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A standard re-licensure survey with generator
monitoring was conducted at Lao 8 Group Home
Corp. on . Deficiencies were identified
at the time of the survey.

A 152 59A-36.014(3) FAC Physical Plant - Safe Living
$8=D | Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to

section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, slectrical and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 429.27, F.S,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with a mattress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. 1o ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms 1o be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during
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use.

{e) Facilities must make available finens and
personal laundry services for residents who
require such services. Linens provided by a
facility must be free of tears, stains and must not
be

This Statute or Rute is not met as evidenced by:
Based on observation and interview, the facility
failed to provide a safe living environment, free of
hazards for six out of six sampled residents.
There were live insects resembling ants in the
residents’ bathroom.

Findings included:

Observation on at 6:45 AM revealed a
live colony of insects resembling ants in the
bathroom inside resident # where
Resident 3 lived (Photographic evidence
obtained)

Interviewed on at 6:50 AM, the
Administrator stated she was going to call an
exterminator,

Class ill

A165 42923( & ) FSRisk Mgmt & QA
§8=D
429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements.-

{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
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incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.

{2) Every facility licensed under this part is
required to maintain adverse incident reports, For
purposes of this section, the term, “adverse
incident” means:

{a) An event over which facility personnel could
exercise control rather than as a result of the
resident's condition and results in:

1. H

2. or , damage;
3. Permanent " H
4. or of bones or joints;

5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;

6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due to the incident rather than the
resident's condition before the incident; or

7. An event that is reported fo law enforcement or
its personnel for investigation; or

{b) Resident elopement, if the elopement places
the resident at risk of harm or injury.

{3) Licensed facilities shall provide within 1
business day after the occurrence of an adverse
incident, through the agency's online portal, or if
the portal is offline, by efectronic mail, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse
incident, and the status of the facility’s
investigation of the incident.

{4) Licensed facilities shall provide within 15
days, through the agency's online portal, or if the
portal is offtine, by electronic mail, a full report to
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the agency on alt adverse incidents specified in
this section. The report must include the results
of the facility’s investigation into the adverse
incident.

{6) \ neglect, or | must be
reported to the Department of Children and
Familles as required under chapter 415.

{7) The information reported to the agency
pursuant to subsection (3) which relates to
persons ficensed under chapter 458, chapter 458,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject fo disciplinary action, in which
case the provisions of s. 4566.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shalt review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
s, 456.073 apply.

{8) If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable belief
that conduct by a staff member or employee of a
ficensed facility is grounds for disciplinary action
by the appropriate board, the agency shall report
this fact to such regulatory board.

{9) The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10) The agency may adopt rules necessary fo
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administer this section.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to submit an adverse incident report on the
Agency portal after the facility placed a service
call with law enforcement for a disturbance with
one out of seven sampled residents (7)

Findings included:

Areview of Resident 7's progress notes dated

showed the police were called after
the Resident exhibited inappropriate behavior
with the staff and the Resident was fransported
by law enforcement when she became
aggressive with the police officers.

Areview of the facility on the Adverse Incident
Reporting System (AIRS) showed the incident
was not reported.

Interviewed on at 1:30 PM the
Administrator stated she did not report the
incident because it had occurred outside the
facility, at the front door. The Administrator
stated,” She was talking loudly and we called the
police. She became aggressive when the police
were talking with her outside and they ook her. it
happened outside in front of the house.”

Class Hl

428.075( ) 59A-36.020(2) FAC LMH - Records

429.075
{3) A facility that has a limited mental health
license must:

A185
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{a) Have a copy of each mental health resident’s
community living support plan and the

., agreement with the mental health
care services provider or provide written evidence
that a request for the community fiving support
plan and the . agreement was sent to
the Medicaid managed care plan or managing
entity under contract with the Department of
Children and Families within 72 hours after
admission. The support plan and the agreement
may be combined.
{b) Have documentation provided by the
department that each mental health resident has
been assessed and determined fo be able to live
in the community in an assisted tiving facility that
has a limited mental health license or provide
written evidence that a request for documentation
was sent to the department within 72 hours after
admission.
{c) Make the community living support plan
available for inspection by the resident, the
resident’s legal guardian or health care surrogate,
and other individuals who have a lawful basis for
reviewing this document.
{d) Assist the mental health resident in carrying
out the activities identified in the resident's
community fiving support plan.
{4) A facility that has a limited mental health
ficense may enter into a s agreement
with a private mental health provider. For
purposes of the limited mental heaith license, the
private mental heaith provider may act as the
case manager.

59A-36.020

{2) RECORDS.

{a) A facility with a limited mental health license
must maintain an up-to-date admission and
discharge log containing the names and dates of
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admission and discharge for all mental health
residents. The admission and discharge log
required in rute 59A-36.015, F A.C., satisfies this
condition provided that all mentai health residents
are clearly identified.
{b) Staff records must contain documentation that
designated staff have completed limited mental
health training as required by rule 59A-36.011,
FAC.
{c) Resident records must inciude:
1. Documentation, provided by a mental health
care provider within 30 days of the resident’s
admission fo the facility, that the residentis a
mental health resident as defined in section
394.4574, F.S., and that the resident is receiving
social security . or supplemental security
income and as
follows:
a. An affirmative statement on the Alternate Care
Certification for |
{ ) form, CF-ES 10086, , which is
hereby incorporated by reference and available
for review at:
hitp:/iwww firules.org/Gateway/reference. asp?No
=Ref-03988, that the resident is receiving 8Sl.or
S80I due to a mental R
b. Written verification provided by the Sociat
Security Administration that the resident is
receiving S8} or $8DI for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Social Security

init jon to provide such ir ion, or
. Awritten statement from the resident's case
manager or other mental heaith care provider that
the resident is an adult with severe and persistent
mental . The case manager or other
mental heaith care provider must consider the
following minimum criteria in making that
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determination:
(1) The resident is eligible for, is receiving, or has
received mental health services within the fast §
years, or
{I1) The resident has been diagnosed as having a
severe or persistent mental
2. An appropriate placement assessment
provided by the resident's mental heaith care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted living
facility. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinical social
worker, , | nurse, or an individuat
supervised by one of these professionals.
a. Any of the following documentation that
contains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, meets this
requirement:
{1} C Alternate Care Certif ion for

{ ) form,

CF-ES Form 1008,

{I1) Discharge Statement from a state mental
hospital completed no more than 90 days before
adrmission to the assisted fiving facility provided it
contains a statement that the individual is
appropriate to live in an assisted living facility, or
{11}y Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.

b. A mentat health resident returning to a facility
from treatment in a hospital or crisis stabilization
unit will not be considered a new admission and
will not require a new assessment. However, a
break in a resident’s residency that requires the
facility to execute a new resident contract or
admission agreement will be considered a new
admission and the resident's mental health care
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provider must provide a new assessment,

3. A Community Living Support Plan. Each
mental health resident and the resident's mental
health case manager must, in consultation with
the facility administrator, prepare a plan within 30
days of the resident's admission to the facility or
within 30 days after receiving the appropriate
placement assessment in paragraph (2)(c),
whichever is later, that:

a. includes the specific needs of the resident that
must be met in order to enable the resident to live
in the assisted living facility and the community,
b. includes the clinical mental health services to
be provided by the mental health care provider to
help meet the resident's needs, and the
frequency and duration of such services,

¢. includes any other services and activities to be
provided by or arranged for by the mental health
care provider or mental health case manager to
meet the resident’s needs, and the frequency and
duration of such services and activities,
d.includes the of the facility to
facilitate and assist the resident in attending

and arranging transportation to

. for the services and activities
identified in the plan that have been provided or
arranged for by the resident's mental heaith care
provider or case manager,

e. includes a description of other services to be
provided or arranged by the facility,

{. Includes a fist of factors pertinent to the care,
safety, and welfare of the mental health resident
and a description of the signs and symptoms

. to the resident that indicate the
immediate need for professional mentat health
services,

g. Is In writing and signed by the mental health
resident, the resident's mental heaith case
manager, and the assisted living facility
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administrator or manager and a copy placed in
the resident's file. if the resident refuses to sign
the plan, the resident's mental health case
manager must add a statement that the resident
was asked but refused to sign the plan,
. Is updated at least annually or if there is a8
significant change in the resident's behaviorat
health,
i, include the . Agreement
described in subparagraph (2){c)4. If included,
the mental health care provider must also sign
the plan; and,
j. Must be available for inspection to those who
have legal authority to review the document,
4. Agreement. The mental heaith
care provider for each mentai health resident and
the facility administrator or designee must
prepare a written statement, within 30 days of the
resident's admission to the facility or receipt of
the resident's appropriate placement

i is later. The
a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental heaith resident. The provider must
furnish the resident and the facility with the
provider's 24-hour emergency crisis tefephone
number;
D. Must be signed by the administrator or
designee and the mental health care provider, or
by a designated representative of a Medicaid
prepaid health plan if the resident is on & plan
and the plan provides behavioral health services
in section 409.912, F.8.;
C. . cover ali mental health residents of the
facifity who are clients of the same provider; and,
d. , beincluded in the Community Living
Support Plan described in subparagraph (2)(¢)3.
5. Missing docurnentation will not be the basis for
administrative action against a facility if the facility
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can demonstrate that it has made a good faith
effort to obtain the required documentation from
the appropriate party. A documented request for
such missing documentation made by the facility
administrator within 72 hours of the resident’s
admission will be considered a good faith effort.
The documented request must include the name,
title, and phone number of the person o whom
the request was made and must be kept in the
resident's fife.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to obtain an accurate placement
assessment by the mental health provider
indicating one out of seven sampled residents
was appropriate for residence in an assisted
living facifity (7)

Findings included:

Areview of Resident 7's Assisted Living
Community Support Plan and Mental Health
Assessment dated completed by the
Residents' mental health provider revealed it did
not indicate the Resident was able fo live in the
community and an assisted living facility. The
section "Able/Not able {circle one) to live in the
community and an assisted living facility "was not
answered.

Interviewed on at 10:57 AM the
Mental Heaith Provider stated the Resident was
able to live in the coramunity, but she forgot to
note it on the mental health assessment.

Areview of Resident 7's progress notes dated

showed the police were called after
the Resident exhibited inappropriate behavior
with the staff. Further review showed the
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Resident was transported by law enforcement
after she became aggressive with the police
officers.

Interviewed on at 10:20 AM Staff B
stated. "It was after dinner, | went to give her a
snack, the other staff was doing laundry, and she
started screaming in English, she was aggressive
with me”

Interviewed on at 9:00 AM the Case
Manager stated the Resident was "Unpredictable
and explosive without warning, when she did not
get what she wanted right away. One time she
told me she wanted tacos and she blew up right
away. She was unpredictable”

A review of Resident 7's health assessment dated
showed diagnoses of
[N EE . . The

- status showed alert and oriented to self,
place and time. The activities of daily living (ADL)
showed the Resident needed assistance with
self-care; supervision for bathing and
and independence for ambulation, eating,
toileting and transferring. The Resident's needs
could be met in ALF and did not need 24-hour
L. care and needed assistance with
self-administration of medication.

Class il
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