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A Initial Comments AD00

Avisit for a biennial standard survey was made to
Saint Mary Adult Care with Limited Mental Health
component on . The following
deficiencies were identified:

SAé 0738 58A-5.018(2) FAC Staffing Standards - Staff A078
{2) STAFF.
(a) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based
on a examination conducted within the last six
months, that the persan 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 facifity to another that is under the same
management or ownership, without a break in
service. If any staff member Is later found to
have, or is of having, a i

» hefshe shall be removed from duties
untit the administrator determines that such
condition no longer exists.
(b} Al staff shall be assigned duties consistent
with hisfher level of education, training,
p ion, and ience. Staff providing
services requiring licensing 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
fo the resident ' s health care provider in
accordance with this rule chapter.
(c) Al staff must comply with the training
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requirements of Rule 58A-5.0191, F.AC.
(d) Staff provided by a staffing agency or
l i by a busi entity ing to
provide direct or indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to
residents.
(e) For facilities with a licensed capacity of 17 or
more residents, the facility shall:
1. Develop a written job description for each staff
position and provide a copy of the Jjob 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 document freedom from communicable

including : on annual basis for
20t3 (#1and #2) sample staff.

Findings as folfow:
Record review documented staff #1

(administrator) hired on last freedom
from i was dated

i
Record review docuemnted staff #2 {manager)
hired on last freedom from

i tate was dated

On at about 12:00 noon, the facility
administrator (staff #1) stated freedom from

i t for staff #1
Yand #2 ger} were not

s L
updated.
|

AQ78

/’

:
f
x
|
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Records.

The facility shall maintain the following written
records in a form, place and system ordinarily
employed in good business practice and
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 applicable, a
notation the resident was admitted with a
pressure  ;and

2. Date of discharge, the reason for discharge,
and the identification of the facility to which the
resident is discharged or home address, or if the
person is , the date of 3
Readmission of a resident to the facility after
discharge requires a new entry. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facitity but
intends to return pursuant to Rule 58A-5.025,
FAC.

(c} Alog listing the names of all temporary
emergency placement and respite care residents
if not inch on the log described in

(o).

{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 indivi involved;
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witnesses; nature of injuries; cause if known;
services provided; by whom such services were

provided; and any steps taken to prevent

| recurrence. These reports shall be made by the

| individuals having first hand knowledge of the

inci , including paid staff, vol staff,
emergency and temporary staff, and student
inferns.

(&) 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.;

(9) The facility ' s iability insurance policy
required under Rule 58A-5.021, F.A.C.;

(h) For faciliies which have a surety bond, a copy
of the surety bond currently in effect as required
by Rule 58A-5.021, FA.C.

(i) The admission package presented to new or
prospective residents (less the resident 's

| contract) described in Rule 58A-5.0182, FAC.

(J) If the facility advertises that it provides special
care for persons with ' or
related » @ copy of all such facility
advertisements as required by Section 429.177,
F.8,

/(k)A i for receiving and

action taken; a description of medical or other ’(
|

T ing to resident an
recommendations as described in Rule
58A-5.0182, FA.C.
(1) All food service records required under Rule
58A-5.020, FAC., including menus planned and
served; county health department inspection
reports; and for facilities which contract for
catered food services, a copy of the contract for
| catered services and the caterer * s license or

I
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certificate to operate.
(m) Al fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
] to Section 429.41, F.S., and Rule Chapter
69A40, F.AC., issued within the last two 2
years.
(n) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.$., and Chapter 64E-12, FAC,
issued within the last 2 years.
(0) Pursuant to Section 429.35, F.8,all
survey, i ion and plai
| investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
! last 5 years.
(p) Additional facility records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
ficense 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.
(1) 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 faciiity
failed to have an annual satisfactory fire
inspection.

Findings as follow:

Record review documented the facility last fire

inspection dated ' had the following

violations:

1. In addition to the primary route each sleeping
have a second means of scape.

2. Each sleeping be provided with an
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approval smoke alarm.

3. Facility management shall furnish to the

authority having jurisdiction, upon request, an
ion capability ination using a

procedure acceptable to the authority having

jurisdiction.

On at about 12:00 noon the facility
administrator stated the last facility's fire
inspection dated was not satisfactory
by the reasons mentioned above.

Class Il

2224[)1 58A-5.028(2) FAC LMH - Records
(2) RECORDS.
(a) A facility with a limited mental health license
shall maintain an up-to-date admission and
discharge log containing the names and dates of
admission and discharge for all mental heaith

i . The ission and dis ge 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 shail 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. D fon, provided by the Dep
Children and Family Services within 30 days of
the resident ' s admission to the facility, that the
resident is a mental heaith resident.
Documentation that the resident is receiving
social security or supplemental security
income, , and any
of the foliowing shall meet this requirement.

of

A 160

AL241
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a An i on the Al te Care
Certification for .
{ } Form, CF-ES 1008, 1998, that the

resident is receiving SSI/SSDI dueto a

| b. Written verification provided by the Social
Security Administration that the resident is
receiving SSI or SSDI 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 fo the
Department of Children and Family Setvices.
¢. Awritten statement from the resident ' s case
manager that the resident is an adult with severe
and persistent mental iliness. The case manager
shall consider the following minimum criteria in
making that determination.
(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 5 years; or
() The resident has been diagnosed as having a
mental .
2. An pri i
provided by the resident’ s mental heafth care
provider within 30 days of admission to the facility

| that the resident has been assessed and found

priate for resi inan living

facifity. Such assessment shall be conducted bya
psychiatrist, clinical psychologist, clinical social
worker, or nurse, or person
supervised by one of these professionals.

| a. Any of the following documentation which -
contains 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 Altemate Care Certification for
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e .. ( )Form,
CF-ES Form 1006, 1998,

{ii) Discharge Statement from a state mental
hospital completed within 80 days prior to
ission to the ALF provided it il
that the individual is app
in an assisted living facility; or
{iif) Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.
b. Amental health resident returing 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
resident ' s mental health care provider must
provide a new assessment.
3. ACommunity Living Support Plan.
a. Each mental heatth 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
admission to the facility or within 30 days after

a
to live

the appropriate p
under paragraph (c), whichever is later, which:
(i) Includes the specific needs of the resident
which must be met in order to enable the resident
to live in the assisted living facility and the
community;
{ii) 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;
(ifi) Includes any other services and activities to
be provided by or arranged for by the mental
health care provider or mental health case
manager to meet the resident ' s needs, and the
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frequency and duration of such services and
activities;
{ ) Includes the of the facility to
facilitate and assist the resident in attending
and jon 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) a iption of other ices 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
resident, the resident” s mental health case
and the ALF i

and a copy placed in the resident's ﬁle ffthe
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) mc!ude the Agreement

ibed in 4.1
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 heaith resident and
the facility administrator or designee shall, within
30 days of the resident ' s admission to facility or
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receipt of the resident ' s appropriate placement
assessment, whichever is later, prepare a writien
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 heaith care provider, or
by a desi Pl ive of a icai
prepaid health plan if the resident is on a plan
and the plan provides behavioral heaith services
under Section 409.812, F.S.

c.  cover all mental heaith residents of the
facility who are clients of the same provider.

d. beincluded in the Community Living
Support Plan described in subparagraph 3.
Missing ion shall not be i 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 heaith services to clients of the
department.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have an admission and discharge log
identifying the limited mental health residents.
(resident #3)

Based on record review and interview the facility
failed to have an annual community support plan
for 1 of 1 (#3) facility resident.

Findings as follow:

AL241
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Record review documented resident #3 admitted
on | had a diagnosis of
..., (health assessment dated )]
Record review documented resident #3 was not
identified as a limited mental health resident in
the facility's admission and discharge log.
On ! at about 12:00 noon the facility
administrator stated resident #3 was a limited
mental health resident, also stated resident #3
was not identified as a limited mental heaith
resident in the facility's admission and discharge

Record review documented resident #3 admitted
on had a diagnosis of |

__.__., (health assessment dated
Record review documented the last annual
community support plan facility had for resident
#3 was dated
On at about 12 00 noon, the facility
administrator stated the facility failed to have an
annual community support plan for resident #3
who was a limited mentat health resident.

Class Ilt

AL241
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FLORIDA AGENCY FOR HEALTH CARE ADMINISTRATION
RICK SCOTT - ELIZABETH DUDEK
GOVERNOR Better Health Care for all Fioridians SECRETARY

L2020

Administrator

Saint Mary Adult Care
5716 Sw 149 Place
Miami, FL 33193

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on ,2012 by

representative(s) of this office.

dontified

Attached is the provider's copy of the State (3020) Form, which indi the deficiencies that were
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.

Staj s this office will conduct a review after 1o verify that the necessary corrections are in
place to correct the deficiencies identified on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at

hitp://ahca.myflorida.conv/Publications/Forms.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,
P -
Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
XG90
Headguarters Miami Field Office
8333 N.W. 53rd Street, Suite 300

2727 Mahan Drive
Taliahassee, FL 32308
http:/fahca. myflorida.com

Miami, FL 33166
Fhone (305) 593-3100; Fax {305) 593-3121




