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A000; initial Comments A 000

A Compliant investigation was made to Jackson
North CMHC-Serenity home on .

| Census: 6

The following deficiencies were identified:

S%SO%Ds 58A-5.0182(1) FAC Resident Care - Supervision | A025
An assisted living facility shalf provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

(1) SUPERVISION. Fagilities 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 health, 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) Centacting the resident ' s heaith 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

‘i discharged or moves out

1 {e) Awritten record, updated as needed, of any

| significant changes as defined in subsection

| 58A-5.0131(33), FAC,, any llinesses 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.
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This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
| failed to provide adequate supervision to 1 of 6
facility residents (#1)

Findings as foliow:
On < at about 10:00 a.m. staff #1
{facility supervisor) stated:

On - Staff #2 took resident #1 to
Jackson Memorial outpatient unit from the around
945 a.m., for a routine visit due to the fact the
resident was a new admission (admitted on

) and the facility needed to be
assesed.
Staff #2 told the admission staff at Jackson
| resident #1 was there for registration but never
introduced resident #1 to them (so they did not
know who was the resident physically). During the
registration process staff #2 left resident #1 at the
lobby, with no supervision, and went out to the
nearest CVS and Walgreen Pharnacy fo pick up
facility resident's medications. When staff #2
(caretaker) came back in to the lobby at Jackson
{unknown time) resident #1 was not there. Staff
#2 called the supervisor { staff #1) and called the
police.
| Staff #1 added resident #1 had a court order and
" a police warrant when was admitted to the facility.
| Record review documented resident #1 was
| admitted to facility from Florida state hospital {
| discharge meeting yand had a
diagnosis of , Chronic

|
Class i

At 58A-5.024(2) FAC Records - Staff
SS=DI
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(2) STAFF RECORDS.
{a) Personnel records for each staff member shalt
contain, at a minimum, a copy of the original
employment application with references furnished
and verification of freedom from communicabie
including . In addition,
records shall contain the following, as applicable:
1. Documentation of compliance with all staff
training required by Rule 58A-6.0191, FA.C,;
2. Copies of all licenses or certifications for all
staff providing services which require licensing or
certification;
3. Documentation of compliance with level 1
background screening for all staff subject to
screening requnrements as required under Rule
58A-5.019, F
4. Acopy of the ;ob description given to each staff
member pursuant to Rule 58A-5.019, FA.C,, for
facilities with a licensed capacity of seventeen
(17) or more residents; and
5. Documentation of facility direct cere staff and
administrator participation in resident elopement
drills pursuant to paragraph 58A-5.0182(8)(c),
FAC.
(b) The facility shall not be required to maintain
personne! records for staff provided by a licensed
staffing agency or staff empioyed by a business
entity contracting to provide direct or indirect
services to residents and the facility. However,
the facility must maintain a copy of the contract
between the facility and the staffing agency or
contractor as described in Rule 58A-5.019,
FAC.
(¢} The facility shall maintain the facility ' s written
work schedules and staff time sheets as required
under Rule 58A-5.018, FA.C., for the last 6
months.
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This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to have facility staff records available for
review.

Findings as follow:

On - at about 10:00 a.m. staff#1
{supervisor) stated the facility staff records were
at the central office (At Jackson Memorial) and
were not in the facility. Staff #1 was requested to
send staff records to the AHCA office. As of today
the facility failed to provide the
employee records for review.
Record review documented the facility had no
staff records available for review.

Class lil

58A-5.024(4) FAC Records - Inspection
Availability

(4) RECORD INSPECTION.

{a) Alf records required by this rule chapter shall
be available for inspection at all times by staff of
the agency, the department, the district long-term
care ombudsman council, and the advocacy
center for persons with .

(b) The resident’ s records shall be avaiiable to
the resident, and the resident ' s legal
representative, designee, surrogate, guardian, or
aftorney in fact, case manager, or the resident ' s
estate, and such additional parties as authorized
in writing.

{c) Pursuant to Section 428.35, F.$., agency

| reports which pertain to any agency survey,

inspection, monitoring visit, or complaint

i igation shall be available to the resid
and the public.

1. Requestors shall be required to provide
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identification prior to review of records.

2. In facilities that are co located with a licensed
nursing home, the inspection of record for ali
common areas shail be the nursing home
inspection report.

(d) The facility shall ensure the availability of
records for inspection.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have all staff rec.

Findings as follow:

Record review documented the facility did not
have the staff records in facility available for

review.
records available for review.
On at about 10:30 a.m. the facility

supervisor stated staff records were not in facility
do to were at the central office. The facility
supervisor was requested to fax staff records to
the agency, for review and fax # was given for
this purpose.

Staff records were not received..

Class ilt
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FLORHAAGENCY FOR HEATH CARF AERINISTRATION
RICK SCOTT - ELIZABETH DUDEK
GOVERNOR Better Health Care for all Fioridians SECRETARY

,2013

Administrator

Jackson North Cmhe - Serenity Re: CCR #2013004426
480 Nw 123 Street

Miami, FL 33168

Dear Administrator:

This letter reports the findings of a state complaint survey that was conducted on ,2013 by
representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indi the deficiencies that were i
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 bas approved another timeframe.

Staff from this office will conduct a review after 6/21/2013 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
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.

Sincerely,
I "y
N
Arlene Mayo-Davis
Field Office Manager

AMD:sy
Enclosure
XG90

Miami Field Office

8333 N.W., 52rd Street, Suite 300

Miami, FL 33166

Phone (305) 593-3100; Fax (308) 583-3121

Headquarters

2727 Mahan Drive
Taliahassee, FL 32308
http/fahca.myflorida.com




