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A 000 Initial Comments AD00

An unannounced Relicensure with Limited Mental
Health (LMH) survey, Generator Assesment, a
Focused Control survey, and Complaint
investigation (CCR #2020011452) were
conducted on through at
Windsor Court (License #5843). The facility had
deficiencies identified at the time of the visit.

A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care AD25
$8=D| . Supervision

429.26
{7} The facility shall 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
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity must notify the resident's representative or
designee of the need for health care services and
must assist in making .., for the
necessary care and services o treat the
condition. If the resident does not have a
representative or
designee or if the resident's representative or
designee cannot be located or is unresponsive,
the faciiity shall arrange with the appropriate
health care provider for 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,
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including the following:

(a} Monitoring of the quantity and quality of
resident diets in accordance with rule
59A-36.012, FAC.

{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, health 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.

This Statute or Rule Is not met as evidenced by:
Based on record review and interviews, the
facitity failed to ensure that the representative for
1 out of 2 sampled residents (Resident #15) was
notified of significant changes.

The findings included:

On at 10:00 AM, Resident #15's
representative stated during interview that she
had not been notified of any changes in the
resident’s condition or that the resident had been
to the hospital since admission to the facility in

A025
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During review of the resident’s record, it was
revealed that the resident had been sent to the
hospitai on . and had o the VA
hospital upon discharge on . Astaff
member at the ALF (assisted living facility)
documented that the hospital had provided
transportation for the resident's return to the
facitity on , but the resident did not enter
the building upon return, Law enforcement
focated the resident at the request of the facility
on . and returned the resident to the
ALF. Review of the police report revealed that
the resident’s representative had not been
notified of the resident missing from the hospital
since the resident had "no next of kin". Review of
the resident's file showed no documentation of
the resident’s representative being notified of the
resident’s transport to the hospital or of the
resident missing the following day. The record
documented on the resident's sheet that the
resident's representative was a family member
and noted the correct telephone number.

During interview with the facility's Assistant
Administrator on at 11:25 AM, she
stated that they were not aware that the resident
had a famity member who was interested in being
notified of the resident’s changes in condition.
The facility provided no additional information for
review at the time of the survey.

Class i

A052 429.256(. ) 59A-36.008(3) Medication -
$8=D| Assistance with Self-Admin

429.256
{3} Assistance with self-administration of

A025

A052
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medication includes:
(a) Taking the medication, in its previously
dispensed, properly labeled container, including
an syringe that is prefilled with the proper
dosage by a pharmacist and an .. thatis
prefilled by the manufacturer, from where it is
stored, and bringing it to the resident.
{b} In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container.
The resident may sign a written waiver to opt out
of being orally advised of the medication name
and dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident’'s medications or dosages change.
{c} Placing an oral dosage in the resident's
or placing the dosage in another container and
helping the resident by lifting the container to his
oF her .
{d) Applying .., medications.
(e} Returning the medication container to proper
storage.
{f} Keeping a record of when a resident receives
assistance with self-administration under this
section.
{g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and pouring the

i p dose of ication into
the dispensing cup of the .
{hyUsinga , to perform -
tevel checks.
(i) Assisting with putting on and taking off

stockings.
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{j) Assisting with applying and removing an

» but not with titrating the
prescribed . . settings.
{k} Assisting with the use of a continuous positive
airway pressure device but not with titrating the
prescribed setting of the device.
{) Assisting with measuring vitai signs.
{m) Assisting with , bags.
{4) Assistance with self-administration does not
include:
{a) Mixing, . > converting, or

. medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scered tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route,
{c} Administration of medications by way of a tube
inserted in a , of the body.
{d) Administration of , preparations.
(e} The use of irrigations or debriding agents
used in the treatment of a skin condition.
{f} Assisting with . ,or
preparations.
(g} Assisting with medications ordered by the
physiclan or heaith care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific
that preclude i judgment

on the part of the unlicensed person, and the
resident requesting the medication is aware of his
or her need for the
medication and understands the purpose for
taking the medication.
{h} Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or

A05B2
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discretion on the part of the unlicensed person.

(5) with the self-administration of
ication by an unli person as

in this section shall not be considered

administration as defined in s. 465.003.

59A-36.008

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.

(a) Any unlicensed person providing assistance
with seif-administration of medication must be

. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of rule 58A-36.011, FAC,, and
must be available to assist residents with
seif-administered medications in accordance with
procedures described in section 429.256, F.S.
and this rule.

{b} In addition to the specifications of section
429.256(3), F.S., assistance with
self-administration of medication includes, in the
presence of the resident, reading the medication
{abel aloud and verbally prompting a resident to
take medications as prescribed.

{c} In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.

{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.

(e} When a resident who receives assistance with
medication is away from the facility and from

A05B2
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facility staff, the following options are available to
enable the resident to take medication as
prescribed:
1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,
2. The medication container may be given to the
resident, a friend, or family member upon feaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or
4. icati may be ol j and
dispensed in an easier to use form, such as unit
dose packaging.
{f} Assistance with self-administration of
medication does not include the activities detailed
in section 429.256(4), .S
1. As used in section 429.256(4)(g), F.S., the
term "competent resident” means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.
2. As used in section 429.256(4)(h), F.S., the
terms “judgment” and “discretion” mean

preting vital signs and evaluating or
assessing a resident's condition.
{g) All trained staff must adhere to the facility's

control policy and procedures when

assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on cbservations, record review and

A05B2
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medication.

a At $:38 AM on

The findings included:

interviews, the facility failed to assist residents
with the self-administration of medication in
accordance with procedures described in Section
429.256, Florida Statutes (F.S.), for 3 out of 6
sampled residents observed receiving

. Staff B was observed

removing Resident #2's scheduled medications
from their previously dispensed containers into a
small plastic pill cup. She then returned the

to the locked

meds”.

containers to the

cart. She delivered the pilf cup to the resident in
her room and told the resident, "Here's your

b. At 9:47 AM, Staff B was observed to remove
Resident #3's scheduled medications from their
previously dispensed containers into a small
plastic pill cup; she then returned the medication
tocked medication cart. She
delivered the pill cup to the resident in her room
and told the resident, "Here's your meds”.
Review of Resident #3's health

she requires

with self-administration of medications.

For both observations, Staff B did not bring the
residents’ previously dispensed medication
containers to the resident and open, remove
medication from, and close the container. Staff B
also did not orally advise the residents of the
medication names and dosages. This was
discussed with the facility's Manager on

at 10:52 AM. This concern was further discussed
on at 11:47 AM with the Administrator,
He stated he may have signed waivers allowing
staff to not be required to orally advised residents
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of the medication name and dosage. At the time
of survey exit, no waivers or other information
was received related to these concerns.

¢ On at 9:20 AM, Resident #18 was
observed at the dining room table eating
breakfast with a paper cup with four (4) pills, a
plastic cup of clear liquid, and a paper cup of a
powdered substance on the table. During
interview with the resident at this ime, he stated
that these items were his morning medications
that he took after eating breakfast and that Staff
B had left them for him 1o take when he was
ready. He identified the medications as

{fiquid), and did not know what the pills or the
powder were called (name of medication).
Review of the resident's MOR
{Medication Observation Record) showed that the
resident was given {liquid),

. 1 pill), , (3 pilis}), and
Polysthylene . , .. (powder) by Staff 8 on this
date, as evidenced by her initals on the resident's
MOR for each of his 7:30 AM
medications. Staff B stated during interview at
this time that the resident's medication were "ok”
to be left on the dining room table during his
meal.

These findings were acknowledged by the
Administrator during interview on at
11:47 AM. The facility provided no additional
information for review at the time of the survey.

Class Il

AO77| 429176 FS; 429.52(  ),59A-36.01(1) FAC
$8=B| Staffing Standards - Administrators

429.176 Notice of change of administrator.-if,

A05B2

AOQ77
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during the period for which a ficense is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 80 days
that the new administrator meets educational

q nts and has the
core educational requirements under s. 429.52. A
facility may not be operated for more than 120
consecutive days without an administrator who
has completed the core educational
requirernents.

429.62
{4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Failure to do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in 5. 429.19.

ini: licensed in act with part Il
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.
{5} Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years,

59A-36.010

{1) ADMINISTRATORS. Every facility must be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facifity including the management of atl staff
and the provision of appropriate care to alt
residents as required by chapters 408, part I,
429, part |, F.S., and rule chapter 58A-35, FA.C,,
and this rule chapter.

{a) An administrator must:

1. Beatleast .

2. If employed on or after , .

AD077
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have, at a minimum, a high school diploma or
GED,;
3. Be in compliance with Level 2 background
screening requirements pursuant to sections
408.809 and 428.174, F.S;
4. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.A.C., no later than 90 days after
i ol as a facility in 8
Administrators who attended core fraining prior to
. , are not required to {ake the

competency test unless specified sisewhere in
this rule; and,
5. Satisfy the continuing education requirements.
pursuant to rute 59A-36.011, F.A.C.

ini who are not in compli; with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the depariment.
{b} In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraph (1){a)4. of this rule, to temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.A.C,; and,
2. Complete ail additional training requirements if
the facility maintains ficensure as an extended
congregate care or limited mental heaith facility.
{c} Administrators may supervise a maximum of
either three assisted fiving facilities or a group of
facilities on a single campus providing housing
and health care Administrators who supervise

AD077
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more than one facility must appoint in writing a
separate manager for each facility. However, an

ini supervising a i of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each
other, is only required to appoint two managers to
assist in the operation and maintenance of those
facilities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test
requirements, and continuing education
requirements as an administrator pursuant to
paragraph (1){a) of this rule. Managers who
attended the core training program prior to

. are not required to take the

competency test unless specified elsewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facility, except
as provided in paragraph (1)(c} of this rule, and
may not , serve as an administrator
of any other faciiity.
{e) Pursuant to section 429.176, F.S., faciiity
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator
form, AHCA Form 3180-1006, , which
is incorporated by reference and available online
at:
hitp:/iwww. firules.ol asp?No
=Ref-08393.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility's Administrator failed to maintain a
maximum of three (3) ALF's (assisted living
facitities) under his supervision.

The findings included:
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On , the Agency's website was reviewed
for the fist of facilities that the Administrator was
documented as the adrinistrator for. The
website shows a totai of four (4) ALF's that the
ini is regis as the inis or
for. This finding was brought to the
Administrator's attention on at 12:15
PM. The facility provided no additionat
information for review at the time of the survey.
Class
A081 429.52(1 & 7) FS; 58A-36.011( ) FAC Training A08t

$S=B| . Staff In-Service

429.52(1)
{1) Each new assisted living facility employee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facifity residents. Upon comptetion, the
employee and the administrator of the facllity
must sign a statement that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee's personnel record.

{7) Facility staff shall participate in in-service
training relevant to their job duties as specified by
agency rule of the agency. Topics covered during
the preservice orientation are not required to be
repeated during in-service training. A single
certificate of completion that covers all required
in-service training topics may be issued to a
participating staff member if the training is
provided in a single training course.
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59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours 1o ail new assisted
iving facility employees who have not previously
completed core training as detailed in subsection

{b} New staff must complete the preservice
orientation prior to interacting with residents.
{c} Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.
{d} In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:
1. Resident’s rights; and,
2. The facility's license type and services offered
by the facility.
(3) STAFF IN-SERVICE TRAINING. Facifity
administrators or managers shall provide or
arrange for the following in-service training to
facitity staff:
(a} Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its
control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1810.1030, relating to borne
. . . Mmay be used fo meet this
requirerment.
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{b} Staff who provide direct care to residents

must receive a minimum of 1 hour in-service

training within 30 days of employment that covers

the following subjects:

1. Reporting adverse incidents.

2. Facility emergency procedures including

chain-of-command and staff roles relating to

emergency evacuation.

{c} Staff who provide direct care fo residents, who

have not taken the core training program, shalt

receive a minimum of 1 hour in-service training

within 30 days of employment that covers the

following subjects:

1. Resident rights in an assisted living facility.

2. Recognizing and reporting resident N

negtect, and | . The facifity must use its
prevention policies and procedures when

offering this training.

{d) Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with rule 53A-8.0095,

F.A.C., must receive 3 hours of in-service training

within 30 days of employment that covers the

foliowing subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

fiving.

{e) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minimum of 1-hour-in-service training

within 30 days of employment in safe food

handfing practices.

{fy All facility staff shall receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty

{30) days of employment.

1. All facility staff shall be provided with a copy of

the facifity's resident elopement respense policies

and procedures.
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2. All facifity staff shalt demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule Is not met as evidenced by:
Based on record review and an interview, the
facitity failed to ensure 3 out of 3 sampled staff
(Staff C, F and G) had completed 2 hours of
Preservice Orientation with a certificate signed by
the Administrator and staff member prior to
interacting with residents.

The findings included:

Review of the personnel files for Staff C, Fand G
who work as caregivers for residents revealed no
certificate of a 2 hour Preservice orientation,
including training in Residents’ Rights and ALF
{assisted living facility) services, with certificates
signed by both the Administrator and the
employees.

a. Staff C-date of hire
b. Staff F-date of hire
¢. Staff G-date of hire
The documentation of this training for these staff
members was requested from the Manager

at 11:20 AM. The facility provided no
additional documentation of the required training
for review at the time of the survey.

Class

429.075(. ) 59A-36.020(2) FAC LMH - Records

429.075

A081
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{3) A facility that has a limited mental health
ficense must:
{a) Have a copy of each mental health resident's
community living support pian 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 .\ agreement was sent to
the Medicaid managed care plan or managing
entity under contract with the Department of
Children and Families within 72 hours after
admission. The support plan and the agreement
may be combined.
(b} Have documentation provided by the
department that each mental health resident has
been assessed and determined to be able to live
in the community in an assisted living facility that
has a limited mental health license or provide
written evidence that a request for documentation
was sent to the department within 72 hours after
admission.
(c) Make the community 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

AL241
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must maintain an up-fo-date admission and
discharge fog 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 mental
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 residentis a
mental health resident as defined in section
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
8801 due to a mentat s
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 Security
ini fon to provide such i fon, 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

AL241
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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 &
years, or
{It) The resident has been diagnosed as having a
severe or persistent mental N
2. An appropriate placement assessment
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
facility. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinical social
worker, |, nurse, or an individual
supervised by one of these professionals.
a. Any of the following documentation that
contains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, meets this
requirement:
{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 hospital or crisis stabilization
unit will not be considered a new admission and
will not require a new assessment. However, a
break in a resident's residency that requires the
facliiity to execute a new resident contract or
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admission agreement will be considered a new
admission and the resident's mental health 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 faciity administrator, prepare a plan within 30
days of the resident's admission to the facility or
within 30 days after receiving the appropriate
placement assessment in paragraph (2)(c),
whichever is later, that:
a. Includes the specific needs of the resident that
must be met in order to enable the resident to live
in the assisted living facility and the community,
b. Includes the clinical mental health services to
be provided by the mental heaith care provider to
help meet the resident's needs, and the
frequency and duration of such services,
¢. Includes any other services and activities to be
provided by or arranged for by the mental health
care provider or mental heaith 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

AL241
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resident, the resident's mentat 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 fo sign the plan,

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

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

- Must be available for inspection to those who
have legal authority to review the document.

. ., 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.
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5. Missing documentation will not be the basis for
administrative action against a facility if the facifity
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 record review and an interview, the
facitity faled to ensure a Community Living
Support Plan (CLSP) and ; Agreement
{ Ywere i on file, with d i
from the residents’ mental health provider dated
within 30 days of admission, indicating that the
resident is a fimited mental heaith {LMH) resident
as defined in 394.4574, F.S. (Florida Statutes). 2
out of 2 sampled residents (Residents #8 and #9)
did not have the required documentation on file.

The findings included:

On at 11:00 AM, the Administrator was
asked for the admission log showing which
residents were LMH residents. He presented a
fist of 3 residents but stated that he did not
believe these residents received " ",

e } payments any fonger.
During inquiry as to whether any residents
receiving SSDI (social security , income)
for a mental health primary diagnosis, and aiso
received " " payments, the Administrator
identified Residents #8 and #9 as LMH residents.
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Review of these residents’ files revealed no
documentation showing the following:

a. A statement on the Alternate Care Cerfification
(ACG) for _ N

form, CF-ES 1006

b. Written verification from the SSA (social
security administration) that the resident is
receiving SSI or SSDI for a mental B

c. A writlen statement from a mental health care
provider that the resident has a severe and
persistent mental . This could be in the
form of the ACC for form, a discharge
statement from a state mental hospital, or other
signed statement of the resident’s assessment for
placement in the ALF (assisted living facility).

Additionally, the CLSP/  was not available for
review for Resident #8. The last CLSP/ . for
Resident #9 was dated . more than a
year prior to this date.

During interview with the Administrator at 11:30
AM on . he acknowledged these
findings, and stated that he was unsure if the
residents identified as LMH residents received

payments, and were subsequently LMH
residents who required the aforementioned
documents. The facifity provided no additional
information at this time.

Class

AL243] 429.075(1) FS; 59A-36.011(9) FAC LMH ~
$8=D| Training

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

AL241
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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
heath 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 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 limited mental health facility, must

receive the following training:

1. Aminimum of 8 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
required for i and

managers pursuant to section 429.52(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,
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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
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 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,

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to ensure 2 out of 3 sampled staff
{Staff C and G) had completed eight (8} hours of
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training in Limited Mental Health (LMH) within six
(8) months of hire, as required for this facility that
maintains a LMH speciaity license.

The findings included:

On , the employee files for Staff C and G
were reviewed for training in LMH. The foflowing
was identified:

a. Staff C (date of hire ). No LMH training
completed

b. Staff G (date of hire }-No LMH training
completed

The Assistant Administrator was notified of these
findings on at 11:15 AM. She stated
that the trainer had not been to the facility since
the COVID restrictions were in place.
Online training provided by the Department of
Children and Families was mentioned by this
writer, The facility provided no additional
documentation for review at the time of the
survey.
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