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Initial Comments

A Standard Biennial survey was conducted on

- Sweet Residence #3 Assisted Living
Facility with Limited Nursing Services (LNS) and
Limited Mental Health (LMH) components had
deficiencies found at the time of the visit.

58A-5.0191(8) FAC LMH - Training

{8) LIMITED MENTAL HEALTH TRAINING.

{a) Pursuant to Section 428,075, F S, the

administrator, managers and staff, who have

direct contact with mental health residents in a

licensed limited mental health facility, must

receive the following training:

1. Aminimum 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

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 may

count once for 6 of the 12 hours of contmumg
required for i

managers pursuant to Section 429. 52(4), FS.,

and subsection (1) of this rule.

2. Aminimum of 3 hours of contlnumg education,

which may be pi by the Al

or through di ta learning, bi

in subjects dealing with one or more of the
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following topics:

a. Mental health diagnoses; and

b. Mental heaith treatment such as mental health

needs,

interventions; resident progress in achlevnng

goals; how to 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

under this

subsecbon wilt satvsfy 3 of the 12 hours of

to Section 429.52(4), F S 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 empiloyers 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

(a)2. of this , 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 maintain documentation of having
completed at least 3 hours training of Limited
Mental Health continuing education,

The findings include:
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Record review for Staff #1, administrator had no
documentation of a minimum of having
completed at least 3 hours training of Limited
Mental Health continuing education.
On atabout 2:00 p.m. the facility
administrator stated that she had not taken a
minimum of 3 hours training of Limited Mental
Health continuing education.
Class: it
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RICK SCOTT
GOVERNOR

Administrator
Sweet Residence #3
11511 Sw 7 Street
Miami, FL 33174

Dear Administrator: ’

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

representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indi
on the day of the visit. Section 408.81 1(4), Florida Statutes,
thirty days of the date of this letter unless the Agency has ap,

Staff from this o, will con,

aff fi ffice duct a review after
Place tg correct the deficiencies identified on your survey.

The Quality Assurance Questionnaire has long

FLORIA AGENCY FOR HEALTH CARE ADMINGTRATION
Better Heaith Care for all Floridians

, 2012

ELIZABETH DUDEK
SECRETARY

,2012 by

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

the defici that were identified
requires that you correct these deficiencies within
proved another timeframe.

1o verify that the necessary corrections are in

been employed to obtain your feedback following survey

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

Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

AMD:sy
Enclosure
XG96

B
Headquarters
2727 Mahan Drive
Tallahassee, FL 32308
http:/iahca.myfiorida.com

Sincerely,

you have any guestions please call Kristal

iR

Arlene Mayo-Davis
Field Office Manager

e
Miami Field Office
8333 N.W. 53rd Street, Suite 300
Miami, FL 33166

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



