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Initiat Coraments

Arevisit to a biennial survey was conducted at isa
Home Corp on through

Diiciencies were identified at the time of the
survey.

B9A-36.007(5) FAC; 420.28( }FS428.27
Resident Care - Rights & Facility Procedures

59A-36.007

{8) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S,, or a summatry
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.006, F.AC.

{b) In accordance with Section 429.28, F.S., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to aflow
residents to recommend changes to facility
policies and procedures, The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible fo alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; . Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1{888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1{800)86~ or 1{800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.

{A000}

A 030
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{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:
1. Resident responsibilities;
2. and tobacco use;
3. Medication storage;
4. Resident elopement;
5. Reporting resident , neglect, and
6. inistrative and
and requirements;

control, sanitation, and standard
precautions;
8. The requirements for coordinating the delivery
of services to residents by third party providers;
8. Assistive devices; and
10. Physical .
{e) Residents may not be required to perform any
work in the facifity without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. if a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.
{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident's right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.
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429.28 Resident bilf of rights.~
{1} No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:
{a) Live in a safe and decent living environment,
free from and neglect.
{b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.
{¢) Retain and use his or her own clothes and
other personal property in his or her immediate
living quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
recelving and sending unopened
correspondence, access o a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 8 a.m. and 9 pm.
at a mintmum. Upon request, the facility shalf
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,

L and i ton within the ity.
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility fo provide safekeeping for funds as
provided in 5. 429.27.
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{g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for reguiar exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civil and religious liberties, including
the right to independent personat decisions. No
religious beliefs or practices, nor any attendance
at refigious services, shall be imposed upon any
resident.
{i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medicafions, assistance in making | |
for health care services, the provision of or
arrangement of transportation to health care

- . and the performance of health
care services in accordance with s. 429.255
which are consistent with established and

i within the i

{k) At least 45 days' notice of relocation or
termination of residency from the facility uniess,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive fo other residents. In the
case of a resident who has been adjudicated
mentally . , the guardian shali be
given af least 45 days' notice of a nonemergency
refocation or residency termination, Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
[o] 1 Program for ass with
relocation and must include the statewide toll-free
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telephone number of the program, In order for a
facility to i the rest of an indivi
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

{1) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and o associate with advocacy or
special interest groups.

{2) The administrator of a facility shall ensure that
a written notice of the rignts, , and
prohibitions set forth in this partis pested ina
prominent place in each facility and read or
explained fo residents who cannot read. The
notice must include the statewide toil-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the jocal ombudsman
council, the Etder Hotline operated by the
Department of Children and Families, and, if
applicable, , Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
long-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access (o a telephone to
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call the State Long-Term Care Ombudsman
Program or local ombudsman councl, the Elder

Hotline operated by the Department of
Children and Families, and , Rights
Florida.

429.27 Property and personat affairs of
residents.-
{1)(a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

s or s under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
such persons any authority or responsibility for
the personai affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facitity
failed to provide the resident a 45 days notice of
relocation or termination of residency from the
facility for 3 out of 7 (Resident #1, #2 and #7}
sampled residents.

Findings included:
Avreview of the admission & discharge log

showed Resident #1 was admitted on
and discharged on . Resident #2 was
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and Resident #7 was admitted on
and discharged .The

recorded document showed the residents were
transferred to another facility as per the family's
decision.

Areview of Resident #1, #2 and #7 revealed no
documentation the residents received a 45-day
notice.

On at 9:20 AM, the Administrator
stated that Resident #1, #2 and #7 were
transferred to another facility after the resident's
or their family members gave him the consent.
He added that he remained also the owner of the
other facility. He confirmed the residents did not
receive the 45 days notices at any time.

Class il

A 033 59A-36.007(8) PHYSICAL A033
88=D
{8) PHYSICAL . Residents for
whom a physician has prescribed a physicat

must have a written care plan for the use
of the physical . The care plan must be
developed within 14 days of the device being
prescribed, and prior to use on the resident.

{a) The care plan must specify:

1. The device prescribed for use;

2. The maximum amount of time the resident is
to have the applied each day; and,

3. in what manner and frequency staff will
monitor, observe, and report to the physician any
injuries, increase in agitation, signs and
symptoms of | , or decline in mobility or
function related to the use of the prescribed
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{b) Facility staff must ensure that the device is
applied appropriately and safely.

{c) The resident's physician must review the
appropriateness of the continued use of the
physical annually, and documentation of
this review must be maintained in the resident's
record. If the resident's ability to independently
remove or avoid the device fluctuates, the device
must be considered a physical and alt
requirements of this subsection apply.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that there was a written care plan
for the use of a physical developed
within 14 days of the device being prescribed for
one out of six {Resident #1} sampled residents.

Findings included:

Observation on at7:15 AM showed
that Resident #8 had two haif-side bed rails
attached to one side of the bed.

Areview of Resident #8's record did not have
documentation of a care plan for the use of a
physical

On at 9:20 AM, the Administrator

confirmed that Resident #8's record did not have
a written care plan for the use of physical

Class il

59A-36.008(5) FAC Medication - Records

{5) MEDICATION RECORDS.
{a) For residents who use a pill organizer

A033

(A054}
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managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication listing with the p iptit
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b) The facility must maintain a daily medication
observation record for each resident who
receives assistance with seff-administration of

cations or medicati nistration. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known

. . theresident may have;
2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

ication as i or ication errors.
{c) For medications that serve as chemical

. the facility must, pursuant to Section

428.41, F.8., maintain a record of the prescribing
physician's annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed fo maintain an updated
medication observation record (MOR}) for one out
of six residents who received.assistance with
self-administration of medications (Resident #7)
sampled residents.

Findings included:
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Disposal

(6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents 1o remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
locked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.
{p) Both prescription and over-the-counter
medications for residents must be centrally stored
if:
1. The facility administers the medication;
2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;

The ication is ined and
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Observation on at 9:00 AM showed
Staff D assisted Resident # 7 with medications.
Staff D did not give the resident 10 mi of
10 mg/ 15 ml
A review of Resident 7's medication observation
record showed that the medication 10
mg/ 15 mi, ordered 10 mi once a day at 9:00 AM,
was annotated as given.
On at 9:15 AM, Staff D stated that
she would give him the medication later.
Class #ll
A 055 59A-36.008(6) FAC Medication - Storage and AQB5
S8=D
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by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.006, F.A.C.
{c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
locked storage receptacle, room, or area at all
times;

2. Located in an area free of dampness and
abnormal temperature, except that a medication
requiring refrigeration must be kept refrigerated.
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
located locked;

3. Accessible to staff responsible for filing
pill-organizers, assisting with self-administration
of ication, or inisteri ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,

4. Kept separately from the medications of other
residents and properly closed or sealed.

{d) ication that has been di; i but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be cenfrally stored by the facility for future
use by the resident at the resident's request. If
centrally stored by the facility, the discontinued
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medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident’s health care provider,
{e) When a resident's stay in the facility has
ended, the administrator must return alt
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at feast 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident's record. The medication may be taken
to a pharmagcist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold & Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs 1o the di i
pharmacy pursuant to Rufe 64B16-28.870, F.A.C.

This Statute or Rute is not met as evidenced by:
Based on observation and interview, the facility
failed to maintain all prescribed or
over-the-counter medications stored in a secure
place and kept locked at all times for one out of
five {Resident #3) sampied residents.

Findings included:

Observation on at7:10 AM revealed a
bottle of 10 mg and a bottle of |,

were on top of the resident's nightstand in

# , where Resident #3 lived. The room was open
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(5) FIRST AID AND

). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
atall times.
{a) Documentation that the staff member possess
current certification that requires the student
fo demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose training
is ited by the C ission on A itati
for Pre-Hospital Continuing Education satisfies
this requirement,
{b) Anurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part I}, F.S., shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to ensure a staff member
who has completed courses in First Aid and
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when the resident was nof there. The residents
have access to the room.
On at 8:20 AM, the Administrator
stated that he understood the medications must
be locked.
Class il
A 083 59A-36.011(5) FAC Training - First Aid and A083
88=
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a curre‘ntly valid ‘card be in the facility at all times.
Finding included:

On at 7:00 AM, Staff D was observed
alone, taking care of five residents.

Areview of Staff D's employee record showed the
certification was received on

Areview of resident records for Residents #1,
2,3, 4, and 5 showed that they wish to be
in the event of a or
, incident.

on at 12:28 PM, the training
centercoordinator stated that they did not have
any record of a valid with Staff D's card
code and name.

On at 12:35 PM, Staff D's
instructor stated that she did not have
documentation that she received the course at
any time,

Class #

A 056 59A-36.008(7) FAC Medication - Labeling and A 056
$8=D! Orders

{7) MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs
for seff-administration, assistance with
self-administration, or administration uniess they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.8_, and
Rule 64B16-28.108, F.A.C. If a customized
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patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individual container:
1. The resident's name; and,
2. The identification of each medicinal drug in the
container.
{b) Except with respect to the use of pilt

i as i in ion (2}, no
individual other than a pharmacist may transfer
medications from one storage container to
another.
{c) If the directions for use are "as needed” or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an “as needed” prescription, the
circumstances under which it would be
appropriate for the resident to request the
medication and any limitations must be specified;
for example, "as needed for, |, notto exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with selff-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmacist or place an "atert” fabel on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
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{e) A nurse may take a medication order by
telephone. Such order must be promptly
documented in the resident's medication
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
1o ensure that prescriptions for residents who
receive assistance with self-administration of
ication or icati ini ion are filled
or refilled in a timely manner.
{g) Pursuant to Section 485.0278(5), F..
Rule 61N-1.006, F.A.C,, sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident's name for whom they were dispensed,
and the date they were dispensed. If the sampie
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
label containing the following:
1. Practitioner's name,
2. Resident's name,
3. Date dispensed,
4. Name and strength of the drug,
5, Directions for use; and,
6. Expiration date.
{h) Pursuant to Section 466.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

., and

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
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Continued From page 16

failed to assist the residents with
self-administration of medications at the time
indicated by the prescribing physician for one out
of five (Resident #3) sampled residents.

Findings included:

On at 8:34 AM, during med pass,
observation showed Staff D assisted with
medications to Resident #3, The resident
received one tablet of 25 mg,

50 mg and 5mg.

A review of the medication observation record

{MOR) showed that Resident #3's medications
25mg, 50 mg and

5 mg were scheduled at 7 AM.

On at 9:25 AM, the Administrator
confirmed that Resident 3 received their
medications prescribed to be taken at 7.00 AM
more than an hour later, at 8:34 AM.

Class il

429.42( )FS; 59A-36.023(3)(a) FAC Pharmacy
& Dietary; Uncorrected Deficiencies

429.42 Pharmaoy and dietary services.-

{1) Any assisted living facility in which the agency
has documented a class | or class Il deficiency or
ur class i fenci i
medicinal drugs or over-the-counter preparations,
including their storage, use, delivery, or
administration, or dietary services, or both, during
a biennial survey or a monitoring visit or an
i igation in resp: toa int, shall, in
addition to or as an alternative fo any penaities
imposed under s. 429,18, be required to employ

A0SB

A058
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the consultant services of 3 licensed pharmacist,
a licensed registered nurse, or a registered or
ficensed dietitian, as applicable. The consuitant
shall, at a minimum, provide onsite quarterly
consultation untit the inspection team from the
agency determines that such consuitation
services are no longer required.

{2) A corrective action plan for deficiencies
related to assi with the self-
of medication or the administration of medication
must be developed and implemented by the
facility within 48 hours after notification of such
deficiency, or sooner if the deficiency is
determined by the agency to be fife-threatening.

inistration

59A-36.023(3)
{3) EMPLOYMENT OF A CONSULTANT.

(a) Medication Deficiencies.

1. ¥ a class |, class Hl, or uncorrected class it
deficiency directly relating to facility medication
practices as established in Rule 59A-36.008,
F.A.C., is documented by agency personnel
pursuant to an inspection of the facility, the
agency must notify the facility in writing that the
facility must employ or contract the services of a
pharmagcist ficensed pursuant to Section
465.0125, F.S., or registered nurse as
determined by the agency.

2. After d ping and § ing a
action plan in compliance with Section 429.42(2),
F.8., the initial on-site consultant visit must take
place within 7 working days of the notice of a
class | or class I deficlency and within 14 working
days of the notice of an uncorrected class it
deficiency. The facility must have available for
review by the agency a copy of the license of the
consultant pharmacist or registered nurse and the
consultant's signed and dated review of the
corrective action plan no tater than 10 working
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days subsequent to the initial on-site consultant
visit.

3. The facility must provide the agency with, ata
minimum, quarterly on-site corrective action plan
updates until the agency determines after written
notification by the consultant and facility
administrator that deficiencies are corrected and
staff has been trained to ensure that proper
medication standards are followed and that such
consuttant services are no longer required. The
agency must provide the facitity with written
notification of such determination.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed {o correct deficient
practices regarding medication. The facility is
required to employ the consultant services or a
licensed registered nurse or pharmacist who wil
provide on-site quarterly cansultations untif it is
determined that such consultation services are no
longer required.

Findings include:

Observation on at 9:00 AM showed
Staff D assisted Resident # 7 with medications.
Staff D did not give the resident 10 mi of

10 mg/ 18 mi.

Areview of Resident 7's medication observation
record showed that the medication 10
mg/ 15 mi, ordered 10 mi once a day at 9:00 AM,
was annotated as given.

On at 9:15 AM, Staff D stated that
she would give him the medication later.
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Administrative Enforcement

59A-36.023( ) & (3)b) FAC

Facility staff must cooperate with agency
personnel during surveys, complaint
investigations, monitoring visits, license
application and renewal procedures and other
activities necessary to ensure compliance with
Part I, Chapter 408, F.S., Part |, Chapter 429,
F.8., Rule Chapter 58A-35, F.A.C., and this rule
chapter,

429.41(5)

The agency may use an abbreviated biennial
standard licensure inspection that consists of a
review of key quality-of-care standards in lieu of a
full inspection in a facitity that has a good record
of past performance. However, a full inspection
must be conducted in a facility that has a history
of class | or class Il violations, uncorrected class
It viotations; or a class 1, Class Il, or uncorrected
ciass il violation resulting from a complaint
referred by the State Long-Term Care
Ombudsman Program, within the previous
ficensure period immediately preceding the
inspection or if a potentially serious problem is.
identified during the abbreviated inspection.

{1) Abbreviated Survey.

{a) An applicant for license renewal who does not
have any class | or class | violations or
uncorrected class 11 violations, confirmed
long-term care ombudsman program compiaints,
or confirmed ficensing complaints within the two
ficensing periods immediately preceding the
current renewal date, is efigible for an
abbreviated biennial survey by the agency. For
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the purpose of this rule, a confirmed long-term
care ombudsman program complaint is a
complaint that is verified and referred to a
regulatory agency for further action. Facilities that
do not have two survey reports on file with the
agency under current ownership are not eligible
for an abbreviated inspection. Upon arrival at the
facility, the agency must inform the facility that it
is eligible for an abbreviated survey, and that an

i survey will be
{b) Compliance with key quality of care standards
described in the following statutes and rules will
be used by the agency during its abbreviated
survey of eligible facilities:
1. Section 429.26, F.S., and Rule 59A-36.0086,
F.A.C., relating to residency criteria;
2. Section 428.27, F.S,, and Rule 50A-36.013,
F.A.C., relating to proper management of resident
funds and property;
3. Section 420.28, F.S., and Rule 59A-36.007,
F.A.C,, relating to respect for resident rights;
4. Section 429.41, F.8,, and Rule 59A36.007,
F.A.C., relating to the provision of supervision,
assistance with the activities of daily living, and
arrangement for |, | and transportation

to v

5. Section 429.256, F.S., and Rule 59A-36.008,
F.A.C., relating to assistance with or
administraion of medications;

6. Section 428.41, F.$., and Rule 59A-36.010,
F.A.C., relating to the provision of sufficient
staffing fo meet resident needs;

7. Section 428.41, F.S,, and Rule 59A-36.012,
F.AC., relating to minimum dietary requirements
and proper food hygiens;

8. Section 428.075, F.S., and Rule 59A-36.020,
F.AC., relating to mental health residents’
community support fiving plan;

8. Section 429.07, F.S., and Rule 59A-36.021,
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F.A.C,, relating to meeting the environmental
standards and residency criteria in a facility with
an extended congregale care license; and

10. Section 429.07, F.S., and Rule 59A-36.022,
F.A.C,, relating to the provision of care and
staffing in a facility with a limited nursing services
license.

{c) The agency will expand the abbreviated
survey or conduct a full survey if violations which
threaten or potentially threaten the health, safety,
or welfare of residents are identified during the
abbreviated survey. The facility must be informed
when a full survey will be conducted. if one or
more of the following serious problems are
identified during an abbreviated survey, a full
biennial survey will be immediately conducted:

1. Violations of Rule Chapter 89A-40, F.A.C.,
relating to firesafety, that threaten the life or
safety of a resident;

2. Violations relating to staffing standards or
resident care standards that adversely affect the
heaith, safety, or welfare of a resident;

3. Violations relating to facility staff rendering
services for which the facility is not licensed; or
4, Violations relating to facility medication
practices that are a threat to the health, safety, or
welfare of a resident.

{2) Survey Deficiency.

{&) Before or in conjunction with a notice of
violation issued pursuant to Part i, Chapter 408,
F.S., and Section 428.19, F.§., the agency shall
issue a statement of deficiency for class §, Ii, Ili,
and  violations which are observed by agency
personnel during any inspection of the facifity.
The deficiency statement must be issued within
10 working days of the agency's inspection and
must include:

1. A description of the deficiency;
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2. Acitation to the statute or rule violated; and
3. A time frame for the correction of the
deficiency.

{b) Additional time may be granted to correct
specific deficiencies if a written request is
received by the agency before the expiration of
the time frame included in the agency's
statement.

{3)(b) Dietary Deficiencies.

1. #f a class |, class i, or uncorrected class i
deficiency directly related to distary standards as
established in Rule 59A-36.012, FAC.. is
documented by agency pursuant to an inspection
of the facility, the agency must notify the facility in
writing that the facility must employ or contract
the services of a registered or licensed dietitian,
or a licensed nutritionist.

2. The initial on-site consultant visit must take
place within seven working days of the notice of a
ciass 1 or i deficiency or within 14 working days
of the notice of an uncorrected class Hl
deficiency. The facility must have available for
review by the agency a copy of the license or
registration of the consultant dietitian or
nutritionist and the consultant's signed and dated
review of the facility's corrective action plan, if a
plan is required by the agency, no later than 10
working days after the initial onsite consultant
visit.

3. #f a corrective action plan is required, the
facility must provide the agency with, ata
minimum, quarterly onsite corrective action plan
updates until the agency determines after written
notification by the dietary consultant and facility
administrator, that deficiencies are corrected and
staff has been trained to ensure that proper
dietary standards are followed and consultant
services are no longer required. The agency must
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provide the facility with written notification of such
determination.

420.14

{6) As provided under s. 408.814, the agency
shall impose an immediate moratorium on an
assisted living facility that fails to provide the
agency with access to the facility or prohibits the
agency from conducting a regulatory inspection.
The ficensee may not restrict agency staff from
accessing and copying records at the agency'’s
expense or from conducting confidential
interviews with facility staff or any individual who
receives services from the facility.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to coperate with agency
personnel during licensure visits as necessary to
ensure compliance with relevant regulations. The
facifity presented a falsified training certificate for

. . { } training for
one of three sampled staff (Staff D).

Finding included:

On at 7:00 AM, Staff D was observed
alone, taking care of five residents.

Areview of Staff D's employee record showed the
certific.ation was’received on

Areview of resident records for Residents #1,
2,3, 4, and 5 showed that they wish to be

in the event of a or
, incident.
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On at 12:28 PM, the training
centercoordinator stated that they did not have
any record of a valid with Staff D's card
code and name.
On at 12:35 PM, Staff D's
instructor stated that she did not have
documentation that she received the course at
any time,
Class #
{A 078} 59A-36.010(2) FAC Staffing Standards - Staff {A 078}
$8=F

(2) STAFF,
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from 2 health care provider documenting that the
individuat does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 8 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility fo another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heaith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement, An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of
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2. if any staff member has, or is suspected of
having, & i , such individual
must be immediately removed from duties untita
written statement is submitted from a health care
provider indicating that the individual does not

arisk of a

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
ion, training, p ion, and exper

Staff providing services requiring licensing or
certification must be appropriately ficensed or
certified. Al staff must exercise their
responsibilities, consistent with their

ificath to observe residents, to d it
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rufe
chapter.
{c) All staff must comply with the training
requirements of rule 59A-36.011, FAC.
{d} An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.
{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:
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.
{f) Level 2 background screening must be
conducted for staff, including staff
the facility to provide services to residents,
pursuant to sections 408.809 and 420.174, F.S.

by
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This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure the staff was
able to perform their assigned duties according to
their level of training, education, and experience.
The staff members at the facility were not able to
accurately describe how to perform the

N . ( ) procedure.

Findings included:

On at 7:00 AM, Staff D was the only
employee at the facifity caring for 5 residents.

Areview of Staff D's employee record showed
that the staff completed the

s . ) certification
training course on

On
describe the

at 7:44 AM, when asked to

technique, Staff D stated, "5
.\ and two breaths”. She added that
she took the training a long time ago.
According to the American Association,
"For healthcare providers and those trained:
conventional using )
o~ breathing at a rate of 30:2

to breaths.”

and

Class #l
429.075(1) FS; 58A-36.011(9) FAC LMH -
Training

428.075
{1) To obtain a limited mental health license, a
facility must hold a standard license as an

A078}

AL243
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assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mental
health license, 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 & 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 ficensee under this part and part Il 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.8., the

administrator, managers and staff, who have

direct contact with mental health residents in a

ficensed fimited mental health facility, must

receive the following training:

1. A minimum 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 6 months of the facility's

receiving a fimited mental health license or within

6 months of employment in a limited mentat

health facility.

b. Training received under this subparagraph may

count once for 6 of the 12 hours of continuing
required for in: and

managers pursuant to section 429.52(5), F 8.,

and subsection (1) of this rule.

2. A minimum of 3 hours of continuing education,

which may be provided by the ALF administrator,
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ontline, or through distance learning, biennially
thereafier 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;
{I1) Resident progress in achieving freatment
goals;
{lity 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 will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to section 428.52(5), F.8., 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
to 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 fraining 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 fraining certificates, pursuant to

{a)2. of this ion, are
retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
falled to ensure the staff who had direct contact
with residents with mental health conditions
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received a minimum of six hours of specialized
training in working with individuals with mental
health diagnoses for one out of four (Staff D)
sampled staff.

Findings included:

A review of the facility's license revealed a limited
mental health specialty component,

Areview of Staff D's personal record showed
documentation of an initial eight-hour training
dated , received from a trainer who
retired more than a year ago.

On at 9:30 AM, the Administrator was
unable to explain how the staff obtained the
eight-hour limited mental health training
certificate.

On an email was received from a
state agency supervisor stating, "This is not even
a new certificate, as we do not print our logos in
"red ink” and the managing entity name is not
correct. We have a new managing entity for some
fime now. We aiso did not have a fraining held in
our building on this date.”

Class 1l
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