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Initial Comments

A Standard Biennial survey was conducted on

I .. Home Sweet Home Assisted Living
Facility wnth Limited Nursmg Services (LNS) and
Limited Mental Health services (LMH)
components had deficiencies found at the time of
the visit.

58A-5.0182(1) FAC Resident Care - Supervision

An assisted living facility shall provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

(1) SUPERVISION. Fagilities shall offer personal
supervision, as appropriate for each resident,
including the following:

(a) Monitor the quantity and quality of resident
diets in accordance with Rule 58A-5.020, FA.C.
{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the
individual.

{c) General awareness of the resident ' s
whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident ' s health care
provider and other appropriate party such as the
resident ' s family, guardian, heaith care
surrogate, or case manager if the resident
exhibits a significant change; contacting the
resident ' s family, guardian, health care
surrogate, or case manager if the resident is

| discharged or moves out,

| (&) A written record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any ilinesses which
resulted in medical attention, major incidents,
changes in the method of medication
administration, or other changes which resulted in
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the provision of additional services.

This Statute or Rule is not met as evidenced by:
Based on observations, record review, and
interview the assisted living facility failed to have
a written record, updated as needed, of any
significant changes for 1 out of 4 (#3) sampled {
residents.

The findings include:

Observations on - —at9:45am. found
that resident #1 was resting in her bed and a
bandage was observed at her left feet.

Record review found that resident #3's record did
not have any written documentation regarding the
pressure located at her left feet.

Interview with the facility administrator on

! at 12:25 p.m. revealed that resident
#3 had a pressure +on her left feet and has
been receiving care services however she
did not know the stage of the pressure __ . _.

Class Il

SAs 0;8 58A-5.019(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 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
AHCA Form 3020-0001
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that the person does not constitute a risk of
communicating . Newly hired staff
does not include an employee transferring from
one facility fo 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 susp of having, a ¢ icable
, 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 his/her level of education, training,
preparation, and experience. Staff providing
services requiring ficensing or certification must
be appropriately licensed or certified. All staff
shall ise their responsibilities, i
with their qualifications, to observe resadents 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, FA.C.
{d) Staff provlded by a staffing agency or

ployed by a busi en |ty o
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 all staff.

This Statute or Rule is not met as evidenced by:
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Continued From page 3

Based on record review and interview, the facility
failed to keep on file an updated documentation
of freedom from for 2 out of 3 staff
records reviewed (Staff #1 and #3).

The findings include:

Personnel record review on revealed

that Staff #1 and #3 did not have annually

documented proof of freedom from .

The last statement on file for Staff #1 was dated
and for Staff #3 was dated

On ¥ * at about 3:00 p.m. the facility

administrator stated that the facility did not have

the updated documentation of freedom from
:for Staff #1 and #3.

Class i

58A-5.029(2) FAC LMH - Records

(2) RECORDS.

{a) Afacility 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 health
residents. The admission and discharge 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 shall 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

A078

AL241
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must include the following:
1. Documentation, provided by the Department of
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 following shall meet this requirement.
a. An i on the Care
Certification for | . 5
i) Form, CF-ES 1008, 1998, that the
resident is receiving SSISSDI due to a

b. Written verification provided by the Social
Security Administration that the resident is
receiving $SI 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 to the
Department of Children and Family Services.
¢. Awritten statement from the resident ' s case
manager that the resident is an adult with severe
and persistent mental illness. 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
{if) The resident has been diagnosed as having a
mental .
2. An appropriate placement assessment
provided by the resident ' s mental health care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted living

facility. Such assessment shall be conducted by a

AL241
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supervtsed 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 Alternate Care Certification for

. . ;} Form,
CF-ES Form 1006, 1998;
(i) Discharge Statement from a state mental
hospital completed within 80 days prior to
admission to the ALF provided it contains a
statement that the individual is appropriate to live
in an assisted fiving facility; or
(iiiy Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.
b. Amental health resident returning 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. A Community Living Support Plan.
a. Each mental health resident and the resident’
s mental health case manager shabl in
o Itation with the facility
prepare a plan within 30 days of the resndent s
admission to the facility or within 30 days after
receiving the appropriate placement assessment
under paragraph (¢}, whichever is later, which:
(i} Inciudes 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
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psychiatrist, clinical psychologist, clinical social
worker,or, , ' "' nurse, of person
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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;
(i) 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
frequency and duration of such services and
activities;
{ ) Includes the of the facility to
facilitate and assist the resident in attending
appointments and arranging transportation 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} Includes a description of other services 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 heaith
resident, the resident ' s mental health case

, and the ALF
and a copy placed in the resident ' s f Ie If the
resident refuses fo 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) include the Agreement
described in subparagraph 4. If included, the
mental health care provider must also sign the
plan; and
(x) Must be available for inspection to those who

Al241
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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 provnder for each mental health resident and
the facility administrator or designee shall, within
30 days of the resident’ s admission to facility or
receipt of the resident’ s appropriate placement
assessment, whichever is later, prepare a written
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
desugnee and the mental health care provuder or
bya ive of a Medi
prepaid health plan if the resident is on a pian
and the plan provides behavioral health services
under Section 409.912, F.S.

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

d. be included in the Community Living
Support Plan described in subparagraph 3.
Missing documentation shali 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, or the mental
heaith care provider under contract to provide
mental health services to clients of the
department.

- This Statute or Rule is not met as evidenced by:
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Based on record review and interview the facility
failed to update the community living support plan
for Resident #2, limited mental health resident.

The findings include:

During the record reviewon i/ ‘at

i y 10:30 am. led that the facility
failed to update the community living support plan
done on for Resident #2.

Interview with the facility administrator that took
place on at about 1:30 p.m. confirmed
that the community living support plan for
Resident #2 was not updated.

Class Hl

58A-5.0191(8) FAC LMH - Training

(8) LIMITED MENTAL HEALTH TRAINING.

{a) Pursuant to Section 429.075, F.8,, 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. A minii 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 heaith license or within
6 months of employment in a limited mental
health facility.

b. Staff in " direct contact “ means direct care
staff and staff whose duties take them into
resident living areas and require them to interact

AL241

AL243
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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 420.52(4), F.8.,
and subsection (1) of this rule.

2. Amini of 3 hours of continuing education,
which may be provided by the ALF ini
or through di learning, bienni

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
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

qui 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
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education training certificates, pursuant to
subparagraph (a)2. of this subsection, 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 1 out of 3 (Staff #2) received the
required Limited Mental Heaith (LMH) training.
The findings include:
Record review for Staff #2 (facility administrator,
hired on ) found no documentation of
having received the limited mental health training.
On at about 1:30 p.m. the facility
administrator stated that Staff #2 had not taken
the limited mental heaith training as required;
Class: il
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FLORIDA AGENCY FOR HEALTH CARE ADMINISTRATION

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

e 5 2012

Administrator

Home Sweet Home Assisted Living Facility
5700 Sw 46 Terrace

Miami, FL 33155,

Dear Administrator:

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

Staff from this office will conduct a review after 2o 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
htip://ahca.myflorida.com/Publications/Forms.shiml 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 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,
W
.E(A Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
XG90
Headquarters Miami Fleld Office

2727 Mahan Drive
Tallahassee, Fl. 32308
http:/fahca.myflorida.com

8333 N.W. 53rd Street, Suite 300
Miami, FL 33166
Phone (305) 593-3100; Fax (305) 583-3121




