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' (3) The agency shali be responsible for
i inspecting all license applicants and licensed
1 facilities in all other matters regulated by this rule

Initial Comments A 000

Alimited Nursing Service Survey monitoring was
conducted on . Mary's Care Center
had deficiencies found at the time of the survey.

58A-5.0161 FAC Licensure - Inspection
Responsibilities

Inspection Responsibilities.

{1) County health depariments shail be
responsible for inspecting all license applicants
and licensed facilities in matters regulated by:

(a) Rule 64E-12.004, F.A.C., and Rule Chapter
64E-11, F.A.C., relating to food hygiene.

(b) Chapter 64E-12, F.A.C., refating to sanitary
practices in community-based residential
facilities.

(c) Chapter 84E-16, F.A.C., relating to biomedical
waste.

(2) The local authority having jurisdiction over fire
safety or State Fire Marshall shall be responsible
for inspecting all license applicants and licensed
facilities in matters regulated by Section 429.41,
F.S., relating to uniform fire safety standards and
Chapter 69A-40, F.A.C., Uniform Fire Safety
Standards for Assisted Living Facilities.

chapter.

This Statute or Rule is not met as evidenced by:
Based on record review and interview Assisted
Living Facility failed to maintain a fire inspection.
Findings include:

1. Record review on i revealed that last
fire inspection .

2. Interview with administrator on at
9:40 a.m. revealed that facility did not have last
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58A-5.0181(2) FAC Admissions - Health
Assessment

(2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a
face-to-face medical examination completed by a
licensed health care provider, as specified in
either paragraph (a) or (b) of this subsection.
(a) A medical examination completed within 60
calendar days prior to the individual * s admission
10 a facility pursuant to Section 429.26(4), F.8.
The examination must address the following:
1. The physical and mental status of the resident,
including the identification of any health-related
problems and functionat limitations;
2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living;
3. Any nursing or
| individual;
| 4. Any special diet required by the individual;
5. Alist of current medications prescribed, and
| whether the individual will require any assistance
: with the administration of medication:
: 6. Whether the individual has signs or symptoms
| of a communicable which Is likely to be
transmitted to other residents or staff;
7. A statement on the day of the examination that,
in the opinion of the examining licensed health
care provider, the individual * s needs can be met
in an assisted living facility; and
8. The date of the examination, and the name,
signature, address, phone number, and license
| number of the examining licensed health care
provider. The medical examination may be
conducted by a currently licensed health care

services required by the

| provider from another state.
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(b) A medical examination completed after the
resident ' s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Facilities, 2010. The form is
hereby incorporated by reference. A faxed copy
of the completed form is acceptable. A copy of
AHCA Form 1823 may be obtained from the
Agency Central Office or its website at

www.fdhe state.flus/MCHQ/Long_Term_Care/
<http:/www.fdhe.state.fl.us/IMCHQ/Long_Term_C
are/>
Assisted_living/pdf/AHCA_Form_1823%.pdf. The
form must be completed as follows:

1. The resident ' s licensed health care provider
must complete all of the required information in
Sections 1, Health Assessment, and 2, Self-Care
and General Oversight Assessment,

a. ltems on the form that may have been omitted
by the licensed health care provider during the

examination do not necessarily require an

+ additional face-to-face examination for

! completion.

| b. The facility may obtain the omitted information
either verbally or in writing from the licensed

| health care provider.
©. Omitted information received verbally must be
documented in the resident ' s record, including
the name of the licensed health care provider, the

| name of the facility staff recording the information
and the date the information was provided.

12 The facility administrator, or designee, must
complete Section 3 of the form, Services Offered
or Arranged by the Facility, or may use electronic

+ documentation, which at a minimum includes the
elements in Section 3. This requirement does not
apply for residents receiving:

a. Extended congregate care (ECC) services in
 facilities holding an ECC license;

Continued From page 2 A008
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b. Services under community fiving support plans

in facilities holding limited mental health licenses;

| ¢. Medicaid assistive care services; and

d. Medicaid waiver services.

(c) Any information required by paragraph (a) that

is not contained in the medical examination report

conducted prior to the individual ' s admission to

the facility must be obtained by the administrator

within 30 days after admission using AHCA Form

1823,

(d) Medical examinations of residents placed by

the department, by the Department of Children

and Family Services, or by an agency under

| contract with either department must be

| conducted within 30 days before placement in the

| facility and recorded on AHCA Form 1823

described in paragraph (b).

() An assessment that has been conducted

through the Comprehensive, Assessment,

Review and Evaluation for Long-Term Care

Services (CARES) program may be substituted

| for the medical examination requirements of
Section 429.426, F.S,, and this rule.

| {f) Any orders for medications, nursing,

| therapeutic diets, or other services to be provided

| or supervised by the facility issued by the

! licensed health care provider conducting the

| medical examination may be attached to the

: health assessment. A licensed health care

| provider may attach a do-not- - order for

| residents who do not wish

"7 ito be administered in the case of

or .

{g) Aresident placed on a temporary emergency
basis by the Department of Children and Family
Services pursuant to Section 415.105 or

1 415.1051, F.S,, shall be exempt from the

| ination requi of this subsection for

; up to 30 days. However, a resident accepted for

| temporary emergency placement shall be entered

|
f
f
|
|
‘
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on the facility ' s admission and discharge log and
counted in the facility census; a facility may not
exceed its licensed capacity in order to accept a
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:

Based on record review and interview Assisted

Living Facility failed to ensure the medical :
ination report was completed as required for

| two out of six residents (#1 and #2),

| Findings include:

i 1. Record review on
admitted to the facility on

with self-

assessment (AHCA 1823) completed on
indicated medication mode needs

for resident #1
, health

ion medications

while there
resident

| minute as needed for

| self-administer.

| 2. Record review on

| admitted to the facility on

was doctor order dated
1 via nasal cannula at 2 liters per

for
'

for resident #2
, health

(AHCA 1823) cc on

! ! indicated medication mode needs
1 assistance. There was no doctor order or
| additional comments informing that resident #2
| could self-administer continuous positive airway

pressure (CPAP).

3. Interview with resident #2 on
i 8:30 a.m. revealed that resident #2 self-
+ administer continuous positive airway pressure
| (CPAP).

4. Interview with administrator on .
1 9:40 a.m. revealed that administrator did not
| know that there was a discrepancy between
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FORIBA ACENCY FOR HEALTH CARE ADMINSTRATKON

RICK SCOTT y ELIZABETH DUDEK
GOVERNOR Better Heaith Care for all Floridians SECRETARY

L2013

Administrator

Mary's Care Center
30796 Sw 189 Avenuc
Homestead, FL 33030

Dear Administrator:

This letter reports the findings of a state Limited Nursing Services (LNS) Monitoring survey that was
conductedon » 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 offfice will coi review after. fo verify that the necessary corrections are in

Dplace 1o 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 or the Agency's website at
http://shea.myflorida.com/Publications/Forms.shtmi 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.

S"“’emm

ﬁy) Arlene Mayo-Davis
Field Office Manager

AMBD:sy
Enclosure
XG90

VS,
Miami Fieid Office
8333 N.W. 53rd Street, Suite 300
Miami, Fl. 33166
Phone (305) 593-3100; Fax (305) 503-3121

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
hitp:#/ahca myRorida.com




