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AQ00 initial Comments

ABiennial Standard Survey was conducted on

, 2012. The Marica Adult Care #1, Inc.
with Limited Nursing Services and Limited Menta!
Health components had deficiencies found at the
time of the visit.

A 026 58A-5.0182(2) FAC Resident Care - Social &
$8=D| Leisure Activities

(2) SOCIALAND LEISURE ACTIVITIES.
Resi shall be ged to particip
social, recreational, educational and other
activities within the facility and the community.

' (a) The facility shall provide an ongoing activities

in

program. The prog: shall provide di
individual and group activities in keeping with
each resident* s needs, abilities, and interests,
(b) The facility shall consult with the residents in
lecting, planning, and ing activities. The
l facility shall i ' participation
i through one or more of the following methods:
| resident meetings, committees, a resident
i council, suggestion box, group discussions,
questionnaires, or any other form of
communication appropriate to the size of the
facility.
{¢) Sch: ivities shall be avai at least
six (6) days a week for a total of not less than
twelve (12) hours per week. Watching television
shall not be considered an activity for the purpose
of meeting the twelve (12) hours per week of
hedul ivities unless the ision prog
is a special one-time event of special interest to
residents of the facility. A facility whose residents
choose to attend day programs conducted at
adult day care centers, senior centers, mental
health centers, or other day programs may count
those attendance hours towards the required

[
|

twelve (12} hours per week of scheduled
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activities. An activities calendar shall be posted in
common areas where residents normally
congregate.

(d) if residents assist in planning a special activity
such as an outing, seasonal festivity, or an
excursion, up to three (3) hours may be counted
toward the required activity time.

This Statute or Rule is not met as evidenced by:
Based on record review, observation and
interview, the facility failed to ensure that a

of activities were avail and posted

in a common area.
Findings include:

Acreview of the activity schedule revealed the
activity time recorded as 2pm -4pm for
to be music and puzzles.

Observation of the residents on
2:45PM revealed residents sitting in the l¢vmg
STV

On at 2:45PM, the administrator
acknowledged the findings and said that she was
busy with the surveyor,

Observation of the residents on
3:40PM revealed the residents were sitting in the
fiving 2TV

On ‘ at 3:45PM, the administrator
acknowledged the findings and said that she was
nervous because of the inspection.

Class fil
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(2) PILL ORGANIZERS.

{a) A " pill organizer " means a container which
is designed to hold solid doses of medication and
is divided according to day and time increments.
{b) A resident who self-administers medications

{¢) A nurse may manage a pill organizer to be
used ornly by residents who self-administer
{ The nurse is responsible for
instructing the resident in the proper use of the
pill organizer. The nurse shall manage the pill
organizer in the following manner;
1. Obtain the labeled medication container from
the storage area or the resident;
2. Transfer the medication from the original
container into a pill organizer, labeled with the
resident ' s name, according to the day and time
increments as prescribed;
3. Retumn the medication container to the storage
area or resident; and
4. Document the date and time the pill organizer
was filled in the resident’ s record.
(d) If there is a determination that the resident is
not taking medications as prescribed after the
medicinal benefits are explained, it shall be noted
in the resident’ s record and the facility shall
consult with the rasndent concerning providing
with ion or the
administration of medications if such services are
offered by the facility. The facility shall contact the
resident ' s heaith care provider regarding
or i relatmg to
the resident ' s icati Such ion
shall be documented in the resident * s record.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to follow the proper
guidelines when using pill organizers for 4 out of

AQB1
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€ (SR#1, SR#2, SR#3, SR#4) sampled residents.

Findings include:

Further observation conducted on at
2:50PM of the central medication storage facility
revealed that four pill organizers labeled for
SR#1, SR#2, SR#3, and SR#4,

On “at 2:50PM, the administrator said
that sometimes she would filt the pill organizers at
night time. The administrator denied being a
ficensed registered nurse.

A review of the medication observation records
for SR#1, SR#2, SR#3, and SR#4 revealed no
documentation that showed the dates and times
the pill organizers were filled and no
documentation that showed the pill organizers for
SR#1, SR#2, SR#3, and SR#4 were managed by
anurse.

Class il

SAS 05D4 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 fisting with the
prescription number, the name and address of
the issuing pharmacy, the health care provider's
name, the resident ' s name, the date dispensed,
the name and strength of the drug, and the

| directions for use.
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{b) The facility shall maintain a daily medication
observat:on record {MOR}) for each resudent who
with self. ion of
or medi inistration. AMOR
must include 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,
strength, and directions for use of each
ion; and a chart for g each time
the medication is 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 chemical
, the facility shall, pursuant to Section
429.41, F.S., maintain a record of the prescribing
physician * s annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an up-to date medication
observation record (MOR) for 1 out of 6 (SR#3)
residents.

Findings include:

Areview of SR#3 ' s MORs revealed that the
administrator had initialed the 2PM medication for
for the date " s slots for
thry . Areview of the 2PM
medication | bingo card revealed
medication missing for slots 1-3 and slots 4-31
still had the pills inside.

On 1 at 10:20am, the administrator
acknowledged that SR#3 had not received the

2PM medication for | for the dafe

A054
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s slots for “thru and said

that she was told, over the telephone, by SR#3's
physician to hold off from giving SR#3 the 2PM
medication for .for the reason that
SR#3's physician did not want to givea dcscharge
order for the 2PM medication for

On at 2:37PM the admininistrator
acknowleged the discrepancy and said that its "
my fault. "

| Class i

|
A 055 58A-5.0185(6) FAC Medication - Storage and A0S5
$8=D | Disposal

(6) MEDICATION STORAGE AND DISPOSAL.
(a) In order to accommodate the needs and
of resi and to

residents 1o remain as independent as poss:ble
residents may keep their medications, both
prescription and over-the-counter, in their
I‘ possession both on or off the facility premises; or
i in their or apartments, which must be kept
tocked when residents are absent, unless the
| medication is in a secure place within the
| or apartments or in some other secure place
which is out of sight of other residents. However,
both prescnptlon and over-the-counter

ions for resi shall be centrally stored

’ 1 The facility administers the medication;

2. The resident requests central storage. The

i facility shall maintain a list of all medications

| being stored pursuant to such a request

| 3. The medi is d and

‘ by the health care provider to be hazardous if
kept in the personal possession of the person for
| whom it is prescribed;

AHCA Form 3020-0007
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4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;
5. The facility determines that because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents; or
6. The facility ' s rules and regulations require
central storage of medication and that policy has
been provided to the resident prior to admission
as required under Rule 58A-5.0181, FAC.
{b) Centrally stored medications must be:
1. Kept in a locked cabinet, locked cart, or other
focked storage receptacie, . or area at all
times;
2. Located in an area free of dampness and
abnorma! temperature, except that a medication
shall be
Refngerated medications shall be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which refrigerator is
located locked;
3. Accessible to staff responsnble for ﬁllmg
pill i with
or administering medu:atton, Such staff must
have ready access to keys to the medication
storage areas at all times; and
4. Kept separately from the medications of other
residents and properly closed or sealed.
{¢) Medication which has been discontinued but
which has not expired shall be returned to the
resident or the resident ' s representative, as
appropriate, or may be centrally stored by the
facility for future resident use by the resident at
the resident ' s request. If centrally stored by the
facility, it shall be stored separately from
medication in current use, and the area in which it
is stored shall be marked " discontinued
medication. " Such medication may be reused if

A0S5
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provider.

{d) When a resident ' s stay in the facility
ended, the administrator shall return all
medications to the resident, the resident

medications are still at the facility, the

re-prescribed by the resident* s health care

‘s
family, or the resident ' s guardian unless
otherwise prohibited by law. If, after notification
and waiting at least 15 days, the resident's

medications shall be considered gbandoned and

A055

has

may ofin with p

(e)
which have expired must be disposed of

witness.

(e)vMedications which have been abandoned or

days of being determined abandoned or expired
and disposition shall be documented in the
resident ' s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one

{f) Facilities that hold a Special-ALF permit issued
by theABoard of Pharmacy may return dispensed

within 30

i drugs to the di pl
pursuant to Rule 64816-28.870, F A.C.

stored medications were kept separately
medications for residents who no longer
the facility were property disposed of.

Findings include:

for

g

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to ensure that centrally

Observation conducted on at g:42am
during the tour revealed that the centrally storage
o . . desi the

and that
reside at

foran

employee of the facility and it contained

AHCAForm 3020-0001
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i who were di
from the fac»lrty longer than 30days.
On > at 10:13AM, the administrator
acknowledged the findings.
Class Il
A 057 58A-5.0185(8) FAC Medication - Over The A0S7

$8=D| Counter (OTC) Products

(8) OVER THE COUNTER {OTC) PRODUCTS.
For purposes of this subsection, the term OTC
mcludes but is not limited to, OTC medications,
* +, nutritional supplements and
nutraceutlcals. hereafter referred to as OTC
products, which can be sold without a
prescription.
(a) Astock supply of OTC products for multiple
resldent use is not permmed in any facility.
{b)O 3 those p by
a Ircensed health care provider, must be labeled
with the resident ' s name and the manufacturer !
s label with directions for use, or the licensed
heglth care provider ' s directions for use. No
other labeling requirements are necessary nor

should be required.

{c) i or their rep ives may

p OTCp from an i of
their choice.

{d) A facility cannot require a licensed health care
provider ' s order for aill OTC products when a
resident self-administers his or her own

i or when staff provi
with seif: ion of
to Section 429.256, F.S. A licensed health care
provider ' s order is required when a Imnsed
nurse p with self- i
RCK Fam 25007
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or administration of medications, which includes
OTC products. When such an order for an OTC
product exists, only the requirements of
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
failed to ensure that over the counter products
were properly Jabeled and not for general use.

Findings include:

Observation conducted on at 9:42am
during the tour revealed that the centrally storage
medication area revealed 2 boxes of eye drops
{Premier & Blink Tears). Further observation
revealed the over the counter products were not
labeled.

On at 10:13AM, the administrator
acknowledged the findings and said that if
someone needs them she will use them.

Class Hll

58A-5.019(4) FAC Staffing Standards - Levels

(4) STAFFING STANDARDS.
{a) Minimum staffing:
1. Facilities shall maintain the following minimum
staff hours per week:
Number of Residents  Staff Hours/Week
& 168

6-15 212
16-25 253
26-35 294
36-45 335
46-55 375
56-65 416

A057

AQ78

JHKU1
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86-75 457

76-85 488

86-95 539
For every 20 residents over 95 add 42 staff hours
per week.
2. At least one staff member who has access to
facility and resident records in case of an
emergency shall be within the facility at all imes
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.
3. In facilties with 17 or more residents, there
shall be at least one staff member awake at all
hours of the day and night.
4. At least one staff member who is trained in
First Aid and . 8s provided under Rule
58A-5.0191, F.A.C., shall be within the facility at
ail times when residents are in the facility.
6. During periods of temporary absence of the

ini or when res are on
the premises, a staff member who is at least

, must be designated in writing to be

in charge of the facility.
6. Staff whose duties are exclusively building
maintenance, clerical, or food preparation shall
not be counted toward meeting the minimum
staffing hours requirement,
7. The administrator or manager’ s time may be
counted for the purpose of meeting the required
staffing hours provided the administrator is
actively involved in the day-to-day operation of
the facility, including making decisions and
providing supervision for all aspects of resident
care, and is listed on the facility ' s staffing
scheduie.
8. Only on-the-job staff may be counted in
meeting the minimum staffing hours, Vacant
positions or absent staff may not be counted.

AQ79
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faca!atles mcludmg those oomposed of
apartments, shall have enough qualified staff to
provide resident supervision and to provide or
arrange for resident services in accordanoe with
the and heduled service
needs, resident contracts, and resident care
standards as described in Rule 58A-5.0182,
FAC.
{c) The facility must maintain a written work
schedule which reflects its 24-hour staffing
pattern for a given time period. Upon request, the
facility must make the daily work schedules for
direct care staff available to residents or
representatives, specific to the resident ' s care.
{d) The facility shall be required to provide staff
immediately when the Agency determines that the
requirements of paragraph (a) are not met. The
facility shall also be required to immediately
increase staff above the minimum levels
established in paragraph (a) if the Agency
determines that adequate supervision and care
are not being provided to residents, resident care
standards described in Rule 58A-5.0182, FAC.,
are not being met, or that the facility is failing o
meet the terms of residents * contracts. The
Agency shall consult w:th the facility administrator
and any ion that
additional staff is requared
1. When additional staff is required above the
minimum, the agency shall require the

ission, within the time ified in the
notification, of a cofrective action plan indicating
how the increased staffing is to be achieved and
resident service needs will be met. The plan shall
be reviewed by the agency fo determine if the
plan will increase the staff to needed levels and
meet resident needs.
2. When the facility can demonstrate to the
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agency that resident needs are being met, or that
resident needs can be met without increased
staffing, modifications may be made in staffing
requirernents for the facility and the facility shall
no fonger be required to maintain a plan with the
agency.

3. Based on the recommendations of the local
fire safety authority, the Agency may require
additional staff when the facility fails to meet the
fire safety standards described in Section 428.41,
F.S., and Rule Chapter 69A-40, F.A.C., until such
time as the local fire safety authority informs the
Agency that fire safely requirements are being
met.

{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of Rule 58A-5.029,
§8A-5.030, or 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 maintain an accurate staffing schedule.

Findings include:

Areview of the staffing schedule revealed that it
contained staffing information for the month of
2012. Further review revealed no
ion of a staffing for the
month of 2012,

On ' at 1:20pm, the administrator

AQ79
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acknowledged the findings and said that she had
another one but she was unable to locate it

Class Il
58A-5.0191(2) FAC Training - Staff In-Service

{2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service fraining to
facility staff.
{a) Staff who provide direct care fo residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with
Rule 59A-8.0008, F.A.C., must receive a
minimum of 1 hour in-service training in ¢
control, including universal precautions, and
facility sanifation procedures before providing

care to resi Dc ion of
compliance with the staff training requirements of
29 CFR 1810.1030, relating to borne

.. may be used fo meet this

requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting major incidents.
2. Reporting adverse incidents.
3. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation,
(c) Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident Y
neglect, and PN

AD79
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(d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with Rule 59A-8.0085,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
living.
{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of empioyment in safe food
handling practices.
(f) All facility staff shall receive in-service training
regarding the facility ' s resident elopement

P policies and p o within thirty
{30} days of employment.
1. All facility staff shall be provided with a copy of
the facility ' s resident elopement response
policies and procedures.
2. All facility staff shall demonstrate an
understanding and competency in the
imp ion of the elop D
policies and procedures.

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 3 (#3) employees’
are trained in the facility's policies and procedures
regarding elopement.

Findings include:
Areview of employee #3° s file revealed date on

the employment application as I~ asa
caretaker, Further review revealed no

A081

AHCA Form 3020-0001

STATE FORM

sew JHKUN

F continuation sheet 15 of 27



PRINTED: 11/16/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES X1) PROVIDERISUPPLIER/CLL (X3) DATE SURVEY
AND PLAN OF CORRECTION X1 RV DERIS P cUA (X2) MULTIPLE CONSTRUCTION COMPLETED
A. BUILDING
) B. WING
AL11966387
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5143 SW 157 CO
MARGIA ADULT CARE o T COURT

PROVIDER'S PLAN OF CORRECTION
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=D

| 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 faciiity * s license which shall be displayed

{ in 2 conspicuous and public place within the

| facifity.

| (6} 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

i notation the resident was admitted with a

i 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 .thedateof ;.
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 facility but
infends to return pursuant to Rule 584-5.025,

AC

I (c} A lbg listing the names of all temporary

| emergency placement and respite care residents
| if not included on the log described in paragraph
| (o).

XD | SUMMARY STATEMENT OF DEFICIENGIES o ] 5
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H H DEFICIENC
|
T
A081 | Continued From page 15 A081
i
| documentation that showed employee#3 received
| the elopement training and
i
lon at 3:10pm, the administrator
| acknowledged the findings.
!
A 180

I
f
|
|
|
|
H
|
|
|
;
|
|
|
I
|
|
|
|
|
|
|
|
|
|
|
|
|
f
|
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[ (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; i
| the time, place, names of individuals involved; !
‘ | witnesses; nature of i injuries; cause if known; |
| action taken; a description of medical or other
services provided; by whom such services were
provided; and any steps taken to prevent
recurrence. These reports shall be made by the
mduvsduals havmg first hand knowledge of the

g paid staff, vol staff,
emergency and temporary staff, and student
interns.
| {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 fo Rule 58A-5.023, FAC.;
(g) The facility * s liability insurance policy
required under Rule 58A-5.021, 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.A.C.
(i) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 58A-5.0182, FAC.
(i) H the facility advertises that it pravndes speclal
care for persons with

related . a copy of all such fac:llty
advertisements as required by Section 428,177,

F.S.
‘ (k) A grievance pracedure for receiving and
responding to resident complaints and
recommendations as described in Rule
58A-5.0182, F.AC.
{1) All food service records required under Rule
58A-5.020, F.A.C., including menus planned and
AHCA Form 3020-0007
STATE FORM A JHKU11 I continuation sheet 17 of 27
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A160; Continued From page 17

served; county health department inspection

reports; and for facilities which confract for

catered food services, a copy of the contract for

| catered services and the caterer ' s license or

| 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

| B9A-40, F.A.C., issued within the last two (2)

| years.

i (n) All sanitation inspection reports issued by the

| county health department pursuant to Section

| 381.031, F.S., and Chapter 64E-12, F.A.C.,

| issued within the last 2 years.

| {0} Pursuant to Section 429.35, F.S., all

| compl survey, inspection and i

| 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

J license are provided in Rules 58A-5.029,
§8A-5.030 and 58A-5.031, F A.C., respectively.

i (q) The facility * s resident elopement response

? policies and procedures.

| (r) The facility * s documented resident elopement

response drills.

i
;
|
1
i
|
|
|
|
H
|

|
|
|
|
| This Statute or Rule is not met as evidenced by
! Based on record review and interview, the facility
failed to maintain an up-to-date
! admission/discharge log.
|

Findings include:

Areview of the admission and discharge log
revealed that it did not contain the dates of

]
1
|
§
i
|
|
|
i
!
|
|
|
|
|
|
4
|
|
|
|
|
l
1
{
|
\
|
|
i
\
i'
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A160;

Continued From page 18
l d;scharge places discharged to, and reason for
for had d d from the

[ facility.

‘ On at 11:20AM, the administrator
t the log and
| acknowledged the findings.

i
‘\ Class Il

SAS 1(‘5)2 58A-5.024(3) FAC Records - Resident
(3) RESIDENT RECORDS. Resident records
shail be maintained on the premises and include:
() Resident demographic data as follows:
1. Name;
2.5
3. Race;
4. Date of birth;
5. Place of birth, if known;
8. 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 health
care provider, and case manager if applicable.
(b) A copy of the medical examination described
in Rule 58A-5.0181, F.A.C.
{c) Any health care provider ' s orders for
medications, nursing services, therapeutic diets,
or other services to be
y the
| faclmy that requlre a heaﬁh care provider ' s
‘ order.
(d) A signed statement from a resident refusing a
| therapeunc diet pursuant to Rule 58A-5.020,
FAC.

I

A180
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| 58A-5.0182(1)(e), FAC.
(f) Aweight record which is initiated on
admission. Information may be taken from the
resident ' s health assessment. Residents

/ receiving assistance with the activities of daily

|
i
|
I
,‘ (e) The resident record described in paragraph ,

|
living shall have their weight recorded !
| semi-annually.
| tg) For facilities which will have unlicensed staff
Jl assisting the resident with the self-administration
| of medication, a copy of the written informed
| consent described in Rule §8A-5.0181, FAC,, if
such consent is not included in the resident' s ;

{ contract.
(h} For facilities which manage a pill organizer,
assist with seff-admini: ion of ications or
| administer medications for a resident, the
required ication records maintained p

| to Rule 58A-5.0185 FAC.

J' (i) A copy of the resident’ s contract with the
facility, including any addendums to the contract,
as described in Rule 58A-5.025, F A.C.

| (i) For a facility whose owner, administrator, or

i staff, or representative thereof serves as an

{ attorney in fact for a resident, a copy of the

i monthly written statement of any transaction
made on behalf of the resident as required under

i Section 428.27, F.S.

| (k) For any facility which maintains a separate

| trust fund to receive funds or other property

| belonging to or due a resident, a copy of the

| quarterly written statement of funds or other

| property disbursed as required under Section

42027, F.8.
(I} A copy of Alternate Care Certification for

) Form,
CF-ES 1008, 1998, if the resident is an

 recipient. The absence of this form shall not
| be considered a deficiency if the facility can
i demonstrate that it has made a good faith effort

AHCA Form 3020-0007
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STATE FORM

fo obtain the required documentation from the
Department of Children and Family Services.
{m) De ion of the appoi ofa
heaith care g ian, or the

of a power of aﬁomey where applicable.

{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required under Rule
58A-5.0181, FAC.

(o) For apartments, duplexes, quadruplexes, or
single family homes that are designated for
independent living but which are licensed as
assisted living facilities solely for the purpose of
delivering personal services to residents 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
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, FA.C,; and

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

{p) Except for resident contracts which must be
retained for § years, all resident records shall 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
@ copy of their resident records upon departure
from the facifity.

(g} Additional resident records requirements for

A162
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f
|
|
j facilities holding a limited mental health, extended ]f

i congregate care, or limited nursing services
| license are provided in Rules 58A-5.028,
| 58A-5.030 and 58A-5.031, FA.C., respectively.

H
| |
; This Statute or Rule is not met as evidenced by |
Based on record review and interview the facility I

| failed to ensure that 1 out of 6 (SR#3) sampled \
| residents ‘ record contain.a copy of the written ;
| informed consent for unficensed staff assisting |
I‘ with seif-administration of medication. |
i

Ii' Findings include: |
1 Record review of SR#3 ' s file revealed she was |
| admitted to the facility on . Areview of |
SR#3 " s health assessment revealed that she "
needed assistance with medication. Further i
review of SR#3 ' s file revealed no documentation 4
i

|

i

|

i

|

i

|

l

i

|

V

i

of a copy of a signed written informed consent for
| unlicensed staff assisting with self-administration
; of medication.

On ' at 2:39PM the administrator
acknowledged the findings and said that SR#3
i did signed the paper.

j Class Ili

sfs 16[)7# 58A-5.025(1) FAC Resident Contracts A187

Resident Contracts.
! (1) Pursuant to Section 429.24, F.S., prior to or at
| the time of admission, each resident or legal
i representative shall execute a contract with the
| facility which contains the following provisions:
(a) Alist of the specific services, Ssupplies and |
accommodations to be provided by the facility to | |
AHCA Form 3020-0001
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Continued From page 22

the resident, including limited nursing and
extended congregate care services if the facility
is licensed to provide such services.
{b) The daily, weekly, or monthly rate.
(c) Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference toa

fee which shall be hed to
the contract.
{d) A provision giving at least 30 days written
notice prior to any rate increase.
{e) Any rights, duties, or . of residents,

| other than those specified in Section 420.28, F.S.

{f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.
(9) Arefund policy which shall conform to Section
429.24(3), F.S.
{h) Awritten bed hold policy and provisions for
inating a bed hold ag if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facility, or facility. The resident or
responsible party shall notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident ' s medical condition,
such as the resident ' s being comatose, prevents
the resident from giving written notification and
the resident does not have a responsible party to
act in the resident ' s behalf.
(i) A provision stating whether the organization is
affiliated with any religious organization, and, if
so, which organization and its relationship to the
facility.
(j) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those the facility

A167
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I
| is licensed to provide, the resident or the resident
I's representative, or agency acting on the
. f resident ' s behalf, shall be notified in writing that
| the resident must make arrangements for
| transfer to a care setting that has services
needed by the resident. In the event the resident
] has no person to represent him, the facility shail
 refer the resident to the social service agency for

[ pi if there is di garding the
| appropri of provisions as

| outlined in Section 429.26(8), .S, shall take
effect.

{k) A provision that resi must be

| upon admission pursuant to subsection

| 58A-5.0181(2), F.A.C., and every 3 years
f h , or after a signi change, p
| to subsection (4) of that rule.
i
|

() The facility * s policies and procedures for
self-administration, assistance with
; self-administration and inis of
| ications, if appli p fo Rule
| B8A-5.0185, F.A.C. This also includes provisions
| regarding over-the-counter (OTC) products
[ pursuant to subsection (8) of that rule.
(m) The facility * s policies and procedures related
to a properly executed .

|
|

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 6 (SR#2) sample
resident contract was complete.

The findings include:

;‘ Areview of SR#2 ' s file revealed that the resident
| ' contract was not signed by the resident or by

J‘ the resident’s legal guardian, it was left blank.
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1 On at 1:58PM, the administrator
| reviewed SR#2 ' s contract and acknowledged
| the findings.

| Class il
AL243 58A-5.0191(8) FAC LMH - Training
8§8=D

i {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 in a
| licensed limited mental health facility, must

| receive the following training:
1 1. Amini of 6 hours of d training in
| working with individuals with mental health

| diagnoses.

| &. The training must be provided or approved by
| the Depariment of Children and Families and

| must be taken within 6 months of the faciity ' s

i receiving a limited mental health license or within

6 months of employment in a limited mental
i 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 heaith 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
count once for 6 of the 12 hours of continuing
education required for administrators and
managers pursuant o Section 429.52(4), F.S.,
| and subsection (1) of this rule.
| 2. Amini of 3 hours of ing education,
which may be provided by the ALF administrator
or through dist learning, bienni
in subjects dealing with one or more of the
foliowing topics:

b may

A187

AL243

|
i
|
|
J
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Findings include:

Continued From page 25

| @ Mental health diagnoses; and
| b, Mental health treatment such as mental health
\ needs, services, behaviors and appropnate
inter  resident p s in achi

goals; how to in the
resident' s status or condition that may affect
other services received or may require
infervention; and crisis services and the

procedures.

| 3, For admmlstmtors and managers, the
under this
subsecnon will satosfy 3 of the 12 hours of

g

j to Secuon 429.52(4), F.S., and subsection (1)of
| this rule.
| 4. Administrators, managers and direct contact
| staff affected by the continuing education
| i under this ion shall have up
lto 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 trammg certificate to the current employer
for retention in the facility ' s personnel files. They
must also ensure that copies of the continuing
! educatlon training certificates, pursuant to

{a)2. of this i
retamed in thexr personnel files.

are

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure that 3 out of 3 (#1 #2, & #3)

i have recieved the mini 6 hours
limited mental health training or the 3 hours of
| conitnual training in liomited mentat heatth.

AL243
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i

t‘ Areview of the employee #1 ' s {administrator) file
| revealed no documentation of a H.8. Diploma,

| and no documentation that showed she had

| received the 3hr continued limited mental health

| training.

f Areview of employee #2 * s file revealed date on
| the employment application as asa

| caretaker. Further review revealed no

: documentation that showed employee #2

| received the limited mental heaith training.
|
!

| Areview of employee #3 * s file revealed date on

| the employment application as asa

; caretaker. Further review revealed no

; documentation that showed employee#t3 received
‘. the limited mental health training.

at 3:10pm, the administrator
acknowledged the findings.

|
;
|
|
|
|
|
|
a
|
|

AL243

|
|
|
|
|
|
{l
|
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FIORDA AGENCY FOR HEALTH CARE ADMINSTRATION
ELIZABETH DUDEK

RICK SCOTT
GOVERNOR Better Hoalth Care for all Floridians SECRETARY

52012

Administrator
Marcia Adult Care
5143 Sw 157 Court
Miami, FL 33185

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on L2012 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 A Questionnaire has long been employed to obtain your feedback following survey
activity. This fonn lms bwn placed on ﬁle Ageucy's ‘website at
I

:/fal cat ding a web-based i i
consumer sansfacuon survey system You mny aceess the questionnaire thm:gb 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 d to the surveyor(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervlsor at (305) 593-3100.
Sincerely,
C ,W\W
Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
XG0
Headquarters Miami Figld Office
2727 Mahan Drive 8333INW. 53¢dsmec
i, FL 33166

Tanahaaseo FL 32308
/ahca.myflorida.com

hitpfh Phone (305) 593-3100; Fa (s08) 660 9151




