A summary of the Tenth EdlﬂOﬂ

Dietary

by a daily food guide, is available from the DOEA
Assisted Living Program.
{b) Ther d dietary shall
be met by offering a variety of foods adapted to
the food habits, preferences and physical abilities
of the residents and prepared by the use of
standardized recipes. For facilities with a licensed
capacity of 16 or fewer residents, standardized
recipes are not required. Unless a resident
chooses to eat less, the recommended dietary
allowances to be made available to each resident
daily by the facility are as follows:
1. Protein: 6 ounces or 2 or more servings,
2. Vegetables: 3 § servings;
3. Fruit: 2 4 or more servings;
4. Bread and starches: 6 11 or more servings;
5. Milk or milk equivalent. 2 servings;
6. Fats, oils, and sweets: use sparingly; and
7. Water.
(¢) All regular and therapeutic menus to be used

A085
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by the facility shall be reviewed annually by a
registered dietitian, licensed dietitian/nutritionist,
or by a dietetic technician supervised by a
registered dietitian or licensed
dietitian/nutritionist, to ensure the meals are
commensurate with the nutritional standards
established in this rule. Portion sizes shall be
indicated on the menus or on a separate sheet.
Daily food servings may be divided among three
or more meals per day, including snacks, as
necessary to accommodate resident needs and
preferences. This review shall be documented in
the facility files and include the signature of the
reviewer, registration or license number, and date
reviewed. Menu items may be substituted with
items of comparable nutritional value based on
the seasonal availability of fresh produce or the
preferences of the residents.
(d) Menus to be served shall be dated and
planned at least one week in advance for both
regular and therapeutic diets. Residents shall be
d to partici in menu planni
Planned menus shall be conspicuously posted or
easily available to residents. Reguiar and
therapeutic menus as served, with substitutions
noted before or when the meal is served, shall be
kept on file in the facility for 6 months.
() Therapeutic diets shall be prepared and
served as ordered by the health care provider.,
1. Facilities that offer residents a variety of food
choices through a select menu, buffet style dining
or family style dining are not required fo
document what is eaten unless a health care
provider * s order indicates that such monitoring is
necessary. However, the food items which enable
residents to comply with the therapeutic diet shall
be identified on the menus developed for use in
the facifity.
2. The facility shall document a resident’ s
refusal to comply with a therapeutic diet and

A083
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notification to the resident ' s health care provider
of such refusal. If a resident refuses to follow a
therapeutic diet after the benefits are explained, a
signed statement from the resident or the
resident’ s responsible party refusing the diet is
acceptable documentation of a resident ' s
preferences. In such instances daily
documentation is not necessary.
(f} For facilities serving three or more meals a
day, no more than 14 hours shall elapse between
the end of an evening meal containing a protein
food and the beginning of a moming meal.
Intervals between meals shall be evenly
distributed throughout the day with not less than
two hours nor more than six hours between the
end of one meal and the beginning of the next.
For residents without access to kitchen facilities,
snacks shall be offered at least once per day.
Snacks are not considered to be meals for the

purposes of the time between meals.
(g) Food shall be served attractively at safe and
Al resi shall be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, shall be on hand.
(h) A 3-day supply of non perishable food, based
on the number of weekly meals the facility has
contracted with residents to serve, and shall be
on hand at all times. The quantity shall be based
on the resident census and not on licensed
capacity. The supply shall consist of dry or
canned foods that do not require refrigeration and
shall be kept in sealed containers which are
labeled and dated. The food shall be rotated in
accordance with shelf life to ensure safety and
palatability. Water sufficient for drinking and food
preparation shall also be stored, or the facility
shall have a plan for obtaining water in an

with the pian coordinated with and

A093
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reviewed by the local disaster preparedness
authority.

This Statute or Rule is not met as evidenced by:
Based on the food supply review and staff
interview, the facility failed to maintain a 3 day
supply of non-perishable foods,

The findings include:

Facility tour conducted at
approxi 10:30 am. the facility had
a census of 6 residents. The food supply was

for 6 residents.

The facility needed a non-perishable food supply
of 108 ounces of canned protein, 144 ounces of
canned fruit, 216 ounces of canned vegetables,
288 ounces of milk and 108 servings of
bread/starches.

The facifity had "0" ounces of canned protein,
canned fruit, canned vegetables, milk and
bread/starches.

On > at about 3:00 p.m. the facility
owner stated that the facility did not have of
canned protein, canned fruit, canned vegetables,
milk and bread/starches in the emergency food
supply.

Class llt
58A-5.029(2) FAC LMH - Records
{2) RECORDS.

AQ93

AL241

(@) A facility with a limited mental health license
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shall maintain an up-to-date ission and
discharge log containing the names and dates of
admission and discharge for all mental health
residents, The admission and discharge log
required under Rule 58A-5.024, F.A.C., shall be
sufficient provided that all mental health residents
are clearly identified.

(b} Staff records shall contain documentation that
designated staff have completed limited mental
health training as required by Rule 58A-5.0191,
FAC.

(c) Resident records for mental health residents
in a facility with a limited mental health license
must include the following:

1. Documentation, provided by the Department of
Children and Family Services within 30 days of
the resident ' s admission to the facility, that the
resident is & mental health resident.
Documentation that the resident is receiving
social security or supplemental security
income, | .. |, and any
of the following shall meet this requirement.

a. An g on the Care
Certification for ., = y

{ )} Form, CF-ES 1008, 1998, that the
resident is receiving SSISSDI due to a

b. Written verification provided by the Sccial
Security Administration that the resident is
receiving SSI or 8SDI for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Social Security
Administration to provide such information to the
Department of Children and Family Services.

©. Awritten statement from the resident ' s case
manager that the resident is an adult with severe
and persistent mental illness. The case manager
shall consider the following minimum criteria in

AlL241

making that determination.
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(i) The resident is eligible for, is receiving, or has
received state funded services from the
Department of Children and Family Services '
and Mental Health program
office within the last § years; or
(ii) The resident has been diagnosed as having a
mental .
2. An appropriate placement
provided by the resident’ s mental health care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted living
facility. Such assessment shall be conducted by a
psychiatrist, clinical psychologist, clinical social
worker, or .., .. .. nurse, or person
supervised by one of these professionals.
a. Any of the following documentation which
confains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, shall meet

this requirement:

(i) Completed Alternate Care Certification for
. . ( )Form,
CF-ES Form 1008, 1998;

(ii) Discharge Statement from a state mental
hospital compileted within 90 days prior to
admission to the ALF provided it contains a
statement that the individual is appropriate to live
in an assisted living facility; or

(iii) Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.

b. Amental health resident returning to a facility
from treatment in a hopsital or crisis stabilization
unit (CSU) will not be considered a new
admission and not require a new assessment.
However, a break in a resident ' s continued
residency which requires the facility to execute a
new resident contract or admission agreement
will be considered a new admission and the
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STATE FORM ™ 68P011

#f continuation sheet 20 of 26




PRINTED: 09/12/2012
FORMAPPROVED

STATEMENT OF DEFICIERCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

AL11967405

B WING

{X2) MULTIPLE CONSTRUCTION
A. BUILDING

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER
TLC ASSISTANT LIVING FACILITY INC

STREET ADDRESS, CITY, STATE, ZIF CODE

3900 SW 122 AVENUE
MIAMI, FL 33175

(X4) ID
PREFIX
TAG

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

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION {X5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

AL241

Continued From page 20

resident’ s mental health care provider must
provide a new assessment.

3. A Community Living Support Plan.

a. Each mental health resident and the resident’
s mental health case manager shall, in
consultation with the facility administrator,
prepare a plan within 30 days of the resident’ s
admlssron to the facrlrty or within 30 days after

under paragraph (c), whichever is fater, which:

(i) Includes the specific needs of the resident
which must be met in order to enable the resident
to five in the assisted living facility and the
community,

(i) Includes the clinical mental health services to
be provided by the mental health care provider to
help meet the resident * s needs, and the
frequency and duration of such services;

{iii} Includes any other services and activities to

.| be provided by or arranged for by the mental

heaith care provider or mental health case
manager to meet the resident’ s needs, and the
frequency and duration of such services and
activities,
{ ) Includes the . of the facility to
facilitate and assist the resident in attending
appointments and arranging transportation to
appointments for the services and activities
identified in the plan which have been provided or
arranged for by the resident’ s mental health care
provider or case manager,;
(v} Includes a description of other services to be
provided or arranged by the facility,
{vi} Includes a list of factors pertinent to the care,
safety, and welfare of the mental health resident
and a description of the signs and symptoms

... to the resident that indicate the
immediate need for professional mental health
services;
{vii) Is in writing and signed by the mental health

AL241
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resident, the resident ' s mental health case
manager, and the ALF administrator or manager
and a copy placed in the resident ' s file. if the
resident refuses to sign the plan, the resident’ s
mental health case manager shall add a
statement that the resident was asked but
refused to sign the plan;
{viil) is updated at least annually,
{ix) include the Agreement

i 4. If included, the
mental health care provider must also sign the
plan; and
{x) Must be available for inspection to those who
have a lawful basis for reviewing the document.
b. Those portions of a service or treatment plan
prepared pursuant to Rule 65E-4.014, FAC.,
which address all the elements listed in
sub-subparagraph a. above may be substituted.
4. Agreement. The mental health
care prowder for each mental health resident and
the facility administrator or designee shall, within
30 days of the resident' s admission to facility or
receipt of the resident * s appropriate placement
assessment, whichever is later, prepare a written
statement which:
a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental health resident. The provider must
furnish the resident and the facility with the
provider ' s 24-hour emergency crisis telephone
number.
b. Must be signed by the administrator or
designee and the mental health care prowder or
by a desi ofa
prepaid health plan if the resident is on a plan
and the plan provides behavioral heaith services
under Section 409.912, F.S.

2 cover all mental health residents of the
facility who are clients of the same provider.
d. be included in the Community Living
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Support Plan described in subparagraph 3.
Missing ion shall not be a
deficiency if the facility can demonstrate that it
has made a good faith effort to obtain the
required ion from the Dep: of
Children and Family Services, or the mental
health care provider under contract to provide
mental health services to clients of the
department.

This Statute or Rule is not met as evidenced by:
Based on clinical record review and staff
interview the facility failed to ensure that a current
Community Living Support Plan was provided for
1 out 6 (Resident # 8)sampled resident.

The findings include:

Facility tour conducted on at 10:30
a.m. revealed sampled resident #6 was residing
at the facility ( )

Record review documented Resident #6 was
admitted on with a diagnosis of

by the physician.
Record review also documented there was no a
community fiving support plan in resident's #6
record..

On » at about 1:00 pm, the facility
owner stated, the facility failed to develop a
community living support plan for resident #6.
Class: Hl

58A-5.0191(8) FAC LMH - Training

AL241

AL243

(8) LIMITED MENTAL HEALTH TRAINING.
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(a) Pursuant to Section 420.075, F.S., the
administrator, managers and staff, who have
direct contact with mental health residents ina
licensed limited mental heaith facility, must
receive the foliowing training:
1. of 6 hours of ialized 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. Staffin * direct contact” means direct care
staff and staff whose duties take them into
resident living areas and require them fo 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 d under this
count once for 6 of the 12 hours of ¢ continuing
education required for administrators and
managers pursuant to Section 429.52(4), F.8.,
and subsection {1) of this rule.
2. Ami of 3 hours of ¢
which may be provi by the ALF
or through distance learning, biennially thereafter
in subjects dealing with one or more of the
following topics:
a. Mental health 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.
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3. For admnmstrators and managers, the
under this
subsection will sausfy 3 oi the 12 hours of
continuing required
to Section 429.52(4), F.S., and subsecnon {1) of
this rule.

4. Administrators, managers and direct contact
staff affected by the continuing education .
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 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 personne! files. They
must also ensure that copies of the continuing
education training certificates, pursuant to

ph (a)2. of this ion, are
retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to provide evidence of a minimum of 3
hours of continuing education training in working
with individuals with mental health diagnoses for
sampled staff #1 and a minimum of 6 hours of
specialized training in working with individuals
with mental health diagnoses for sampled staff
#2.

The findings include:

Record review on revealed that Staff
#1 (administrator) did not have any proof of
having received a minimurn of 3 hours in
continuing education training in fimited mental
health. Staff #1 had the initial 6 hours training on

AHCAForm 3020-0001
STATE FORM bl 68PO11 #f continuation sheet 26 of 26




PRINTED: 09/12/2012

FORM APPROVED
STATEMENT OF DEFICIENCIES X1y PROVIDER/SUPPLIERICLIA {X3) DATE SURVEY
AND PLAN OF CORRECTION T IPIGATON NUMBER: (X2) MULTIPLE CONSTRUCTION COMPLETED
A BUILDING
8. WING
AL11967405
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
12, E
TLC ASSISTANT LIVING FACILITY INC R AL ey
X4 1D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
AL243| Continued From page 25 AL243
. Staff #2 (caregiver) did not have any
proof of having received a minimum of 8 hours in
limited mental health training.
On at about 2.30 pm the owner stated
Staff #1 has not taken a minimum of 3 hours in
continuing education training in limited mental
health and Staff #2 had not taken a minimum of 6
hours in limited mental heaith training.
Class .
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FREORIDA AGENCY FOR HEALTH CARE ADMINISTRATION
RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Hoalth Care for all Floridians SECRETARY

,2012

Administrator

Tle Assistant Living Facility Inc
3900 Sw 122 Avenue

Miami, FL. 33175

Dear Administrator:

Thnsletterreportstheﬁndmgsofasmehoenmsmveythatwasmdweedon . by
representative(s) of this office.

Attached is the provider's copy of the Sﬁm (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.

The Quality A Questionnaire has long been employed to obtain your feedback following suwrvey
actmty This form has been placed on the Agency’s website at

b-based i

. a Y., DS Y a

consumer satlsfaotlon survey system You may access the questlonnau‘e thtough the fink 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 cail Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
{0,

‘tell Arlene Mayo-Davis

Field Office Manager
AMD:sy
Enclosure
X680
Headquarters Miami Field Office
2727 Mahan Drive B333 M.W. 53rd Street, Suite 300

iami, FL 33166

Tallahasses, FL 32308 Mi
Phone (305) 503-3100; Fax (305) 563-3121

hitp:/fahca myflorida.com




