STATEMEN
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

PRINTED: 11/13/2012
FORM APPROVED

T OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICUA

AL11966381

{X2) MULTIPLE CONSTRUCTION

A. BULDING
B WING

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

MD HOME CARE, ING e TR

, FL. 33055

x4y 1D
PREFIX
IAG

! SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

DEFICIENCY)

5} PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

A Q00

88=D

A Biennial Standard Survey was conducted on

,2012. The MD Home Care, Inc with
Limited Mental Health and Limited Nursing
Services components had deficiencies found at
the time of the visit.

A 057 58A-5.0185(8) FAC Medication - Over The A057

Counter {OTC) Products

{8) OVER THE COUNTER (OTC) PRODUCTS.
For purposes of this subsection, the term OTC
includes, but is not limited to, OTC medications,

", nutritional supplements and
nutraceuticals, hereafter referred to as OTC
products, which can be sold without @
prescription.

(a) A stock supply of OTC products for multipie
resident use is not permitted in any facility.

{b) OTC products, including those prescribed by
a licensed health care provider, must be labeled
with the resident ' s name and the manufacturer '
s label with directions for use, or the licensed
health care provider ' s directions for use. No
other labeling requirements are necessary nor
should be required.

{c) Residents or their representatives may
purchase OTC products from an establishment of
; their choice.

(d} A facility cannot require a licensed health care
provider ' s order for all OTC products when a
resident self-administers his or her own
medications, or when staff provides assistance
with self-administration of medications pursuant
to Section 429.256, F.8. Alicensed health care
provider ' s order is required when a licensed
nurse provides assistance with self-administration
or administration of medications, which includes
OTC products. When such an order for an QTC
| product exists, only the requirements of
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| communicating i. Newly hired staff

Continued From page 1 AD57

paragraphs (b) and (c) of this subsection are
required.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
faited to ensure that over the counter products
were properly labeled.

Findings include:

Observation conducted on 8:50am
during the tour revealed that the centrally storage
medication area contained ' syrup,
8 Cranberry tablets, Prunelas

tablets, pain relief, 21st Century D-400
tablets, 21st Century One Daily Milagros Vega,

\ , & Muscle Rub cream. Further
observation revealed the over the counter
products were not labeled with residents ' name.

On at 8:50am, staff #2 acknowledged
the findings.

Class Wi

58A-5.019(2) FAC Staffing Standards - Staff AQ78

(2) STAFF.
(a) Newly hired staff shali 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 ot have any signs
or symptoms of a communicable
including . Freedom from

i 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

does not include an employee transferring from
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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, or is suspected of having, @ communicabie
, 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 histher level of education, training,
preparation, and experience. 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
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-5.0191, F.AC.
(d) Staff provided by a staffing agency or
employed by a business entity contracting 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 job description
to each staff member; and
| 2. Maintain time sheets for alf staff.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed ensure that 1 out of 4 (staff#4) have

| decumentation from health care provider that
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Continued From page 3
staff is free from communicable including

Findings include:

Record review of staff#4 file revealed no
documentation that showed she is free from
communicable including .
review of the staffing schedule revealed staff #4
schedule as Saturday thru Sunday from 7Pm to
7AM.

On , 2012 at 12:43pm, SE#2
acknowledged the findings.

Class 11l

AQ78

58A-5.0191(9) FAC Training - ADRD A 086

9) '8 AND RELATED
J("ADRD " ) TRAINING
REQUIREMENTS. Factlities which advertise that
they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 434.4.6 of the Florida Building
Code, as adopted in Rule 8N-1.001, FA.C,
Florida Building Code Adopted, must ensure that
facllity staff receive the following training.
{a) Facility staff who have regular contact with or
provide direct care to residents with ADRD, shall
obtain 4 hours of inftial training within 3 months of
employment. Completion of the core training
program between , 1998 and , 2003
shall satisfy this requirement. Facility staff who
meet the requirements for ADRD fraining
providers under paragraph (g) of this subsection
will be considered as having met this
requirement. " Staff who have regular contact "
means staff who interact on a daily basis with
residents but do not provide direct care to
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Continued From page 4

residents. initial training, entitled " s
:and Related Level I Training, *

must address the following subject areas:

1. Understandmg 's rand

related

2. Charateristics of ' g

3 Commumcatmg with residents with

4 Family |ssues
5. Resident environment; and
6. Ethical issues.
{b) Staff who have received both the initial one
hour and continuing three hours of ADRD training
pursuant to Sections 400.1755, 429.917, and
400.6045(1), F.S., shall be considered to have
met the initial assisted living facility 's
and Related Level [ Training.
{c) Facility staff who provide direct care to
residents with ADRD must obtain an addmonal 4
hours of training, entitied "
and Related .Level |l Tram:ng, within
¢ months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph (g} of this subsection will be
con5|dered as having met this requirement.
'S and Related
Level I Training must address the followmg
subject areas as they apply to these
1. Behavior management;
2. Assistance with ADLs;
3. Activities for residents;
4. Stress management for the care giver; and
5. Medical information,
(d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a) and (b}
of this subsection can be found in the document
" Training Guidelines for the 8pecial Care of

| Persons with and Related

" dated 1999, incorporated by

AD8S
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reference, available from the Depariment of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32399-7000.
{e) Direct care staff shall participate in 4 hours of
continuing education annually as required under
Section 429,178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by Section 429.52, F.S., and subsection
(1) of this rule, or 3 of the 6 hours of continuing
education for extended congregate care required
by subsection {7) of this rule.
{f) Facility staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
Section 429.178, F.S., within three (3) months of
employment. " Incidental contact” means all
staff who neither provide direct care nor are in
regular contact with such residents.
(9} Persons who seek to provide ADRD training in
accordance with this subsection must provide the
depariment or ifs designee with documentation
that they hold a Bachelor * s degree from an
accredited college or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with
‘s or refated sor

2. Three years of practical experience in a
program providing care to persons with

or related ;or
3. Completed a specialized training program in
the subject matter of this program and have a
minimum of two years of practical experience in a
program providing care to persons with

or related
(h) With reference to reqwremems in paragraph
(g}, a Master ' s degree from an accredited
college or university in a subject related to the
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Continued From page 6

content of this training program can substitute for
the teaching experience. Years of teaching
experience related to the subject matter of this
training program may substitute on a year-by-year
basis for the required Bachelor ' s degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 1 out of 4 (SE#3) sampled
employees received t and
related {ADRD) training.

Findings include:

Record review of SE#3 " s file revealed

as the date on her application.
Further record review revealed no documentation
that showed that SE#3 had received ADRD
training

On . 2012 at 12:43pm, SE#2
acknowledged the findings.

Class It

58A-5.0191(8) FAC LMH - Training

{(8) LIMITED MENTAL HEALTH TRAINING.

(&) Pursuant to Section 429.075, F.S., the
administrator, managers and staff, who have
direct contact with mental health residents in a
ficensed limited mental health facility, must
receive the following training:

1. A minimum of 6 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

AD8E

AL243
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{X3) DATE SURVEY

| meet the training requirement.

receiving a limited mental health license or within
6 months of ernployment in a limited mental
heaith 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 received under this subparagraph may
count once for 6 of the 12 hours of continuing
education required for administrators and
managers pursuant to Section 429.52(4), F.S.,
and subsection (1) of this rule.
2. Aminimum of 3 hours of continuing education,
which may be provided by the ALF administrator
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.
3. For administrators and managers, the
continuing education requirement under this
subsection will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
o Section 429.52(4), F.S., and subsection (1) of
this rute.
4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shall have up
1o 6 months after the effective date of this rule to
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| {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

I edugation training certificates, pursuant to

| st bparagraph (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 ensure that 1 out of 4 (SE#2) sampled
employees received the biennial 3 hours of
specialized license mental health (LMH)
continuing education training.

Findings include:

Record review revealed that SE#2 received the
initial LMH training on . Further record
review revealed no documentation that showed
SE#2 had received the 3 hours of LMH continuing
education training.

AL243

On , 2012 at 12:16pm SE#2
| acknowledged the findings.
I
| Class 1l
|
!
|
|
|
H
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FLORILIA AGENCY FOR HEAUTH CARE ADMINISTRATION
ELIZABETH DUDEK
Ré%%ﬁﬁ& Better Health Care for all Floridians SECRETARY

, 2012

Administrator

Md Home Care, Inc
4857 Nw 168 Terrace
Opa Locka, FL 33055

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on 32012 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.

Staff from 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 A Questi ire has long been employed to obtain your feedback following survey

activity. This form has been placed on the Agency's website at

hitp://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive

consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professionat
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, Heaith Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
AW‘“( ;;/;;uu.u/ bl

es Arlene Mayo-Davis
Field Office Manager

AMD:sy
Enclosure
XG90

Miami Fieid Office

8333 N.W. 53rd Street, Suite 300

Miami, FL 33166

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

Headquarters

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




