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435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse.-

{b)Untif such time as the ., are enrolied
in the national retained print notification
program at the Federal Bureau of Investigation,
an employee with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of alf employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.

{d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential
employee for electronic |, | submission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on staff interview and record review, the
facility failed to update the employment status
within the background screening clearinghouse
for 1 of 6 current employees (Employee B).

The findings include:
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An employee record review was conducted on
which revealed that Staff member B, an
Activities Assistance with a date of hire of
. was not on the clearinghouse roster.

On at approximately 2:10 PM, an
interview was conducted with the Assistant
Administrator during which she stated that she
was aware of clearinghouse roster, and "l know
she (employee B) is supposed to be on the roster
for both of our faciliies, she must be on one and
not both. | will make sure she is added as soon
as possible.”

Unclassified
A Q00 Initiat Comments

An unannounced licensure survey was conducted
with Limited Mental Health specialty on

through at Northpointe
Retirement Community, in Pensacola, FL.
Deficient practice was identified at the time of the
survey.

A 030 59A-36.007(6) FAC; 429.28( )FS428.27
88=D| 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 summary
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,
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{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 to 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)96- 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.
(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 rute 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 , heglect, and

6. Admini and h

and requirements;

7. control, sanitation, and universal
precautions; and,

8. The requirements for coordinating the delivery
of services to residents by third party providers.

A030

AHCA Form 3
STATE FORM

20-0007

s

FPMTT

If continuation sheet 3 of 20




Agency for Health Care

PRINTED: 11/25/2019

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11911678

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

10/16/2019

NAME OF PROVIDER OR SUPPLIER

NORTHPOINTE RETIREMENT COMMUNITY

STREET ADDRESS, CITY, STATE, ZIP CODE
5100 NORTHPOINTE PARKWAY
PENSACOLA, FL 32514

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A030

Continued From page 3

{e) Residents may not be required to perform any
work in the facility 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.

{0} In addition to the requirements of section
429.41(1){k). F.S., the use of physical

by a facility on a resident must be reviewed by the
resident’s physician annually. Any device,
including half-bed rails, which the resident
chooses to use and can remove or avoid without
assistance, is not considered a physical

429.28 Resident bill 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
facifity shail 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 persenat dignity,
individuality, and the need for privacy.
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{c} Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, 50 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
receiving and sending unopened

[ access to a and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions fo extend visiting hours for
caregivers and out-of-town guests, and in other
simifar situations.

{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
autonomy, and interaction within the community.
{fy Manage his or her financial affairs unless the
resident or, if appficable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facitity to provide safekeeping for funds as
provided in s, 429.27.

{g) Share a room with his or her spouse if both
are residents of the facility.

{h) Reasonable opportunity for regular 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 personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.

() Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
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paragraph, the term "adequate and appropriate
health care” means the management of
medications, 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
recognized standards within the community.
(k) At least 45 days' notice of relocation or
termination of residency from the facifity unless,
for medicat 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 to other residents. in the
case of a resident who has been adjudicated
mentally s , the guardian shall be
given at least 45 days’ notice of a nonemergency
relocation or residency termination. Reasons for
relocation shall be set forth in writing. (n order for
a facility to terminate the residency of an
individual without notice as provided herein, the
facitity shalt 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 shall
establish a grlevance 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 to associate with advocacy or
special interest groups.
{2) The administrator of a facility shall ensure that
a written notice of the rights, Land
prohibitions set forth in this part is posted ina
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prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toli-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder 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
fong-term care ombudsman councit, 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
retafiatory 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 to a telephone to
call the State Long-Term Care Ombudsman
Program or local embudsman council, the Elder

Hotiine operated by the Department of
Children and Famities, and , Rights
Florida.

429.27 Property and personal 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

. or . under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shail not confer on the
facitity or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shall
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resident.

Administrator on

said if it was "my

Administrator on

The findings include:

such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the

This Statute or Rule is not met as evidenced by:
Based on observation, staff interview and record
review the facility failed to provide a contract that
stated in writing that each resident had arightto a
45 day notice of discharge for 3 of 3 contracts
reviewed (#3, #4, and #7) and failed to provide a
safe, clean and sanitary environment for the
dining room and the second floor.

Resident contracts were viewed for #3, #4, and
#7. The contracts did not state that each resident
has a right to receive a 45 day written notice of
discharge if the resident was being relocated or if
residency was being terminated.

An interview was conducted with the

at 4111 PM. He was

asked to show where the 45 day notice of
discharge was in the resident contract. He
checked the contract and stated "it does not say
specifically that 45 day notice is given". He then

mother | agree she

would need to know she would receive a 45 day
notice of discharge, the current one only says
according to applicable law". He then said, " will
get that changed.”

Atour of the facility was conducted with the

beginning at 10:13 AM.

The tour included a smalf dining room where duct
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tape was noted on the air conditioner, a stained
chair was folded in the corner and a stack of
paper was left unattended on the dirty and debris
fittered floor. The Administrator stated that the
chair was used by staff when they went outside to
smoke, and the stack of papers belong to a
resident, he further stated that maintenance had
placed the duct tape on the air conditioner. At this
time he asked staff to take the chair outside,
return the papers to the resident and to clean the
floor.

The tour continued to the 2nd floor where a paich
over a broken tile outside one of the elevators
was brought to the Administrator's aftention. He
said the "surface is smooth and is even”. This
surveyor tested the area with her and both
agreed that it did not feel smooth and he said "
guess we could paint it". At this time the hall light
between was noted to be dim
to which the Administrator stated "we need to
replace that". Further observation of the 2nd floor
found that the ight in front of and
beside 283 did not have a cover and was dripping
water into a bucket on the floor. The
Administrator said the air conditioner fines get
“slimy and clogged" and begin fo leak "We have
to go up and blow out the lines”. The
Administrator stated "it has been that way for
days". (Photographic evidence obtained).

Class Ili

A 092 59A-36.012(1) FAC Food Service - General
$8=D| Responsibilities

{1) GENERAL RESPONSIBILITIES. When food
service is provided by the facility, the
ni , or an individual desi in
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A092

AHCA Form 3020-0001
STATE FORM

s

FPMTT

If continuation sheet 9 of 20




PRINTED: 11/25/2019

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11911678 R ———— 10/16/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5100 NORTHPOINTE PARKWAY
NORTHPOINTE RETIREMENT COMMUNITY
PENSACOLA, FL 32514
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX. (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A092| Continued From page 9 ADS2

writing by the administrator, must be responsible
for total food services and the day-to-day
supervision of food services staff. In addition, the
following requirements apply:

{a) If the designee is an individual who has not
completed an approved assisted living facility
core training course, such individual must
complets the food and nutrition services module
of the core training course before assuming
responsibility for the facility's food service. The
designee is not subject to the 1 hour in-service
training in safe food handling practices.

{b} If the designee is a certified food manager,
certified dietary manager, registered or licensed
dietitian, dietetic registered technician, or health
department sanitarian, the designee is exempt
from the requirement to complete the food and
nufrition services module of the core training
course before assuming responsibifity for the
facitity's food service as required in paragraph {1}
{a) of this rule.

(c} An administrator or designee must perform his
or her duties in a safe and sanitary manner.

{d) An administrator or designee must provide
regular meals that meet the nutritional needs of
residents, and therapeutic diets as ordered by the
resident’s health care provider for residents who
require speciat diets.

{e) An administrator or designee must comply
with the food service continuing education
requirements specified in rule 59A-36.011, FA.C.

This Statute or Rule is not met as evidenced by:
Based on observation of lunch, and staff interview
the facility failed to provide food in a safe and
sanitary manner for 1 of 2 (lunch) meat
observations.

The findings include:
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On 11:28 AM, iunch was observed in the

dining room, Employee F was observed to be
taking plates from the cook and pilacing rofls on
each plate with his bare . He was observed
to do this with 4 plates. When he returned to the
kitchen for the second set of plates he was asked
if he was supposed to be touching food with his
bare . Employee F immediately put on
gloves and was provided with tongs to pick up the
rolls by the Administrator.

An interview was conducted with the
administrator on at 11:35 AM. He was
asked if he had seen Employee F using his bare

to pick up rolls. He said, "Yes, | saw him
using his bare . There is a gripper (fongs}
that should be used.”

Class Ili

AL241 429.075(. ) 59A-36.020(2) FAC LMH - Records AL241
88=D
429.075
{3} A facility that has a limited mental health
ficense must
{a) Have a copy of each mental health resident's
community fiving support plan and the

, agreement with the mental health
care services provider or provide written evidence
that a request for the community living support
plan and the p agreement was sent fo
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 to be able to live
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Continued From page 11

in the community in an assisted living facility that
has a lirmnited mental heaith license or provide
written evidence that a request for documentation
was sent to the department within 72 hours after
admission.

(c) Make the community fiving 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 living support plan.

(4) A facility that has a limited mental health
ficense may enter info a . agreement
with a private mental health provider. For
purposes of the fimited mental health license, the
private mental health 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
admission and discharge for all mentat health
residents. The admission and discharge log
required in rule 59A-36.015, F.A C., satisfies this
condition provided that all mental health residents
are clearly identified.

{b) Staff records must contain documentation that
designated staff have completed limited mentat
health training as required by rule 59A-36.011,
FAC,

{c) Resident records must include:

1. Documentation, provided by a mental health
care provider within 30 days of the resident's
admission to the facility, that the resident is a
mental health resident as defined in section

AL241
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394.4574, F 8., and that the resident is receiving
social security . or supplemental security
income and _, . as
foliows:
a. An affirmative statement on the Alternate Care
Certification for | .
{. . .)form, CF-ES 1006, , which is
hereby incorporated by reference and available
for review at:
hitp:/iwww firuies.ol asp?No
=Ref-03988, that the resident is recelving SSi or
838D due to a mentat
b. Written verification provided by the Social
Security Administration that the resident is
receiving SSI or SSDI for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Social Secunty

fon to provide such i , or
<. Awritien statement from the resident’s case
manager or other mentat heaith care provider that
the resident is an adult with severe and persistent
mental . The case manager or other
mental health care provider must consider the
following minimum criteria in making that
determination:
{1} The resident is eligible for, is receiving, or has
received mental health services within the last 5
years, or
{1t} The resident has been diagnosed as having a
severe or persistent mental
2. An appropriate placement assessmen(
provided by the resident's mental health 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
facitity. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinical social
worker, .., nurse, or an individual

AL241

AHCA Form 3
STATE FORM

20-0007

s

FPMTT

f continuation sheet 13 of 20




PRINTED: 11/25/2019

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11911678 R ———— 10/16/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5100 NORTHPOINTE PARKWAY
NORTHPOINTE RETIREMENT COMMUNITY
PENSACOLA, FL 32514
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX. (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
AL241| Continued From page 13 AL24%

supervised by one of these professionals.
a. Any of the following decumentation 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:
{y Ci Alternate Care Certification for

( ) form,

CF-ES Form 1006,

(11} Discharge Statement from a state mental
hospital completed no more than 80 days before
admission to the assisted living facility provided it
contains a statement that the individual is
appropriate to live in an assisted living facility, or
{1th) Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.

b. A mental health resident returning to a facility
from treatment in a hopsital 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
facliiity to execute a new resident contract or
admission agreement will be considered a new
admission and the resident's mental heaith care
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 five
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
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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
facititate 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 health 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 mental health
services,

g. Is in writing and signed by the mental health
resident, the resident's mental health case
manager, and the assisted living facility
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,

h. Is updated at least annually or if there is a
significant change in the resident's behavioral
heaith,

i, include the . Agreement
described in subparagraph (2){c)4. if included,
the mental health care provider must afso sign
the plan; and,

- Must be available for inspection to those who
have legal authority to review the document.
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4. ., Agreement. The mental health
care provider for each mental 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
assessment, whichever is later. The statement:
a. Provides procedures and directions for

i and after-hs care for
the mental health resident. The provider must
furnish the resident and the facility with the
provider's 24-hour emergency crisis telephone
number;
b. 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 a plan
and the plan provides behavioral health services
in section 408.912, F.S.;
c. , cover all mental heaith residents of the
facitity who are clients of the same provider; and,
d. |, beincluded in the Community Living
Support Plan described in subparagraph (2)(c)3.
5. Missing documentation will not be the basis for
administrative action against a facility if the facility
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,
titte, and phone number of the person to whom
the request was made and must be kept in the
resident's file.

This Statute or Rule is not met as evidenced by:
Based on staff interview and record review the
facitity fatled to maintain an up-to-date admission
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discharge fog for all mental heaith residents for 1
of 1 limited mental health log.

The findings include:

The facility was asked to provide the
admission/discharge log for limited mental heaith
{LMH) on entry to the facility . Areview
was made of the log and compared to the current
census. One resident listed last on the log is not
on the census.

The Assistant Administrator (AA) was interviewed
on at 8:50 AM. She was asked about
the resident and this surveyor was told he had

in the hospital after being discharged to the
hospital on . She then said we do not have
all the LMH residents on the LMH log. We have
had a lot of admissions for LMH and not everyone
has been put on the LMH log. She pointed to the
facitity admission discharge log and said the
people with dots by their names are LMH.

The facility log was viewed and there are 13
people not listed that should be on the LMH log.
Eleven people were admitted into the facility in

under the LMH license according to the
dots in the facility log. In | another 2
people were admitted.

Class Ili

AL243 420.075(1) FS; 59A-36.011(8) FAC LMH -
$5=0| Training

429.075
{1} To obtain a limited mental health license, a

AL241
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facitity must hold a standard license as an
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 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 pant Il of chapter
408. Notification of approval or denial of such
request shall be made in accordance with this
part, part |l 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 heaith residents in a

ticensed limited 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 limited mental health license or within

6 months of employment in a limited mental

health facility.

b. Training received under this subparagraph may

count once for 6 of the 12 hours of continuing
required for ini ors and

managers pursuant to section 428.52(5), F.S.,

and subsection (1) of this rule.

2. A minimum of 3 hours of continuing education,
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which may be provided by the ALF administrator,
enline, 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;
{11y Resident progress in achieving treatment
goais;
{1i) 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 wilt satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to section 428.52(8}, 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
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 training should they
change employers provided they present a copy
of their training certificate fo the current employer
for retention in the facllity's personnet files. They
must also ensure that copies of the continuing
education fraining certificates, pursuant to

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that all staff received 6 hours of
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initial Limited Mental Health (LMH) Training within
6 month of hire, the facility also failed to ensure
that all staff received 3 hours of LMH continuing
education training biannually, for & of 5 sampled
staff (Staff A, B, C, D & E).

The findings include:

On during the employee file review it
was revealed that staff members B and E had
initial training completed in 2014, however none
of the 5 employees reviewed had completed
biennial training to include staff members A, B, C,
Dand E.

On at approximately 3:05 PM, an
interview was conducted with the Administrator
and Assistant Administrator during which they
stated that the required training had not been
done. The Administrator further stated "you wilt
not find it in the records, as we have not done it".
At this time the Assistant Administrator asked
"when did it become required?”

Areview of the Assistant Administrators file
revealed she was designated by the Administrator
as the person coordinating limited mental health
{LMH). She was interviewed on at4:17
PM. She stated the facility has held the LMH
ficense since 2014. She said she was not aware
that training was required for the LMH ficense.

Class Ili
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