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Initial Comments

An Assisted Living Facility standard biennial
relicensure survey with Limited Mental Health
(LMH) was conducted on Seminole
Acres Kanlake H, had licensure 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. Facilities 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, F.A.C.
{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general heaith, 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, health 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.

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

A 000

A 025

AHCA Form 3020-0001

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TTLE

(X6) DATE

STATE FORM

hd WYRS511

f conitinuation sheet 10f$




PRINTED: 03/28/2013
FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER; A BUILDING: COMPLETED

AL11964327 ki ;
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

SEMINOLE ACRES KANLAKE I o ERee E aaas1

(X4} 55 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

A025 Continued From page 1 A025

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the

i facility failed to ensure the primary care

i physician/health care provider was notified of a
significant change for 1 out of 2 sampled
residents (Resident #1).

The findings include:

On .. .. Jat1PM, the Assistant Administrator
was asked for incident reports. One incident
report dated _ was reviewed and noted
Resident #1 had been sent to the emergency
approximately 8:30 PM on
when he was found unresponsive. The resident
was diagnosed with rand was
prescribed a new medication and sent back to the
facility 3 days later. The resident was interviewed
at this time and stated he had not had any "black
outs” since the emergency
The incident report did not show the resident's
health care provider had been notified. The
Assistant Administrator stated during interview at
this time that the resident visited the health care
provider on @ monthly basis and that is when the
staff intended to notify him of the incident,
Therefore, the incident had not been reported or
documented as reported as required.

Class lll

}S\Ié%DS 58A-5.0191(8) FAC LMH - Training AL243
(8) LIMITED MENTAL HEALTH TRAINING.
(a) Pursuant to Section 420.075, F.S., the
administrator, managers and staff, who have
direct contact with mental health residents in a
licensed limited mental health facility, must
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receive the following training:

1. Aminimum of 8 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

i must be taken within 6 months of the facility ' s
receiving a limited mental health license or within
6 months of employment in a limited mentaf
heaith 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 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. 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
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 Baker
Act 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
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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
requirement under this subsection shall have up
1o 6 months after the effective date of this rule to
meet the training reguirement.

(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 an interview, the

: facility failed to ensure 1 out of 2 sampled

staff/direct care provider (Staff #2) had completed
a minimum of 8 hours of training in Limited
Mental Health (LMH) for this facility that held this
specialty license.

The findings include:

Oon at 2 PM, the personnel file for Staff
#2 was reviewed with the Assistant Administrator.
Record review revealed Staff #2 was hired on

Staff #2's file lacked documentation
indicating this employee had received the
required training in LMH on fite for this staff
member. The Assistant Administrator was unable
to locate documentation of the required training at
the time of the survey.
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L2013

Administrator

Seminole Acres Kanlake 11
3562 Seminole Road

Fort Pierce, FL. 34951

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on 2013 bya
representative from 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 (30) days of the date of this letter unless the Agency has approved
another timeframe. Staff from this office will conduct a review after 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 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 representative. Should you have any questions please call this
office at (561) 3815840,

Sincerel y,

/m\rlene Mayo-Davis
Field Office Manager

AMD/dso
Enclosure: State Form 3020
XG99

Headquarters

2727 Mahan Drive
Tallzhassee, FL 32308
hitp://ahca. myflorida.com

Delray Beach Field Office

5150 Linton Boulevard, Suite 560

Delray Beach, FL 33484

Phone (561) 381-6840; Fax {561) 496-5024




