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(6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

(@) A copy of the Resident Bili of Rights as |
described in Section 428.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Council shall be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
58A-5.0181, FAC,

(b) In accordance with Section 429.28, F.S., the
facility shall have a written grievance procedure
for receiving and responding to resident
complaints, and for residents to recommend
changes to facility policies and procedures, The |
facility must be able to demonstrate that such
procedure is implemented upon receipt of a
complaint.

(c) The address and telephone number for
lodging complaints against a facility or facility staff
shall be posted in full view in a common area
accessible to all residents. The addresses and
telephone numbers are: the District Long-Term
Care Ombudsman Council, 1(888)831-0404; the
Advocacy Center for Persons with .
1(800)342-0823; the Florida Local Advocacy
Council, 1(800)342-0825; and the Agency
Consumer Hotline 1(888)419-3456.

(d) The statewide toll-free telephone number of
the Florida Hotline " 1(800)86- or
1(800)862-2873 " shall be posted in full view in a
common area accessible to alf residents.
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(e) The facility shall have a written statement of
its house rules and procedures which shall be
included in the admission package provided
pursuant to Rule 58A-5.0181, F.A.C. The rules
and procedures shall address the faciiity s
policies with respect to such issues, for example,
as resident responsibilities, the facility ' s

and tobacco policy, medication storage, the
delivery of services to residents by third party
providers, resident elopement, and other
administrative and housekeeping practices,
schedules, and requirements.

(f) Residents may not be required to perform any
work in the facility without compensation, except
that facility rules or the facility contract may
include a requirement that residents be
responsible for cleaning their own sleeping areas
or apartments. If a resident is employed by the
facility, the resident shall be compensated, at a
minimum, at an hourly wage consistent with the
federal minimum wage law.

{g) The facility shall provide residents with
convenient access 1o a telephone to facilitate the :
resident ' s right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.S. The facility shall not prohibit unidentified
telephone calls to residents. For facilities with a
ficensed capacity of 17 or more residents in
which residents do not have private telephones,
there shall be, at a minimum, an accessible
telephone on each floor of each building where
residents reside.

(n} Pursuant to Section 429.41, F.S,, the use of
physical shall be limited to half-bed
rails, and only upon the written order of the
resident ' s physician, who shall review the order
biannually, and the consent of the resident or the
resident ' s representative. Any device, including
haif-bed rails. which the resident chooses to use
and can remove or avoid without assistance shall
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not be considered a physical

429.28 Resident bill of rights.- 1
(1) No resident of a facility shall be deprived of  §
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State

of Florida, or the Constitution of the United States §
as a resident of a facility. Every residentof a |
facility shall have the right to:

{a) Live in a safe and decent fiving environment,
free from and neglect.

(b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy. i
(¢) Retain and use his or her own clothes and l
other personal property in his or her immediate |
living quarters, so as to maintain individuality and |
personal dignity, except when the facility can
demonstrate that such would be unsafe, :
impractical, or an infringement upon the rights of |
other residents. i
(d) Unrestricted private communication, including |
receiving and sending unopened i
correspondence, access to a telephone, and ¢
visiting with any person of his or her choice, at |
any time between the hours of a.m. and 8 p.m

at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other |
similar situations. H
{e} Freedom to participate in and benefit from
community services and activities and to achieve
the highest possible level of independence,
autonomy, and interaction within the community.
(f) Manage his or her financial affairs unless the
resident or, if applicable, the resident’' s
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in s. 429.27.

AHCA Form 3020-0001
STATE FORM o855 43E311 # cantinyation sheet 3 of 23




PRINTED: 03/26/2013

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11966925 B WING e
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
14561 SW 30TH STREET

MARIA ADULT CARE Il MIAMI, FL 33175

X4y 1D SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION (x5}

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL (EACH CORRECTIVE ACTION SHOULD BE COMPLETE

TAG REGULATORY OR LSC IDENTIFYING INFORMATION} CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A030: Continued From page 3

(g) Share a + his or her spouse if both
are residents of the facility.

(h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.

(i) Exercise civil and religious liberties, including
the right to Independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.

(j) Access to adequate and appropriate health
care consistent with established and recognized
standards within the community.

(k) At least 45 days ' notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the |
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally , the guardian shall be
given at least 45 days ' notice of a
nonemergency relocation or residency
termination. Reasons for relocation shall be set
forth in writing. In order for a facility to terminate
the residency of an individual without notice as
provided herein, the facility shall show good
cause in a court of competent jurisdiction.

{l) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shall
establish a grievance procedure to facilitate the
residents ' exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or

AQ30
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special interest groups.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview facility failed to comply with resident
visitation rights.

Findings include:

Observation on i at 7:50 a.m. found a sign
posted in the facility's entrance door indicating
that the facifity’s visiting hours were form 9am to
7 pm. Note was signed by the facility's
administrator,

Administrator acknowledged the findings on
at 2:00 pm

Class il

AD52 58A-5.0185(3) FAC Medication - Assistance with | A052
Self-Admin ‘

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

(a) For facilities which provide assistance with
self-administered medication, either: a nurse; or
an unlicensed staff member, who is at least

. , trained to assist with seff-administered
medication in accordance with Rule 58A-5.0191,
F.A.C., and able to demonstrate to the
administrator the ability to accurately read and
interpret a prescription label, must be available to
assist residents with self-administered
medications in accordance with procedures
described in Section 428.256, F.S.

(b) Assistance with self-administration of
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medication includes verbally prompting a resident *
1o take medications as prescribed, retrieving and
opening a properly labeled medication container,
and providing assistance as specified in Section
429.256(3), F.S. In order to facilitate assistance
with self-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons. Staff may also return unused doses
to the medication container. Medication, which
appears to have been contaminated, shall not be
returned to the container. .
{c) Staff shall observe the resident take the
medication. Any concerns about the resident's
reaction to the medication shall be reported to the
resident ' s health care provider and documented
in the resident ' s record. :
{d) When a resident who receives assistance with |
medication is away from the facility and from i
facility staff, the following options are available fo |
enable the resident to take medication as
prescribed:

1. The health care provider may prescribe a
medication schedule which coincides with the
resident " s presence in the facility;

2. The medication container may be given to the
resident or a friend or family member upon

leaving the facility, with this fact noted in the
resident ' s medication record;

3. The medication may be transferred to a pill
organizer pursuant to the requirements of |
subsection (2), and given to the resident, a friend, ;
or family member upon leaving the facility, with
this fact noted in the resident ' s medication
record; or

4. Medications may be separately prescribed and
dispensed in an easier o use form, such as unit
dose packaging;

(e) Pursuant to Section 429.266(4)(h}, F.S., the
term " competent resident " means that the
resident is cognizant of when a medication is

AHCK Form 3020-0001
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required and understands the purpose for taking |
the medication.
{f} Pursuant to Section 429.2566(4)(i}, F.S., the
terms " judgment” and " discretion ” mean
interpreting vital signs and evaluating or
assessing a resident ' s condition.
{4) Assistance with self-administration does not
include:
{a) Mixing, 1, converting, or
medication doses, except for
measuring a prescribed amount of liguid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
(b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
{c) Administration of medications through :
mtermlttem positive pressure breathing machines |
ora v
{d) Admmlstrauon of medications by way of a i
tube inserted in a cavity of the body. ¢
{e) Administration of | | preparations. |
{f) Irrigations or debriding agents used in the
treatment of a skin condition
{9) preparations.
{hy Medicathons ordered by the physician or
health care professional with prescriptive |
authority to be given " as needed, " unless the
order is written with specific parameters that ¢
preclude independent judgment on the part of the |
unlicensed person, and at the requestofa |
competent resident. {
(i) Medications for which the time of {
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility's
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staff (#2) failed to follow appropriate procedure in
the assistance with self -administration of
medication.

Observation of staff #2 during demonstration for
assistance with self-administration of medication
on - at 12:06 p.m. revealed that staff
did not wash her hands or use hand sanitizer
before or after assist resident with
self-administration of medication, did not check
medication with orders in medication observation
record (MOR), did not verbally prompt resident
and did not sign the Medication Observation
record (MOR). i
Interview with staff #2 on ‘around
12:08 p.m. revealed that she she forgot to follow
the steps to provide a proper assistance with
self-administration of medication because she
was nervous.

Administrator acknowledged findings on
-around 2 p.m.

Class It

A 054 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 listing 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.

{b) The facility shall maintain a daily medication
observation record (MOR] for each resident who
receives assistance with self-administration of
AHCA Form 3020-0001
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medications or medication administration. AMOR
must inciude 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
medication; and a chart for recording 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 medicationis !
offered or administered. :
{c} For medications which serve as chemical :

, the facility shall, pursuant to Section
429.41, F.8., 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 fo accurately maintain and update the daily ;
medication observation record (MOR) for 4 out of
4 sampled residents.

The findings include:

Record review on around 10:00 a.m.
medication observation record (MOR) was not
signed for any of the residents for at |
8 p.m. and +at 8 am. Resident #1
having the following medications that were not
signed on 8pm. or 8
am: . 5 mg tab take one
tablet before bed 8 p.m., B- tablet take
one tablet daily 8 a.m., § mg take one
tablet before bed 8 p.m., i 10mg .
tab take one tablet by mouth twice daily 8 a.m.

and 8 p.m., 10 mg take one tablet
daily 8 a.m., 112 mg take one dose
by mouth twice daily 8 a.m. and 8 p.m.,

10 mg tablet take one dose by mouth twice dally

MARIA ADULT CARE HI MIAMI, FL 33175
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8am. and8p.m,
capsule take one capsule by mouth daily

not signed on
am.:
tablet before bed 8 p.m.,

8 p.m.or

and 8 p.m.,
one tablet daily 8 am,,

take 2 tablets at bed time 8 p.m,,
mg capsule take one capsule at bedtime

that were not signed on

-8am.:
cream apply in affected area as order,
mg take one tabiet daily 8 am,,

p.m.,

capsule daily 8 a.m.,

tablet at bedtime 8 p.m.,

solution take 30 mi daily 8 p.m.,

Thera tablet take one tablet daily 8 a.m.,

p.m.,

daily 8 a.m.,

one tablet at bedtime 8 p.m,; resident #2
-8 p.m. or

twice daily 8 a.m. and 8 p.m.,
take one tablet by mouth daily 8 am.,

20 mg take one tablet daily 8

mg tablet take one tablet daily at bedtime 8 p.m.,

: 50 mg take one tablet at bedtime 8
C 500 mg tablet take one tablet
: 10 mg tablet take

DR20mg

8am,

20 mg tablet take 1 tablet in the
morning 8 am, Quatiapine 100 mg take one dose |
by mouth twice daily 8 a.m. and 8 p.m.; resident |
#3 1 having the following medications that were

2.5 mg tab take one
05mg
tablet take one dose by mouth twice daily 8 a.m.
/ HCTZ 100/ 12.5 mg take
XR 50 mg tablet
30

8pm,;

resident #4 1 having the following medications
-8 pm.or
12% i

81}

50 mg capsule take one capsule at bedtime 8
100 mg caps take one |
10 mg take one |
10gm/15ml |

40

1 having

the following medications that were not signed on ~
8am. :
3.125 mg take one dose by mouth

75 mg

100 mg tabs take one dose by mouth
twice daily 8 am. and 8 p.m., Sof-Lax 100 mg
gelcap take one capsule at bedtime 8 p.m.,

110 mg {ake one tablet daily 8 a.m.,

am,
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... 25 mg tablet take one tablet by mouth
daily 8 am,, 25 mg take one tablet by
mouth at bedtime 8 p.m.,
one tablet at bedtime 8 p.m.,
mg tablet take one tablet daily 8 a.m.,

1 30 mg capsule take one capsule at

25

8p.m.

Interview with staff #2 on around
10:20 a.m. revealed that she forgot to signed
MOR after residents took medications.

Administrator acknowledged findings on
iaround 2 p.m.

Class It

AQ77
$8=D

58A-5.019(1) FAC Staffing Standards -
Administrators

Staffing Standards.
{1y ADMINISTRATORS. Every facility shail be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facility including the management of all staff
and the provision of adequate care to all
residents as required by Part | of Chapter 429,
F.S., and this rule chapter.
{a} The administrators shall:
1. Beatleast . |, .
2. i employed on or after , 1990, have
a high school diploma or general equivalency
diploma {G.E.D.), or have been an operator or
administrator of a licensed assisted living facility
in the State of Florida for at least one of the past
3 years in which the facility has met minimum
standards. Administrators employed on or after
. 1985, must have a high school
diploma or G.ED.;

AQ54

40 mg take ¢

bedtime 8 p.m., Thera tablet take one tablet daily .

AQ77
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3. Be in compliance with Level 2 background
screening standards pursuant to Section
429.174, F.8.; and

4. Complete the core training requirement
pursuant {o Rule 68A-5.0181, FA.C.

(b) Administrators may supervise a maximum of
either three assisted living facifities or a
combination of housing and health care facilities
or agencies on a single campus, However,
administrators who supervise more than one
facility shall appoint in writing a separate "
manager " for each facility who must:

1. Be at least s and

2. Complete the core training requirement
pursuant to Rule 58A-5.0191, FAC.

{c) Pursuant to Section 429.178, F.S., facility
owners shall notify both the Agency Field Office
and Agency Central Office within ten (10} days of
a change in a facility administrator on the
Notification of Change of Administrator, AHCA
Form 3180-1008, 2008, whichis
incorporated by reference and may be obtained
from the Agency Central Office. The Agency
Central Office shall conduct a background
screening on the new administrator in
accordance with Section 429.174, F.S,, and Rule
58A-5.014, FAC,

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to appoint a separate manager for the
facility.

Findings include:

Record review revealed that the facility's
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administrator supervised a total of 3 Assisted
Living Facilities. Further review revealed that the
administrator failed to appoint in writing a
separate manager

Administrator acknowledged the findings during
interview conducted on iat 2:00 pm

Class Il
58A-5.018(2) FAC Staffing Standards - Staff

(2) STAFF.

LAQT?

L AQ78

(a) Newly hired staff shall have 30 days to submit 5

a statement from a health care provider, based
on a examination conducted within the Jast 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
that the person does not constitute a risk of
communicating Newly hired staff
does not include an employee transferring from
one facifity 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, a communicable

;, helshe 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 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
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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, FAC.

{d) Staff provided by a staffing agency or
employed by a business entity contracting fo
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
o each staff member; and

2. Maintain time sheets for all staff.

This Statute or Rule is not met as evidenced by:
Based on record review and interview 1 out of 3 |
facility's staff (#3) failed to obtain a statement
from a heaith care provider, based on an
examination conducted within the last six months,
that the person does not have any signs or
symptoms of a communicable including
within 30 days of employment.

Findings include

Record review for staff #3 found that she was
hiredon - I Further review revealed no
documentation of an examination indicating that
she did not have any signs or symptoms of a
communicable +including

Administrator acknowledged the findings on
iat 2:00 pm.
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58A-5.0191(5) FAC Training - Assis Self-Admin
Meds & Med Mgmt

(5) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION

AQ78

A084

MANAGEMENT. Unlicensed persons who will be i

providing assistance with self-administered
medications as described in Rule 58A-5.0185,
F.AC., must meet the training requirements
pursuant to Section 429.52(5}, F.8., prior to
assuming this responsibility. Courses provided in
fulfilment of this requirement must meet the
following criteria:

{a) Training must cover state law and rule
requirements with respect to the supervision,
assistance, administration, and management of
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident, common medications; the importance of
taking medications as prescribed; recognition of
side effects and adverse reactions and

procedures to follow when residents appear to be ©

experiencing side effects and adverse reactions;
documentation and record keeping, and
medication storage and disposal. Training shall
include demonstrations of proper techniques and
provide opportunities for hands-on leaming
through practice exercises.

{b} The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates
an ability to:

1. Read and understand a prescription label;

2. Provide assistance with self-administration in
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a. Assist with oral dosage forms,
forms, and | .
dosage forms;

b. Measure fiquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

B dosage
. and nasal

" as needed " prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident ' s health care provider or
facility employer of inability to assist in the
administration of such orders;

e. Complete a medication observation record;

f. Retrieve and store medication; and

g. Recognize the general signs of adverse
reactions to medications and report such
reactions.

(c) Unlicensed persons, as defined in Section
429.256(1)(b), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 4 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing
assistance with self-administered medications
and safe medication practices in an assisted
living facility. The 2 hours of continuing education
training shall only be provided by a licensed
registered nurse, or a licensed pharmacist.

This Statute or Rule is not met as evidenced by:
Based on record review and interview 1 out of 3
facility's staff (#3} failed to obtain 2 hour
continuing education medication training,

Findings include:

¢. Recognize the need to obtain clarification of an |

accordance with Section 429,256, F.S., and Rule
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Record review for staff #3 found that she lacked
the 2 hour continuing education medication
training |
Administrator stated during interview conducted ;
on + at 2:00 pm that staff #3 indeed lacked |
the in service training needed and she is i
responsible of assisting residents with their
self-administration of their medication.
Class il i
A 152 5BA-5.023(3) FAC Physical Plant - Safe Living : A152
$8=D Environ/Other H

{3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to

Section 429.28(1)(a), F.S.; and

2. Must be maintained free of hazards; and

3. Must ensure that all existing architectural,

mechanical, electrical and structural systems and |

appurtenances are maintained in good working

order.

{b) Pursuant to Section 429.27, F.S., residents

shall be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident .
sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the mattress a comfortable

height to ensure easy access by the resident;

2. Acloset or wardrobe space for hanging i

clothes; :

3. Adresser, chest or other furniture designed for

storage of personal effects;

4. Atable, bedside lamp or floor lamp, and waste

basket; and :
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5. A comfortable chair, if requested. i
{c) The facility must maintain master or duplicate
keys to resident to be used in the
event of an emergency.

{d) Residents who use portable bedside
commodes must be provided with privacy during
use.

(e) Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facility shall be free of tears, stains and not be

This Statute or Rule is not met as evidenced by:
Based on observation and interview facility failed
to provide a safe environment to all residents.

Findings include:

Observation on at8:00 a.m. found a

broken tile in the facility's one light
bulit out of order. Two light bulbs were missing in |
the facility * s dining area

Administrator acknowledged the findings on
at 2:00 pm

Class Il

A 180
88=D

58A-5.024(1) FAC Records - Facility A 160
Records. ;

The facility shalt 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.
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{1) FACILITY RECORDS. Facility records shall
include:

in a conspicuous and public place within the
facility.

{b) 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
notation the resident was admitted with a
pressure s 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 , the date of :
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
intends to return pursuant to Rule 58A-5.025,
FAC.

{c} Alog listing the names of all temporary

emergency placement and respite care residents |

i not included on the log described in paragraph
(b).

(d} An up-to-date record of major incidents
oceurring within the last 2 years. Such record
shall contain a clear description of each incident;
the time, place, names of individuals involved;
witnesses; nature of 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 reporis shall be made by the
individuals having first hand knowledge of the
incidents, including paid staff, volunteer staff,
emergency and temporary staff, and student
interns.

(e} The facility ' s emergency management plan,

{a) The facility ' s license which shall be displayed
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A 180 Continued From page 19

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 i
pursuant to Rule 58A-5.023, FA.C.;

{g) The facility * s liability insurance policy .
required under Rule 58A-5.021, FAC.; H
(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 88A-5.0182, F AC.

() If the facility advertises that it provides special
care for persons with ‘s or
related , @ copy of all such facility
advertisements as required by Section 429.177,
FS

{k) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule :
58A-5.0182, FAC.

{1y Ali food service records required under Rule
58A-5.020, F.A.C., including menus planned and |
served; county health department inspection }
reports; and for facilities which contract for {
catered food services, a copy of the contract for
catered services and the caterer ' s license or
certificate to operate,

{m) All fire safety inspection reports issued by the
local authority or the State Fire Marshai pursuant
to Section 428.41, F.8., and Rule Chapter
69A-40, F.A.C., issued within the last two (2)
years

{n} All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8,, and Chapter 64E-12, FAC.,
issued within the last 2 years.

A 160
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{0) Pursuant to Section 429.35, F.8., al
completed survey, inspection and complaint
investigation reports, and notices of sanctions :
and moratoriums issued by the agency within the
last 5 years,

{p) Additional facility records requirements for
facilities hoiding a limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.
(q) The facility ' s resident elopement response
policies and procedures.

(r) The facility ' s documented resident elopement
response drills.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to obtain its emergency management plan
on annual basis.

Findings include: i

Record review revealed that the last time the |
facility ' s plan was approved wason - 1§, i

Administrator acknowledged the findings on
at 2:00 pm

Class 1l

AL243

88=D
{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 ina
ficensed limited mental health facility, must
receive the following training

58A+5.0191(8) FAC LMH - Training

P AE0

| AL243
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1. Aminimum of 6 hours of specialized training in |
working with individuals with mental health
diagnoses i
a. The training must be provided or approved by |
the Department of Children and Families and i
must be taken within 6 months of the facility ' s
receiving a limited mental health license or within
& months of employment in a fimited 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 ¢
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 8 of the 12 hours of continuing
education required for administrators and
managers pursuant to Section 429.52(4), F 8.,
and subsection (1) of this rule.
2. A minimum 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
foliowing 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), ¥.S., and subsection (1) of
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this rute. :

4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection 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
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 2 out of 3
facility ' s staff (#2 and #3) failed to obtain
minimum of 6 hours of specialized training in
working with individuals with mental heaith
diagnoses within 6 months of employment.

Findings include:

Record review for staff #2 and #3 found no
documentation of minimum of 6 hours of i
specialized training in working with individuals i
with mental health diagnoses H
Staff #2 was hired on - and staff #3 was !
hiredon . -

Administrator acknowledged the findings on ;
-at 2:00 pm {

Class Il
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RICK §COTT N ELIZABETH DUDEK
GOVERNOR Better Health Care for ail Floridians SECRETARY

,2013

Administrator

Maria Adult Care Il
14561 Sw 30th Street
Miami, FL 33175

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 10 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 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, -
‘ % r:l:d'?f' {BAW

rlene Mayo-Davis
Field Office Manager
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Miami Field Office

8333 N.W. 53rd Street, Suite 300

Miami, FL 33166
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