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Initial Comments

A standard biennial survey was made at Lucy's
home on . The following deficiencies
were identified at time of survey.

58A-6.019(1) FAC Staffing Standards -
Administrators

Staffing Standards.
(1) ADMINISTRATORS. Every facility shali 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 ali
residents as required by Part | of Chapter 428,
F.8,, and this rule chapter.
(a) The administrators shall:
1.Be atleast |, v
2. ffemployed onor after , 1990, have
a high school diploma or general equivalency
diploma (G.E.D.), or have been an operator or
inistrator 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
, 1995, must have a high school
diploma or GE.D.;
3. Be in compliance with Level 2 background
screening standards pursuant to Section
429174, F.8.; and
4. Complete the core training requirement
pursuant fo Rule 58A-5.0191, F.AC.
{b) Administrators may supervise a maximum of
either three assisted living facilities 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. Beatleast s and
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‘3 2. Complete the core training requirement

| pursuant to Rule 58A-5.0191, FA.C.

| (c) Pursuant to Section 429.176, F.S., facility

| owners shall notify both the Agency Field Office

| and Agency Central Office within ten {10) days of
la change in a facifity administrator on the

} Notification of Change of Administrator, AHCA

| Form 3180-1008, 20086, which is

| 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.

|

|
‘I This Statute or Rule is not met as evidenced by:
| Based on record review and interview the facility
| failed to have an administrator with high school
| diploma.
|

| Findings as follow:

|
Record review docuemnted the facility failed to
have proof of the high school diploma for facility

administrator.

On at about 12:00 noon, the facility
administrator stated the high school diploma was
rnisplaced.

Class 1}

|
|
|
|
|
|
|
|
|
|
|

A 078 58A-5.019(2) FAC Staffing Standards - Staff
88=D

|
| (2) STAFF.
| (2) Newly hired staff shall have 30 days to submit
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| 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 itest

must submit a health care provider’ s statement

that the person does not constitute & risk of

communicating . Newly hired staff

does not include an employee transferring from

one facility 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 susp of having, a icable

, hefshe shall be removed from duties

untit the administrator determines that such

condition no fonger exists,

{b) All staff shall be assigned duties consistent

with histher 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 ebservations on the appropriate

i resident " s record, and to report the observations
to the resident ' s heaith care provider in

| accordance with this rule chapter.

| {c) All staff must comply with the training
requirements of Rule 58A-5.0181, FAC.

| (d) Staff provided by a staffing agency or

| employed by a business entity contracting to

| 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.
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(&) For tacilities 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:
Based on observation, record review and
interview the facility failed to document freedom
from communicable including

on annual basis for 3 of 3 facility staff
(#1, 42, #3)

Findings as follow:

On at about 8:00 a.m. there were
observed staff #1, #2 and #3 working in facility
with a census of 6 residents.

Record review documented staff #1 last freedom
from i statement was dated .
Record review documented the facility failed to
have freedom from communicable

statement for staff #2 hired on .
Record review documented the facility failed to
have documenteation of freedom from
communicable s including «for
staff #3 hired on .

On + at about 12:00 noon the facility

administrator stated the facility failed to document

freedom from communicabie s including
for staff #1, #2 and #3.

Class Il
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(8) LIMITED MENTAL HEALTH TRAINING.
(@) Pursuant to Section 428.075, F.S., the
administrator, managers and staff, who have
direct contact with mental health residents in a
licensed limited mental heatth facility, must
receive the following fraining:

1. Amini 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 8 months of the facility ' s
receiving a limited mental heatth license or within
6 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 heaith residents on a dally 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 provided by the ALF administrator
or through distance learning, biennially thereafter
in subjects dealing with one or more of the
following topics:

a. Mental heaith diagnoses; and

b. Mentai 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
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Act procedures.
3. For administrators and managers, the
continuing education requirement under this
subsection will satisfy 3 of the 12 hours of
continuing ion required
o 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 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

D ph (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 have 2 of 3 (#1 and #2) facility staff
trained in working with limited mental health
residents.

Findings as folloow:

Record review documented the facility license

had the Limited Mental Health component.

Record review documented staff #1 (date of hire
} last Limited mental health training

was received on

Record review documented staff #2 (date of hire
) last Limited mental health training

was received on
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Record review documented neither staff #1 nor
staff #2 had received the limited mental health
continuing education.
On at abouut 12:00 noon the facility
administrator (staff #1) stated staff #1 and #2 did
not received the limited mental heaith continuing
education training.
Class 1l
i
|
i
|
|
|
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RICK §COTT . ELIZABETH DUDEK
GOVERNOR Better Health Care for ail Fioridians SECRETARY

;, 2013

Administrator
Lucy's Home Care
2005 Sw 97 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.

g

Attached is the provider's copy of the State (3020) Form, which indi the deficiencies that were id
on the day of the visit. Section 408.811(4), Fiorida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe.

St om this office will conduct a review after fo 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
http://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.

Sincerel

%n Alene Mayo-Davis
Field Office Manager

AMD:sy
Enclosure
XG9O

Miami Field Office

8333 N.W. 53rd Street, Suite 300

Miami, FL 33166

Phane (305) 563-3100; Fax (305) 563-3121

Headquarters

2727 Mahan Drive
Taliahassee, FL 32308
htip:Hahca.myflorida.




