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A000 Initial Comments

AAbbreviated Biennial Licensure Survey was
conducted on Blessing House il. The
following deficiencies were identified at the time
of survey:

A026 58A-5.0182(2) FAC Resident Care - Social &
$8=D Leisure Activities

{2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in
social, recreational, educational and other
activities within the facifity and the community.

(&) The facility shall provide an ongoing activities
program. The program shall provide diversified
individual and group activities in keeping with
each resident ' s needs, abilities, and interests.
{b) The facility shall consult with the residents in
selecting, planning, and scheduling activities. The
facility shall demonstrate residents ' participation
through one or more of the following methods:
resident meetings, committees, a resident
council, suggestion box, group discussions,
questionnaires, or any other form of
communication appropriate to the size of the
facility.

{c) Scheduled activities shall be available at least
six (B) days a week for a total of not less than
twelve (12) hours per week. Watching television
shail not be considered an activity for the purpose
of meeting the twelve (12) hours per week of
scheduled activities unless the television program
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
heaith centers, or other day programs may count
those attendance hours towards the required H
twelve (12) hours per week of scheduled
activities. An activities calendar shall be posted in :
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common areas where residents normally
congregate.

(d) I 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 observation and interview facility failed
to have on going activities/recreation/educational
and any other activities during the day/evening
hours.

Findings includes:
1. Observation during the entire survey on

from time of entry of the facility untit the
time exiting , 1 did not observe any staff

or 1 ing in any kind of
social activity at all, Facnhty has a activity calendar
for { ) posted, none of the residents or
staff were participating in activities during the
survey.

2. Interviewed resident #5 on @ 1:00
pm he stated that there were activities being done
in the facility at any time since he has lived there,
all he and other residents smoke cigarettes. Most
of the time he goes walking arcund the
neighborhcod.

Class ill

58A-5.0191(6) FAC Training - Nutrition & Food
Service

(8) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facility ' s
food service and the day-to-day supervision of
food service staff must obtain, annually, a
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food service.

| Food Handling.

A 092
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Continued From page 2

minimum of 2 hours continuing education in
topics pertinent to nutrition and food service in an
assisted living facility. A certified food manager,
licensed dietician, registered dietary technician or
health department sanitarians are qualified to
train assisted living facility staff in nutrition and

This Statute or Rule is not met as evidenced by:
Based on employee record review and interview
facility failed fo have 1 out 5 sampled employees
to have been trained in the area for Nutrition/Safe

Findings inciudes:

1. Record review revealed that employee #4
Caretaker she started on , there was not
any documentation in her file to confirm she has
been trained in the areas for Nutrition and Safe
Food Handling by a licensed dietician The facility
had a RN to give the employee her Nutrition and
Safe Food Handling , the RN is not a licensed
dietician,

2. Interviewed family member on , he
confirmed the findings and could not explain why
the employee#4 did not have the proper training
by a licensed dietician in her file.

Class Ht

58A-5.020(1) FAC Food Service - General
Responsibilities

Food Service Standards.
{1) GENERAL RESPONSIBILITIES. When food

service is provided by the facility, the
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or Or @ person i in writing by
the administrator shall:
(a) Be responsible for total food services and the
day to day supervision of food services staff.
(b) Perform his/her duties in a safe and sanitary
manner.
{c} Provide regular meals which meet the
nutritional needs of residents, and therapeutic
diets as ordered by the resident ' s health care
provider for resident ' s who require special diets.
{d) Maintain the in-service and continuing
education requirements specified in Rule
58A-5.0191, FAC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 3 out 5 sampled employees did not
have their 2 hours of continued in service training
in food/sanitary services.

Findings includes;

1. Record review revealed that employees #3/4/5
ali caretakers none of them had their 2 hours of
annual training in the areas for food services,
Employee #3 started on [~ /employee #4
started on -. - and employee #5 started on

2. Interviewed family member on @
2:00 pm he confirmed that all 3 of the employees
did not have the 2 hours of in service training for
food services.

Class il
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{8) LIMITED MENTAL HEALTH TRAINING.

{a) Pursuant to Section 428.075, F.§., 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 Chiidren and Families and
must be taken within & months of the facility ' s
recelving a limited mental health license or within
8 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 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 provi by the ALF ini

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 heaith
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 Baker
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Act procedures.
3. For administrators and managers, the
continui fon requi under this
subsection will satisfy 3 of the 12 hours of
continuing education required bienntally 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
requi 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 shouid 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
education training certificates, pursuant to

P ph {(a)2. of this ion, are
retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on employee record review and interview
facility failed ic have 1 out 5 sampled employees
to have 6 hours of mental heaith traing from DCF.

Findings includes:

1. Record review revealed that employee #3
Caretaker she startedon - +in her file @
Limited Mental Health update for continued
education (3 hours) was found and she has not
even been tested by the Department of Children
and Family's in this area for Mental Health for (6
hours).

2. Interviewed family member on i, he
confirmed the findings and could not explain why
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the employee had the 3 hours of mental health
| updates and not the required 6 hours from the
Dept of Childrens and Family.
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FLORIDA AGENCY FOR HEALTY CARE ADMINSTRATON

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

e 52013

Administrator
Blessing House Il
4940 Sw 116 Avenue
Miami, FL 33165

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on , 2013 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 4/18/2013 to 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.com/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,
IS g
“ pArlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
XG0
Headquarters Miami Field Office
2727 Mahan Drive 8333 N.W. 53rd Street, Sufte 300
Tallahassee, FL 32308 Miami, FL 33166

hitpHahca.myflorida.com




