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A000 Initial Comments A000

An Abbrewated Biennial survey was conducted

', The South Miami Heights
Asslstad Livmg Facility with Limited Nursing
Services (LNS) and Limited Mental Heaith
services (LMH) components had deficiencies
found at the time of the visit.

A030 58A-5.0182(6) FAC; 429.28 FS Resident Care - | A030
88=D| Rights & Facility Procedures

(8) RESIDENT RIGHTS AND FACILITY

PROCEDURES.

{a) A copy of the Resident Bill of Rights as

described in Section 429.28, F.8., or a summary
ided by the Long-Term Care O

Council shall be posted in full view in a freely

accessible resident area, and included in the

to Rule

58A-5.0181, FAC.
{b) In accordance with Section 429.28, F.S,, the
facility shall have a written grievance procedure
for receiving and responding to resident

ints, and for
changes to facility policies and pmceduves The
facility must be able to demonstrate that such
procedure is implemented upon receipt of a
compiaint.
{¢) The address and telephone number for
lodging complaints against a facility or facility staff
shall be posted in full view in a common area

ible to all resi The and
telephone numbers are: the District Long-Term
Care Ombudsman Council, 1(888)831-0404; the
Advocacy Center for Persons with
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

|
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1(800)962-2873 " shall be posted in full view ina
area ible to all resi

() The facility shall have a written statement of
its house rules and procedures which shail be

] . inthe ! provi

i pursuant to Rule 58A-5.0181, FA.C. The rules
and procedures shall address the facility ' s
policies with respect to such issues, for example,
as resident responsibulmes I:he facility's

providers, restdent elopement, and
and

schedules, and requirements.
{f) Residents may not be required to perform any
work in the facility without compensatlon, except
that facility rules or the facility contract may
include a requirement that residents be

P for ing their own ing areas
or apartments. If a resident is employed by the
facility, the resident shail be compensated, ata
minimurm, at an hourly wage consistent with the
federal minimum wage law.
{g) The faclllty shall provide residents with

accesstoa to facilitate the

resident”’ s right to unrestricted and private
communication, pursuant fo Section 429.28(1)(d),
F.8. The facility shail not prohibit unidentified
telephone calis to residents. For facilities with a
licensed 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 428.41, F.S., the use of
physical .. .. ... shall be limited to half-bed
raiis, 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 representative. Any device, including
AHCA Form 3020-0001
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hatf-bed rails, which the resident chooses to use
and can remove or avoid without assistance shall
not be considered a physical

429.28 Resident bill of rights.~
(1) No resident of a faciiity shall be deprived of
any civil or legal rights, benefits, or privileges

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
faciiity 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 hls or her lmmedlate
living quarters, s0 as fo ity and
personal dignny except when the facility can
demonstrate that such would be unsafe,
impracticat, or an infringement upon the rights of
other residents.
(d)\ icted private
receiving and sending unopened
correspondence, access o 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 shali
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other

similar situations.
(e) Fteedcm to participate in and benefit from
services and ities and to achieve

the hlghest posslb(e ievel of mdependenoe,

n the
{f) Manage ms or her financial affalrs unless the
resident or, lf applmble the resident ' s

attomey in fact authorizes the admmlstrator of me

AFICA Fomm 3020-0001
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facility to provide safekeeping for funds as
provided in s. 420.27.

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

several times a weak and o be outdoors at

regular and frequant intervals except when

prevented |

[0} ise civil and religious liberties, includi

the right to independent personal decasaons No
beli

iefs or

at religious servnoes shall be :mposed upon any
resident.
(j) Access to adequaﬁs and appfopnale heahh
care
standards wltmn the oommumty
(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

ician to require an ion 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 ofa

shail be set
forth in writing. In order for a facility fo 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 gri and
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
without , interference, coercion,
discrimination, or reprisal. Each facility shalt
establish a grievance procedure to facifitate the
residents ' exercise of this right. This right
includes access to and

AFCA Form 3026-0001
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advocates and the right to be a member of, to be
active in, and to assoclate with advocacy or
special interest groups.

This Statute or Ruie is not met as evidenced by:
Based on observation, interview and record
review, the facllity failed to obtain a written
physician's order for use of a half-bed rail for 2
out of 5 sampled residents (#4 and #5).

The findings inciude:

On at about 10:00 a.rm. was observed
that Resident #4 and #5 had half-bed rails
attached on one side of the bed.

Resident record review revealed that there was
documentation of a written physician's order for
use of a half-bed rail on file for Resident #4 and
#5.

On at about 1:00 p.m. the
administrator stated that she obtained a written
physician's order for use of a half-bed rail for
Resident #4 and #5 but she was unable to
provide the documentation at the time of the
survey.

Class it

SAS 1%0 58A-5.024(1) FAC Records - Facility A160

Records.

The faciiity shall maintain the following writien

records in a form, place and system ordinarily
ployed in good busi practice and

AFICA Form 30200001
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accessible to Department of Elder Affairs and

Agency staff.
(1) FACILITY RECORDS. Facility records shall
include:
(a) The facility ' s license which shall be displayed
in a conspicuous and public place within the
facility.
(b) An up-to-date admission and discharge log
listing the names of all residents and each
resident’ s:
1. Date of admission, the place from which the
resident was admitted, and if appiicable, a
notation the resident was admitted with a
pressure 5 and
2. Date of d reason for
and the identification of the facility to which the
resudenusdcschargedorhomeaddress orifthe
person is , the date of .
Readmission of a resdsnt 1o the facility after
discharge requires a new entry. Discharge of a
resident is not required if the facility is hoiding a
bed for a resident who is out of the facility but
intends to return pursuant to Rule 58A-5.025,
FAC.
(c) Alog listing the names of all temporary
emergency placemen and respite care residents
i noti on the log ibed in p
(b).
(d) An up-to-date record of major incidents
occurring within the last 2 years. Such record
shall contain a clear description of each incident;
the time, place, names of individuals involved;
witnesses; nature of injuries; cause if known;
action taken; a description of medical or other
services provided; by whom such setvices were
provided; and any steps taken to prevent
recurrence. These reports shall be made by the
mdmduals having first hand knowledge of the
paid staff, staff,
emergency and temporary staff, and student
AP Form 3050.0001
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(e) The facility ' s emergency management plan,
with documentation of review and approval by the

county emergency management agency, as

described under Rule 58A-5.026, F.A.C., which

shall be located where immediate access by

facility staff is assured.

{f) Documentation of radon testing conducted

pursuant to Rule 58A-5.023, FA.C.;

(g) The facility * s Hability insurance policy

required under Rule 58A-6.021, FAC,;

(h) For facilities which have a surety bond, a copy

of the surety bond currently in effect as required

by Rule 58A-5.021, F.AC.

{i) The admcssvon package presented to new or

residents (iess the resident' s
contract) described in Rule 58A-5.0182, F.AC.

[} Wmfamlltyadvemsesmatltpmvu‘zesspecial

care for persons with or

related , @ copy of all such facility

advertisements as required by Section 429,177,

F.s

(K Ag

and

and

mendabons as described in Rule
58A-5,0182, FAC.
{1} All food service records required under Rule
58A-5.020, F.A.C., including menus planned and
served; county health department inspection
reports; and for facilities which contract for

food services, a copy of the contract for

services and the caterer ' s license or
certificate to operate.
(m) Al fire safety inspection reports issued by the
iocal authority or the State Fire Marshat pursuant
to Section 429.41, F.S., and Rule Chapter
69A-40, F.A.C., issued within the fast two (2)

years.

{n} All sanitation inspection reports issued by the
county health department pursuant to Section
AFCA Form 3020-0001
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381.031, F.S., and Chapter 64E-12, FAC,,
issued within the last 2 years.
(0) Pursuant to Section 429.35, F.S., all

survey, ion and i
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
iast § years.
{p) Additional facility records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.
(q) The facility * s resident elopement response
policies and procedures.
{r) The facility ' s documented resident elopement
response drills.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have an annual fire inspection conducted
by the focal authority.

The findings include:

Faciiity records review on f
d, the last fire i i

facility was on %

On at about 1:00 p.m. the facility
administrator stated that there was an inspection
conducted this year but the inspection report was
not available for review at the time of the survey.

Class il

g‘ég 58A-5.0191(8) FAC LMH - Training AL243
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(8) LIMITED MENTAL HEALTH TRAINING.
(a) Pursuant to Section 429.076, F.S., 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. Aminimum of 8 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. 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 ived under this subp may
count once for 6 of the 12 hours of eonunumg
ducation required for
managers pursuant to Section 429.52(4), F.S.,
and subsection (1) of this rule.
2. Aminimum of 3 hours of oonhnumg education,
which may be by the Al
or through di ta leaming, bi
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 appropnaha
resident p in

goals; how to i xn the
resident ' s status or condition that may affect
other services recelved or may require
intervention; and crisis services and the Baker

——
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Act procedures.
3. For administrators and managers, the
under this
subseeﬂonw:llsansfy:iofme 12 hoursof

to Section 429.52(4), FvS., and subsection {1)of
this rule.

4. Administrators, managers and direct contact
staff aﬂected by the continuing education

under this ion shall have up
to 6 months after the effective date of this rule to
meet the fraining requirernent.

(b) Administrators, managers and staff do not
have to repeat the initial training should they
change empioyers provided they present a copy
of their fraining certificate to the current empioyer
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 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 heaith diagnoses for
2 out 3 staff (staff #1 and #2).

The findings inciude:

Record review on revealed that Staff
#1 (administrator) and Staff #2 (caregiver) did not
have any proof of having received a minimum of
3 hours in continuing education training in limited
mental health.

On atabout 1:30 pm the

AHCA Form 3020-0001
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administrator stated that she and Staff #2 have
not taken a mini of 3 hours in inui
education training in fimited mental health.
Class Ill.
AN277| 58A-5.031(2) FAC LNS - Resident Care AN277
$8=D| Standards
{2) RESIDENT CARE STANDARDS.

{a) A resident receiving limited nursing services in
a facility holding only a standard and limited
nursing ficense must meet the admission and

i i criteria specified in Rule

58A-5.0181, FAC.
(b) In accordance with Rule 58A-5.019, FAC.,
the facility must employ sufficient and qualified
staff to meet the needs of residents requiring
fimited nursing services based on the number of
such residents and the type of nursing service to
be provided.
{c) Limited nursing services may only be provided
as authorized by a health care provider ' s order,
a copy of which shail be maintained in the
resident’ s file.
(d) Facilities licensed to provide limited nursing
services must employ or contract with a nurse(s)
who shali be available to provide such services
{ as needed by residents. The facility shall maintain
: documentation of the qualifications of nurses
providing limited nursing services in the facility ' s
files.
{e) The facility must ensure that nursing services
are conducted and supesvised in accordance with
Chapter 464, F.S., and the prevailing standard of
practice in the nursing community.

This Statute or Rule is not met as evidenced by:
AFCR Form 3020-0001
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Based on record review and interview the facility
failed to employ or confract a nurse who shall be
available to provide nursing services as needed
to residents.
The findings include:
Facility's record review on reveaied
that the facility failed to provide a contract with a
nurse who shall be available to provide nursing
services as needed to residents.
On at about 1:00 p.m. the faciiity
administrator confirmed that the facility did not
employ or contract a nurse.
Class il
AVCAForm 1
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FIORCA FOR HEALTH CARE ADMINSTRATION

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

g 3 2012
Administrator

South Miami Heights Alf

11720 Sw 181 Terrace

Miami, FL, 33177

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.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey

acuvny Thls form has bcen plnced on the Agcnc}/s website at
ahca rida.co 5 sh providing a web-based i

oonsumet sausfacum survey syswm You mny 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 assi ided to the survey Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.
Sincerely,
)
—ﬁ()\ Ariene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
XG90

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
hitp:/fahca.myfiorida.com

Miami Field Office

B333NW. ssmsumsmaoo
Miami, F1. 33166

Phone (305) 593-3100; Fax (305) 583-3121




