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AL243 429.075(1) FS; 59A-38.011(9) FAC LMH - AL243
88=D| 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 violations, and must ensure that,
within 6 months after receiving a limited mental
health license, the faclliity 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 initiat
ficensure or relicensure or upon request in writing
by a licensee under this part and part If 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 428,075, 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 foliowing 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 heaith license or within
6 months of employment in a limited mental
heaith facility.
. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing
required for administrators and
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Continued From page 1

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,
online, 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 heaith needs, services, behaviors and
appropriate interventions;
{I1) Resident progress in achieving treatment
goals;
(1) 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 429.52(5), 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
fo 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 to the current employer
for retention in the facility's personnet files, They
rmust also ensure that copies of the continuing
education training certificates, pursuant to

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

AL243
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that one out of six sampled staff

{Staff B) received the required training on Limited
Mental Health (LMH).

Findings included:

A review of the employee record revealed that
Staff B was hired on ; however, the
facitity did not have evidence Staff B completed at
feast 6 hours training regarding limited mental
health,

On at around 01:30 PM, StaffA
stated, “) thought because she is not with the
residents, she did not need the LMH. She had it,
but | guess | removed it. | will have her to do it
again."

Class Ili

A000| Initiat Comments A000

A Biennial Survey was conducted on P
atLa Rosa ALF, INC. deficiencies identified
at the time of the survey:

A 025 420.26(7) FS; 59A-36.007(1) FAC Resident Care A025
88=D| . Supervision

429.26
{7} The facility must notify a licensed physician
when a resident exhibits signs of or

. . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
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such or . The notification

must oceur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity shall arrange, with the appropriate health
care provider, the necessary care and services to
treat the condition.

59A-36.007

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

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

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

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

(d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

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

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain a written record updated as

needed for one out of 8 sampled residents (# 7).

Findings included:

Review of the admission/discharge log revealed
that Resident # 7 had been discharged to the
hospital on as per doctor's order.
Resident # 7's closed record review revealed that
there was only one admission note dated

at 6:30 PM. There was a copy of an adverse
incident report from that stated that he
hadhada . and had on the arms.
around the elbows, and his primary doctor
ordered the resident to be transferred to the
hospital to be checked, so he was transferred by
regular ambulance. There were no progress
notes about the | the transfer to the hospital
and the transfer to another assisted living facility .
The health assessment completed on

stated that the resident required assistance with
alt activities of daily living. The incident report
stated that at the time of the . Staff D was at
the kitchen preparing dinner and Staff H was
supposed fo be in the living room supervising the
residents but it did not say where she was, only
that they heard the noise and went to see what
had happened and found the resident on the
floor.

On at 8:40 AM Staff G stated that the
resident was living at another assisted living
facitity and that he had been transferred there
after being discharged from the hospital.

On at 12:20 PM The Owner stated on
AHCA Form 3020-0001
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the phone that she never thought the Resident
would come . She said that he had been at
rehabilitation afler the hospital and from there
went to her other assisted living facility, but she
forgot to write it down.

Class Il

AQ78) 59A-36.010(2) FAC Staffing Standards - Staff AQT78
88=D
(2) STAFF.

(a} Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms.
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does net include an employee transferring without
a break in service from one faciiity to 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 health care
orovider 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

2. If any staff member has, or is suspected of
having, a col i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
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Continued From page 6

constitute a risk of transmitting a communicable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of

ion, training, ion, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. Al staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 59A-36.011, F.A.C.
{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 siaff.
{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide documentation of an annual
negative statement within thirty {30}
days for one out of six sampled staff {B).

A078
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A078| Continued From page

Findings included:

in the employee's file.

record.

improve.”

Class Ili

$8=D

429.275

7

Employee record review showed that Staff B was
hired on ; however, there was no
documentation of a negative

exarmination on record.

On at 10:15 AM, Staff A by phone
that the statement of communicable was

Further review of the employee record showed
the statement of a negative
examination on record was notin Staff B s

On at around 01:30 PM, Staff A
stated, "l agree with the deficiencies. | need to

A161| 429.275(2) FS; 59A-36.015(2) FAC Records -
Staff

{2} The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if

rule, and a copy of all

on of compliance with all

training requirements of this part or applicable

licenses or certification held

py each staff who performs services for which
ficensure or certification is required under this

A078

A1
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Continued From page 8

part or rule.

59A-36.015
(2) STAFE RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with alf staff
training and continuing education required by rule
59A-36.011, FAC,,
2. Copies of all licenses or certifications for alf
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for ali staff subject to
screening requirements as specified in section
429.174, F.S., and rule 59A-36.010, FAC.,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to rule
59A-36.010, FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
F.AC.
(b} The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to

residents and the facility. However, the facility
must maintain a copy of the contract between the
facitity and the staffing agency or contractor as
described in rule 59A-36.010, FAC.
(c} The facility must maintain the written work
schedules and staff time sheets for the most

A8t
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A 182
88=D

Continued From page 9

current 8 months as required by rute 59A-36.010,
FAC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to keep on record the updated level 2
background screening results for one out of six
sampled staff (Staff £).

Findings included:

Areview of the facility's employee record revealed
that Staff £ had an eligible Level It Background
Screening dated . Staff E was hired on

Areview of the employee roster revealed Staff £
had a Level Il Background Screening dated

. The facility did not provide
documentation of the updated Level 1|
Background Screening in employee E's personnel
record.

On at around 01:30 PM, StaffA
stated, "l agree with the deficiencies. | need to
improve.”

Class Il

59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
(a) Resident demographic data as follows:

1. Name,

2. .

3. Race,

A8t

A182
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A162| Continued From page 10 A182

4. Date of birth,

5. Place of birth, if known,

6. Soclal security number,

7. Medicaid and/or Medicare number, or name of
other health insurance .

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and telephone number of the
health care provider and case manager, if
applicable.

{b} A copy of the Resident Health Assessment
form, AHCA Form 1823 described in rule
59A-36.008, F.AC.

{c} Any orders for medications, nursing services,
therapeutic diets, Lor
other services to be provided, supervised, o
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to rule 59A-36.012,
F.A.C,, if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(e), FAC.

HA _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their  ,  recorded
semi-annually.

{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 58A-36.006, FA.C., if
such consent is not included in the resident's
contract.

(h} For facilities that manage a pill crganizer,
assist with self-administration of medications or

AHCA Form 3020-0001
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Continued From page 11

administer medications for a resident, copies of
the required medication records maintained
pursuant to rute 59A-36.008, F.A.C.
{i) A copy of the resident’s contract with the
facitity, including any addendums o the contract
as described in rule 59A-36.018, FAC.
{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in section 429.27, F.8.
{k} For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in section 429.27, F.S.
{) )f the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. ), CE-ES 1008,

. which is hereby incorporated by reference
and avattable for review at:
http:/vww. firules.o asp?No
=Ref-04004. The absence of this form 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 Department of Children
and Families.
(m) Documentation of the ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in rule 59A-36.006,
F.AC.
(0) The resident's ,DH
Forrn 1886, if applicable.

A162
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{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living faciiity, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to the following at
the discretion of the facility:

1. Alog listing the names of residents.
participating in this arrangement,

2. The resident demographic data required in this
paragraph,

3. The health assessment described in rule
59A-36.006, FAC.,

4. The resident’s coniract described in rule
59A-36.018, F.AC.; and,

5. A health care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the
faciiity.

{a) Except for resident contracts, which must be
retained for § years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
departure from the facility.

{ry it resident records i for
facitities holding a limited mental heaith, extended
congregate care, or imited nursing services
ticense are provided in rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facifity
failed to obtain an accurate health assessment
for one out of eight sampled residents (# 3).

Findings included:
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Resident # 3's record review revealed that he was
prescribed 3 mg twice aday fora
diagnosis of . , Unspecified. The
health assessment completed on did
not mention that the resident had a
diagnosis.
On at 10:10 AM the Owner stated that
the resident was "limited mental health” and that
she would tell the doctor to do a new health
assessment.
Class i
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