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A000 initial Comments A000

A standard biennial survey was conducted on
. 2012. Suany Home Assisted Living
Facility (ALF) wﬂh lemed Mental Heanh {LMH)

SAS Oj; 58A-5.0185(5) FAC Medication - Records A054
(5) MEDICATION RECORDS.
(a) For residents who use a pill organizer
managed under subsection (2), the facility shall
keep either the original labeled medication
container; or a medication listing with the
prescription number, the name and address of
the issuing pharmacy, the heaith care provider's
name, the resident’ s name, the date dispensed,
the name and strength of the drug, and the
directions for use.
(b) The facility shall maintain a daily medication
observation record (MOR) for each resident who
wi&'h ini of
AMOR
must mclude the name of the resident and any
known the resident may have; the name
of the resident ' s health care provider, the health
care provider * s telephone number; the name,
stvength and directions for use of each
ication; and a chart for recording each time
the medication i taken, any missed dosages,
refusals to take medication as prescribed, or
medication errors. The MOR must be
immediately updated each time the medication is
offered or administered.
{c) For medications which serve as chermical
, the facility shall, pursuant to Section
429.41, FS intain a record of the
physician ' s annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
AHCA Form 3026-0001
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Based on record review and interview the facility
failed to have an accurate MOR for 8 of 8 facility
residents.

Findings as follow:

Record review documented the facility had 8
residents and 7 MORs for {residents #1,
#2, #3, #4, #5 46 and #7).
Record review documented the MORs for
residents #1, #2, #3, #4, #5, #6, #7 did not

(not signed)
for the month of
Record review documenhed the facility had no
MOR for resident #3.
Revlewofbmosforres;demﬂ #2 #3 #4 #5
46, #7
given till but administration was not
recorded on the MOR.
Record revlew documentad last day of
on the MOR
for residents #1, #2, #3, #4, #5, #6, and #7 was

On at about 12:30 p.m. staff #2
(caretaker) stated was in charge of assisting with
self administration of medications, also stated
failed to record the medication administration for

eventhough the MOR was available
since
The facility admmlskalor stated (12:30 p..m.) the
faciiity failed to have an accurate MOR by not

ing the of

for residents #1, #2, #3, #4, #5, #6, and #7. Also
stated the facility failed to have a MOR for
resident #8 because resident #8 had not seen the
Daoctor yet and had no medications orders.

Class Il
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Continued From page 2
58A.5.015(2) FAC Staffing Standards - Staff

(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 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, a

, hefshe shall be removed from duties

until the administrator determines that such
condition no longer exists.
{b) Al staff shall be assigned duties consistent
with histher leve! of education, training,

services requiring licensing or certification must
be appropriately licensed or cemﬁed All staff
shall ise their i
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.
{c) All staff must comply with the training
requirements of Rule 58A-5.0181, FA.C.
{d) Staff provided by a staffing agency or

bya entity g to
pmvnde direct o indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the

A078
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facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to
residents.

(&) 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
{0 each staff member; and

2. Maintain time sheets for all staff.

This Stafute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have freedom from communicable

including statement for 1 of
3 (#1) facility staff.

Findings as follow:

Record review documented staff #1
{administrator ) hired on had no proof
of from i +includi

available for review.
On at about 1:00 p.m. the facility
administrator stated had not obtained a proof of
from ' i

yet.
Class Ill

SAS 1602 58A-5.024(3) FAC Records - Resident At62
»

{3) RESIDENT RECORDS. Resident records
shall be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name;

2. by

3. Race;

4, Date of birth;

8. Place of birth, if known;

AFCA Form 3020-0007
STATE FORM o0 S6WI11 #f continuation sheet 4 of 13




R RTINS,

PRINTED: 09/13/2012

FORM APPROVED
oF LA {X3) DATE SURVEY
AND PLAN OF GORREGTION R e (X2) MULTIPLE CONSTRUCTION COMPLETED
A. BULDING
B.WING
AL11965854 .
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, 2P CODE
20411 SW 116 ROAD
SUANY'S HOME MIAMI, FL 33189
{X4) ID * SUMMARY STATEMENT OF DEFICIENCIES 0 LAN OF X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS&REFERENCED TO THE APPROPRIATE. DATE.
DEFICIENCY)
A 162 Continued From page 4 At82

6. Social security number;
7. Medicaid and/or Medicare number, or name of
other health insurance :
8. Name, address, and telephone number of next
of kin, responsible party, or other person the
resident would like to have notified in case of an
emergency, and relationship to resident; and
9. Name, address, and phone number of heaith
care provider, and case manager if applicable.
(b) A copy of the medical examination described
in Rule 58A-5.0181, FA.C.
{©) Any Malm care prowder s orders for

nursing services, ic diets,

cr other services o be

by the
faclmy that requne a heallh care provider ' s
order.

{d) A signed statement from a resident refusing a
therapeutic diet pursuant to Rule 58A-5.020,
FAC.
(e) The resident record described in paragraph
58A-5.0182(1)(e), FAC.
{f) A weight record which is initiated on
admission. information may be taken from the
resident ' s health assessment. Residents
with the activities of daily
living shall have their weight recorded
semi-annually.
(g) For facilities which will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 58A-5.0181, FA.C., if
such consent is not included in the resident’s
contract.
(h) For facilities which manage a pill orgamzer
assist with of
admmmer med;cabons fora res;dent, the
records

toRule58A50185 FAC.

(i) A copy of the resident * s contract with the
I
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facility, including any addendums to the contract,
as described in Rule 58A-5.025, F.AC.

{j) For a facility whose owner, administrator, or
staff, or representative thereof serves as an
attomey in fact for a resident, a copy of the
monthly written statement of any transaction
made on behalf of the resident as required under
Section 429.27, F.S.

(k) For any facility which maintains a separate
trust to receive funds or other property
beionging to or due a resident, a copy of the .
quarterly written statement of funds or other
property disbursed as required under Section

428.27,F 8.
{) A copy of Alternate Care Certification for

\ . ) Form,
CF-ES 1006, 1998 i the resident is an

recipient. The absence of this form shall not
be considered a deficiency if the facility can
demonstrate that it has made a good faith effort
to obtain the required documentation from the
Department of Children and Family Services,
(m) D of the app ofa
health care ian, or the
of a power of attorney where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required under Rule
5BA-5.0181, FAC.
(o) For or
single family homes that are desugnated for
independent living but which are licensed as
asstsmed living faciliies sdely for the purpose of

services {0 resi in their

homes, when and if such services are needed,
record keeping on residents who may receive
meals but who do not receive any personal,
limited nursing, or extended congregate care
service shall be limited to the following:
1. Alog listing the names of residents
AHCA Form 3020-0007
STATE FORM L 56WO11 # continuation sheet 6 of 13
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participating in this arrangement;

2. The resident demographic data required under
this subsection;

3. The medical examination described in Rule
58A-5.0181, FAC,

4. The resident ' s contract described in Rule
58A-5.025, FAC,; and

5. A health care provider ' s order for a
therapeutic diet if such diet is prescribed and the
resident participates in the meal pian offered by
the facility.

{p) Except for resident contracts which must be
retained for § years, all resident records shali be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents shall be provided
a copy of their resident records upon departure
from the faciiity.

{q) Additional resident 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.

This Statute or Rule is not met as evidenced by:

Based on record review and interview the facility

failed to have a health assessment for 1 of 8 (#8)
Findings as follow:

Record review documented the facility failed to
have a health assessment available for review for
resident #8 {(admitted on ) including
orders for medications and services.
at about 12:30 a.m. the facility
administrator stated the facility failed to have a

AHCA Form 3020-0001
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health assessment for resident #8 (admitted on
}including orders for medications and
services.
Class il
AL243 58A-5.0191(8) FAC LMH - Training AL243

§8=D

(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 ina
ficensed limited mental health facility, must
receive the following training:
1. Aminimum of & 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 8 months of the facility ' s
receiving a fimited mental health license or within
6 months of employment in a imited 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 inciude maintenance, food service
or administrative staff, if such staff have only
incidental contact with mental health residents.
¢. Training ived under this may
cournt once for 6 of the 12 hours of conhnumg
required for
managers pursuant to Section 429.! 52(4), F.8,
and subsection (1) of this rule.
2. Aminimum of 3 hours of continuing educa’aon
which may be provided by the ALF

or through di fearning,
in subjects dealing with one or more of the
following topics:

AHCA Form 30200001

STATE FORM oo S6WO1T if continuation sheet 8 of 13



O IRV VP U PP o T

PRINTED: 09/13/2012

FORM APPROVED
(X3) DATE SURVEY
AND OF NIERICLI? {X2) MULTIPLE CONSTRUCTION
UMBES A BUILDING
B. WING
AL11865854 .
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
20411 SW 116 ROAD
SUANY'S HOME MIAMI, FL 33189
X4) I SUMMARY STATEMENT OF DEFICIENCIES [y PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
AL243 | Continued From page 8 AL243

a. Mental heatth diagnoses; and

b. Mental health treatment such as mental health

needs, services, behaviors and appropriate

ir ions; resident progress in achieving
goals; how to inthe

resident ' s status or condition that may affect

other services received or may require

intervention; and crisis services and the

procedures.

3. For admmlst:ators and managers, the

under this

subsectonwsl!sahsfy:iofme 12 hoursof

required
to Section 428.52(4), FAS., and subsection {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 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

(@)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 have 1 of 3 ( staff #2) direct care staff
trained in 3 hours of LMH continuing education.

Findings as follow:

Record review documented staff #2 hired on

AHCA Form 3020-0001
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last limited mental health training
available for review was dated
Record review documented staff #2 had no proof
of the 3 hours of LMH continuing education
training.
On at about 1:00 p.m. the faclllty
administrator stated staff #2 had n
3 hours of continuing education tralmng in LMH,
Class .
AZ806 59A-35.040, FAC Change of Address AZBOG

$8=D
{2} Any request to amend a license must be
received by the Agency in advance of the
requested effective date as detailed below.
Requests to amend a license are not authorized
until the license is issued.
(a) Requests to change the address of record
must be received by theAgency 60 to 120 days in
of the ive date for the

following provider types:
1. Birth Centers, as pmvaded under Chapter 383,
F.S.,;
2. Abomon Clinics, as provided under Chapter
390, F.8,;
3. Crisis Sfabﬂmon Units, as prowded under
Parts | and . of Chapter 394
4. Short Term Residential Treatment Units, as
prowded under Parts fand  of Chapter 384,

F.8.

5. Residential Treatment Facilities, as provided
under Part "of Chapter 394, F .S ;
6. Residential Treatment Centers for Children and
Adolescents, as provided under Part  of
Chapter 384, F.S;
7. Hospitals, as provided under Part | of Chapter
385, F.S.;

8. Ambulatory Surgical Centers, as provided
3026-0001
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under Part 1 of Chapter 395, F.S.;
8. Nursing Homes, as provided under Part If of
Chapter 400, F.S.;
10. Hospices, as provided under Part  of
Chapter 400, F.S.;
11. Homes for Special Services as provided
under Part V of Chapter 400, F.S.;
12. Transitional Living Facilities, as provided
under Part V of Chapter 400, F.S.;
13. Prescribed Extended Care Centers,
as provided under Part VI of Chapter 400, F.S.;
14. Intermediate Care Facilities for the
i, as provided under

Part VHI of Chapter 400, F.S.;
15. Assisted Living Facilities, as provided under
Part | of Chapter 429, F.S;
16. Adult Family-Care Homes, as provided under
Part I of Chapter 429, F.S.;
17. Adult Day Care Centers, as provided under
Part 11} of Chapter 429, F.S.
{b) Requests fo change the address of record
mustbe reoervedbytheAgency21 to 120 days in

of the date

for the
following pmmder types
1. Drug Free
under Sections 112. 0455 and 440, 102 F. S
2. Mobile Surgical Facilities, as provided under
Part |'of Chapter 395, F.8 ;
3. Health Care Risk Managers, as provided under
Part| of Chapter 395, F.S.;
4. Home Health Agencies, as provided under Part
il of Chapter 400, F.S.;
5. Nurse Registries, as provided under Part Il of
Chapter 400 F.8,
8. C
Providers, as pmMed under Part 1It of Chapter
400, F.8.;
7. Home Medical Equipment Providers, as
provided under Part Vil of Chapter 400, F.S.;
8. Health Care Services Pools, as provided under

AHCA Form 3020-0001
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Part IX of Chapter 400, F.S.;
9. Health Care Clinics, as provided under Part X
of Chapher 400, F.S., including certificate of
exem)
10. Clinical Laboratories, as provided under Part |
of Chapler 483, F.S.;
M. Health Testing Centers, as
provided under Part Hl of Chapter 483, F.S.;
12. Organ and Tissue merementAgencnes, as
provided under Chapter 381, F.S.
{c) All other requests to amend a ficense
including but not limited to services, licensed
ity, and other ifications which are
reqmred to be displayed on the license by
statutes or ruies must be
received bytheAgencyGOto 120 days in
ffective date. This
deadiine does not apply to a request to amend
hospital emergency services defined in Section
395.1041(2), F.S.

(3) Failure to submit a timely request shall result
in a $500 fine.

{4) Alicensee is not authorized to operate ina
new location until a license is obtained which
specifies the new location. Failure to amend a
license prior to a change of the address of record
constitutes unlicensed activity.

{5) The licensee shall return the license certificate
to the Agency upon the rendition of a final order
revoking, cancelling or denylng alicense, and
upon the ¥ of

This Statute or Rule is not met as evidenced by:
Based on record review observation and interview
the facility alieged was overcapacity.

é
b
:
%
L
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Findings as foliow:
ecord revtew documemed the facility had 6
fog and

2 ressdents in the day care Iog {residents #3. and

Tour of the facility documented resident# 3 had a
bed in # and had several clothing
changes in the closet of #.

Tour of the facifity also documented resident # 8
hadabedin . # 'and several clothing
changes in the closet of

On at about 9:30 a.m. during facility's
tour staff #2 (caretaker) stated the facility had 8
residents also stated resident # 3 (recorded as
daycare) sieptin ___ - # . and stated resident#8
{recorded as a day care) sleptin ___.;# _. Staff
#2 (caretaker) also stated clothes observed in the
closet where for resident # 3 (in # and
resident#8(n. ... # ).

On at about 12:30 p.m. the facility
administrator stated the facility had 8 residents.

Class Ill

AHCA Form 3020-0001
STATE FORM Lad 56We11 1 contircation sheet 13 of 13




FLORDA AGENCY FOR HEALTH CARE ADMINGTRATION

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

,2012

Administrator
Suany's Home
20411 Sw 116 Road
Miami, FL 33189

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on 5, 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.

St e this o duct r 10/1 10 verify th £SSt ions are
rrect the ies idei ur si .

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

://ah rida.com/Publicatis ‘orms.shtml as a first step in providing 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,
Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
XGs0
Headquarters Miami Fieid Office
2727 Mahan Drive 8333 N.W. 53rd Streat, Suite 300
Miami, FL 33166

Tallahasses, FL 32308
hitp://ahca. myflorida.com

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



