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429.075(1) FS; 58A-5.0191(9) FAC LMH -
Training

429.075

(1) To obtain a limited mental health license, a
facitity must hold a standard license as an
assisted living facility, must not have any current
uncorrected deficiencies or violations, and must
ensure that, within 6 months after receiving a
{imited 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. Such designation may be
made at the time of initial licensure or relicensure
or upon request in writing by a licensee under this
part and part I} 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 will be
provided by or approved by the Department of
Children and Families.

58A-5.0191

(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
ficensed 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.

. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing
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Continued From page 1

required for and
managers pursuant o section 428.52(5), F.S.,
and subsection (1) of this rule.
2. Aminimum of 3 hours of continuing education,
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
goals;
{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.
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Continued From page 2

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews the
facitity fatled to provide documentation that two of
four sampled staff (Staff B and C) had continuing
fimited mental health training as required for
facitities with a limited mental health ficense.

Findings include:

Areview of the Florida Health Finder database
showed the facility maintained a limited mentat
health ficense.

Areview of Staff B's employee file showed Staff
B's date of hire as . Staff B's file
documented Staff B completed 4 hours of limited
mental health training along with 3 hours of
refresher training in 2013 and 2017, Staff B's file
contained other certificates, but the trainings did
not contain the number of hours completed.

Areview of Staff C's employee file, the file
documents Staff C's date of hire as

Staff C's file documented Staff C having
completed 3 hours of refresher training regarding
fimited mental health in 2013 and 2017.

On at 10:45 AM, the Administrator
stated she was trying to figure out how to correct
the situation.

Class Ili
Initial Comments
An unannounced re-licensure revisit, was

conducted at Idalmis Residence inc. Deficient
practice was found at the time of the revisit.

{AL243}
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58A-5.0185(5) FAC Medication - Records

{5} MEDICATION RECORDS.
{a} For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication fisting with the pl ipti
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 assislance with seif-administration of

oations of 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

. .. the resident may have,
2. The name of the resident's health care
provider and the heaith 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 p , of ication errors.
{c} For medications that serve as chemical

, the facility must, pursuant to section

429.41, F.S., 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 record reviews and interviews, the
facitity failed to ensure three of five sampled
residents {Resident #4, #5 and #6) had properly
completed Medication Observation Records
{MORs).
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Continued From page 4

Findings include:

Acreview of Resident #4's file documented
Resident #4's date of admission as
Resident #4's MOR for the month of

did not fist the name of Resident #4's
physician or physician telephone number.

Areview of Resident #5's file documented
Resident #5's date of admission as
Resident #5's MOR for the month of

did not list the name of Resident #5's
physician or physician telephone number.

A review of Resident #6's file documented
Resident #6's date of admission as
Resident #6's MOR for the month of

did not list the telephone number of
Resident #6's physician.

On at 10:45 AM, the Administrator
thanked the agency for bringing it to her attention
and stated she would address it.

Class Il

58A-5.024(1) FAC Records - Facility

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
tegally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information, For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper

{A054}

{A160}
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Continued From page 5

format, upon request.

(1) FACILITY RECORDS, Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facifity.
(b} An up-to-date admission and discharge log
fisting the names of all residents and each
residents:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha =, s and
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident fo the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to Rule 58A-5.025,
F.A.C. [f the resident dies while in the care of the
facifity, the log must indicate the date of

{c} Alog listing the names of all termporary
emergency placement and respite care residents
if notincluded on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 58A-5,026, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 58A-5.021, FAC.;

(f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 58A-5.021, FA.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 58A-5.0181, FAC.

{A160)
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Continued From page 6

{h) If the facility advertises that it provides special
care for persons with 's or
related , a copy of all such facility
advertissments as required by Section 429.177,

(i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
58A-5.0182, FA.C.

() All food service records required in Rule
58A-5.020, F.A.C,, including menus planned and
served and county health department inspection
reports. Facilities that contract for food services,
must include a copy of the contract for food
services and the food service contractor's license
or certificate to operate.

{k} All fire safety inspection reports issued by the
iocal authority or the State Fire Marshal pursuant
to Section 429.41, F.8., and Rule Chapter
69A-40, F.A.C., issued within the last 2 years.

{I) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S,, and Chapter 64E-12, FAC.,
issued within the last 2 years.

{m) Pursuant to Section 428.35, F.S_, all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
fast b years.

{n} The facility's resident elopement response
policies and procedures.

{o} The facility's documented resident elopement
response drills.

(p} For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
58A-5.029, 58A-5.030 and 58A-6.031, FAC,,
respectively.

This Statute or Rule is not met as evidenced by:

{A160)
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{A 180} | Continued From page 7 {A 160}
Based on record review and interviews the facility
failed to maintain an accurate admission and
discharge log.
Findings include:
Arecord review of the facility admission and
discharge log showed the facility currently had 6
residents. {photographic evidence #5).
On at 10:10 AM, Staff B stated the
facility had only 5 residents and that Resident #1
had , ., and not marked as discharged
from the facility,
On at 10:45 AM, the administrator
confirmed the facility currently had 5 residents not
6 as marked in the admission and discharge log.
Class Ili
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