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Initial Comments.

A 6-month survey, control monitoring
and generator monitoring were afl conducted at
Candy's House on . The facility had
deficiencies at the time of the survey.

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7) The facility shall notify a licensed physician
when a resident exhibits signs of or

o . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or | . The notification
must ocour within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility must notify the resident ' s representative
or designee of the need for health care services
and must assist in making | for the
necessary care and services fo treat the
condition. If the resident does not have a
representative or designee or if the resident ' s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services fo treat the
condition.

59A-36.007

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission fo the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the guantity and quality of
resident diets in accordance with rule
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59A-36.012, FAC.

change.

additional services.

#1.)

Findings:

form that was dated
had a diagnosis of

(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 resident.
{c) Maintaining a generat 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, heaith care surrogate, or case
manager if the resident exhibits a significant

(e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to follow a health care provider's
medication order for 1 of 3 sampled residents

Review of resident #1's 1823 health assessment

revealed the resident
of the

and required assistance with
seif-administration of medications.

Review of a health care provider's order that was
dated revealed an order for
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10 milligrams (mg) 1 tablet by every
six hours around the clock.
Review of the resident's | Medication
Observation Record {(MOR) revealed the resident
was given a dose of each day at 8
p.m. then not again until 7 a.m. the next moming,
which was not every six hours.

At11:50 a.m. on the administrator first
said the resident was not given the medication
during the night because the resident was
sleeping then said she asked the resident each
night whether she needed it and the resident said
no. Review of the resident's record revealed there
was no documentation to indicate hospice, or a
heaith care provider was informed that the
resident consistently did not receive the
medication every six hours as prescribed. When
the surveyor asked whether hospice or a heaith
care provider was informed, the administrator
said "they knew" then said she did not document
the notification and did not document each time
the resident said that she did not want the
medication.

At 2:35 p.m. on resident #1 said she did
not receive the medication during the night
because the administrator was asleep, and the
resident did not want to wake the administrator up
to ask for it since the administrator worked so
hard. The resident said she did have | each
morning that radiated from her . to her but
said she would have the | whether or not she
received the medication during the night.
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Continued From page 3

429.076(1) FS; 59A-36.011(9) FAC LMH -
Training

429.075

{1} To obtain a limited mental health license, a
facility must hold a standard license as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 8 months after receiving a limited mental
heaith ficense, the facility administrator and the
staff of the facility who are in direct contact with
mental health residents must complete training of
no less than 6 hours related to their duties. This
designation may be made at the time of initial
ficensure or relicensure or upon request in writing
by a licensee under this part and part Ii of chapter
408. Notification of approval or denial of such
request shall be made in accordance with this
part, part Il of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.

59A-36.011

{9} 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 in a
ficensed limited mental heaith facility, must
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
must be taken within 8 months of the facility's
receiving a limited mental health license or within
6 months of employment in a limited mental
health facility,

b. Training received under this subparagraph may
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count once for 6 of the 12 hours of continuing

required for admini ors and
managers pursuant to section 429.52(5), 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,
onling, 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:
{1} Mental health needs, services, behaviors and
appropriate interventions;
(1) Resident progress in achieving treatment
goals;
{11y 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 wili satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to section 428.52(6}, F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shail have up
o & 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 personnet files. They
must also ensure that copies of the continuing
education training certificates, pursuant to

(a)2. of this subsection, are
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retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on observations, record reviews and
interview, the facility failed to ensure 1 of 2 staff
who was in direct contact with mental heaith
residents completed no less than 6 hours of
specialized training in working with individuals
with mental health diagnoses (A).

Findings:

Review of the facifity's license revealed it
contained a Licensed Mental Health (LMH)
designation.

Observations made at 9:15 a.m. on
revealed staff A was interacting with the residents.

At12 p.m.on staff A was seen serving
funch to the residents.

Review of staff A's personnel record revealed a
hire date of . The record did not contain
documented evidence to indicate the staff
member completed the required 6 hours of
training in working with individuals with mental
health diagnoses.

At 1:15pm. on the administrator
confirmed the findings and said staff A never
completed the training because all the staff
member did was serve the residents food and
clean the facility.
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