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Initial Comments.

A biennial survey with limited mental health
services was done in conjunction with a complaint
survey (complaint numbers 2021001362,
2021002830 and 2021004276) at Haines Manor
Assisted Living Facility on and

. Haines Manor Assisted Living Facility
had deficient practice identified at the time of the
survey.

58A-36.006(1) FAC Admissions - Criteria

{1} ADMISSION CRITERIA.
(a} An individual must meet the following
minimumn criteria in order to be admitted to a
facitity holding a standard, limited nursing
services, or limited mental health license:
1.Beatleast .
2. Be free from signs and symptoms of any
communicable that is likely to be
transmitted to other residents or staff. An
individual who has .

may be admitted fo a facility,
provided that the individual would otherwise be
eligible for admission according to this rule.
3. Be able to perform the activities of daily living,
with supervision or assistance if necessary.
4. Be able to transfer, with assistance if
necessary. The assistance of more than one
person is permitted.
5. Be capable of taking medication, by either
self-administration, assistance with
seif-administration, or administration of
medication.
a. If the resident needs assistance with
self-administration of medication, the facility must
inform the resident of the professional
qualifications of facility staff who will be providing
this assistance. If unlicensed staff will be
providing assistance with self-administration of
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Continued From page 1

medication, the facility must obtain written
informed consent from the resident or the
resident’s surrogate, guardian, or attorney-in-fact.
b. The facility may accept a resident who requires
the administration of medication if the facility
employs a nurse who will provide this service or
the resident, or the resident's legal
representative, designee, surogate, guardian, or
attorney-in-fact, contracts with a third party
ficensed to provide this service to the resident.

6. Not have any special dietary needs that cannot
be met by the facility.

7. Not be a danger to self or others as
determined by a physician, or mental health
practitioner licensed under chapter 480 or 491,

8. Not require 24-hour licensed professional
mental health treatment.

9. Not be bedridden.

10. Nothaveany _ or4, LA
resident requiring care ofa ..

may be admitted provided that:

a. The resident either:

{1} Resides in a standard or fimited nursing
services licensed facility and contracts directly
with a licensed home health agency or a nurse to
provide care; or

{I1) Resides in a limited nursing services licensed
facitity and care is provided by the facitity
pursuant to a plan of care issued by a health care
provider;

b. The condition is documented in the resident's
record and admission and discharge logs; and,
¢. If the resident’s condition fails to improve within
30 days as documented by a health care
provider, the resident must be discharged from
the faciity.

11. Residents admitted to standard, limited
nursing services, or limited mental heaith
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Continued From page 2

ficensed facilities may not require any of the
following nursing services:

a. airway management of any kind,
except that of continuous positive airway
pressure may be provided through the use of a
CPAP or bipap machine;

b. Assistance with

©. Monitoring of gases,
d. Management of post-surgical drainage tubes
and vacuum devices;

e. The administration of products in the
facility; or

{. Treatment of surgical or .
unless the surgical or and the
underlying condition have been stabilized and a
plan of care has been developed. The plan of
care must be maintained in the resident’s record.
12. In addition to the nursing services listed
above, residents admitted to facilities holding only
standard and/or fimited mental health licenses
may not require any of the following nursing
services:

and performed

a. . ; .
in the facility;
b. .. performed in the facility.
13. Not require 24-hour nursing supervision.
14. Not require skilled rehabilitative services as
described in rule 59G-4.290, F.AC.
15. Be appropriate for admission to the facility as
determined by the facility administrator. The

ini must base the ination on:
a. An assessment of the strengths, needs, and
preferences of the individual;
b. The medical examination report required by
section 429.26, F.S., and subsection (2} of this
rule, if available;
c. The facility's admission policy and the services
the facility is prepared to provide or arrange in
order to meet resident needs. Such services may
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not exceed the scope of the facility's license
unless specified elsewhere in this rule; and,
d. The ability of the facility to meet the uniform
fire safety standards for assisted living facifities
established in rule chapter 69A-40, F.A.C.
(b) A resident who otherwise meets the
admission criteria for residency in a standard
ticensed facility, but who requires assistance with
the administration and regulation of portable

.. orassistance with routine care
of site .. placement, may be admitted
to a facility with a standard license as long as the
facitity has a nurse on staff or under contract to
provide the assistance or to provide training to
the resident on how to perform these functions
themselves.
{c} Nursing staff may not provide training to
unlicensed persons, as defined in section
429.256(1)(b), F.S., to perform skilled nursing
services, and may not delegate the nursing
services described in this section 1o certified
nursing assistants or unlicensed persons, This
provision does not restrict a resident or a
resident’s representative from L witha
ficensed third party to provide the assistance if
the facility is agreeable to such an arrangement
and the resident otherwise meets the criteria for
admission and continued residency in a facility
with a standard ficense.
(d) An individual enrolled in and receiving hospice
services may be admitted to an assisted living
facitity as long as the individual otherwise mests
resident admission criteria.
(e} Resident admission criteria for facilities
holding an extended congregate care ticense are
described in rule 59A-36.021, F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure appropriateness for admission to
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the facility by failing to assess the strengths,
needs and preferences prior to the admission of
17 of 17 residents sampled

(Residents

HT B A 14815 #16 #18,#19 420 #21,822 #23
24 #25#26 #27 and #28).

Findings Included:

Arecord review of the facility's admissions,
transfer and discharge log was conducted on

- Records showed from to

there were 15 residents (Residents

T HOH1L 14,815 #16,#18,#19,H20,#21,#22,#23
24 #26 #26 #27 and #28) admitted to the
facitity. The facility records did not show evidence
residents strengths, needs and preferences were
assessed prior to admissions to the facility.

On at 12:00 p.m. during an interview
with the Assistant Administrator, surveyor asked
the Assistant Administrator to explain the process
as to how the facility ensure that alf admissions
are appropriate for admissions to their Assisted
Living Facility. The Assistant Administrator
stated,” | can't say, | don't know much really.”
When asked if the residents that were admitied
form untit were deemed
appropriate prior to being admitted to the facility.
The Assistant Administrator, stated, "l don't know,
they just dropped them off to the facility, | think
someone do a in house assessment once they
arrived at the facility that's it."

A record review of the facility's admission and
discharge log conducted on . revealed
Resident #15 was adrmitted to the facility on

. However, a review of Resident #15's
fite did not show evidence of a fully executed
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Continued From page 5

Health Assessment (1823). Section D of the
1823 where the physician indicated if the
individual's need be met in an assisted living
facitity, which is not medical, nursing, or

s facility, sections was left blank. The
1823 was signed by the physician with an
examination dated of . Sections A, B,
Cand D are al left blank on 1823 health
assessment.

On at 12:10 p.m. during an interview
with the facility's Consultant, the Consultant
stated the following: all admits to facility come
through phone call or fax from the hospital or
nursing home. Cnce | get a phone call, { request
them to send the demographics, history and
physical, 1823 with cutrent medication list. Once |
get the paperwork, | study the case (read the
paperwork). The hospitals are allowing us to
come in and do a full assessment. There isn't
anything written down for the physical
assessment completed, | was aware that this
facility had two new admitied to the facility on
yesterday, | can't say they had an assessment or
not. | don't know what else to say, they should be

going out to see the residents prior to admissions.

Class Ili

429.26(. ) FS; 59A-36.006(2) FAC Admissions -
Health Assessment

429.26

{6) Each resident must have been examined by a
licensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
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Continued From page 6

the facility, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner ' s formoron a
form adopted by agency rule. The medical
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shall use the information
contained therein to assist in the determination of
the appropriateness of the resident ' s admission
to or continued residency in the facility. The
medical examination form may only be used o
record the practitioner * s direct observation of the
patient at the time of examination and must
include the patient ' s medical history. Such form
does not guarantee admission to, continued
residency in, or the delivery of services at the
facitity and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident " s admission to
or continued residency in the facility. The medical
examination form, reflecting the resident ' s
condition on the date the examination is
performed, becomes a permanent part of the
facitity * s record of the resident and must be
made available to the agency during inspection or
upon request. An assessment that has been
through the Comp! i

Assessment and Review for Long-Term Care
Services (CARES) Program fulfills the
requirements for a medical examination under
this subsection and s. 428.07(3)(b)6.
{6} Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical personnel within
30 days before placement in the facility. The

ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
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The completed form must accompany the
resident and be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the

ivi has been by a psychiatrist,
¢clinical psychologist, clinical social worker, or
L. nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitted to the facility.
An evaluation completed upon discharge from a
state mental hospital meets the requirements of
this ion retated to appropri for
placement as a mental health resident provided
that it was completed within 90 days prior to
admission to the facility. The Department of
Children and Families shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
her responsibifities under subsection (1). Further,
Department of Children and Families personnel
shail explain to the facility operator any special
needs of the resident and advise the operator
whom to call should problems arise. The
Department of Children and Families shail advise
and assist the facility administrator when the
special needs of residents who are recipients of
require such

assistance.

59A-36.008

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-fo- medical examination completed by a

health care provider as specified in either

paragraph (a) or {b} of this subsection.
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Continued From page 8

{a) A medical examination completed within 60
calendar days before the individual's admission to
a facility pursuant to section 429.26(4), F.S. The
examination must address the following:

1. The physical and mental status of the resident,
including the identification of any health-related
problems and functional limitations,

2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living,

3. Any nursing or .. services required by the
individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication,

6. Whether the individual has signs or symptoms
of ,

- B or any other
communicable , which are likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
provider, the individual's needs can be metin an
assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
provider. The medical examination may be
conducted by a health care provider licensed
under chapter 458, 459 or 464, F.S.

{b} A medical examination completed after the
resident's admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Heaith Assessment for Assisted
Living Faciliies, . which is
incorporated by reference and available online at:
hitp/iww firules.o ce.asp?No
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Continued From page 9

=Ref-09170. Faxed or efectronic copies of the
completed form are acceptable. The form must
be completed as instructed.

1. ltems on the form that have been omitted by
the health care provider during the examination
may be obtained by the facility either orally or in
writing from the heaith care provider.

2. Omitted information must be documented in
the resident’s record. Information received orally
must include the name of the health care
provider, the name of the facility staff recording
the information, and the date the information was
provided.

3. Electronic documentation may be used in
place of completing the section on AHCA Form
1823 referencing Services Offered or Arranged
by the Facility for the Resident. The electronic
documentation must include all of the elements
described in this section of AHCA Form 1823.
{c} Any information required by paragraph (a),
that is not contained in the medical examination
report conducted before the individual's
admission to the facility must be obtained by the
administrator using AHCA Form 1823 within 30
days after admission.

(d} Medical examinations of residents placed by
the department, by the Department of Children
and Famifies, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
{e) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
section 429.26, F.S. and this rule.

{f) Any orders issued by the health care provider
conducting the medical examination for
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medications, nursing, therapeutic diets, or other
services to be provided or supervised by the
facility may be attached to the heaith
assessment. A heaith care provider may attach a
DH Form 1896, Florida
Form, for residents who do not wish

. . to be administered
in the case of or . .
{g) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Familles pursuant to section 415.105 or
415.10561, F.S., is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facitity's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to maintain required health assessment
{1823)on file for 1(Resident #15) of 5 records
reviewed.

Findings included:

A record review of the facility's admission and
discharge log conducted on . revealed
Resident #15 was admitted to the facility on

. However, a review of Resident #15's
file did not show evidence of a fully executed
Health Assessment (1823). Section D of the
1823 where the physician indicated if the
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individual's need be met in an assisted living
facility, which is not medical, nursing, or

e facility, sections was left blank. The
1823 was signed by the physician with an
examination dated of . Sections A, B,
C and D are all left blank on 1823 health
assessment.

During an interview with the facility's Assistant
Administrator on at 1:09 p.m. The
Assistant Administrator confirmed all residents
should have a current 1823 located in their
medical records fite. However, she stated "I'm not
sure what happened to the resident's 1823 "l
know it should have been completed, butits is
not.™

Class Il

59A-36.010(2) FAC Staffing Standards - Staff

(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
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provider certifying that there is a shortage of
testing materials satisfies the annuatl
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 individ
must be immediately removed from duties until a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of itting a ¢

{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
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position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for alf staff.

{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 ensure that 1 or 4 staff (Staff B) were
free from communicable and

()
Findings include:

During a review of employee records conducted
on revealed that Staff B was hired on
, no documentation was provided to
ensure Staff B received the required annual
screening or received a statement
ensuring Staff B was free from communicable
{photo evidence taken).

During an interview conducted on at
1:03 pm with the Assistant Administrator she
stated Staff B has to gether  updated because
she does

Class Il

429.52(1 & 7) F8; 59A-36.011( ) FAC Training
- Staff In-Service

429.52(1)
{1)Each new assisted living faciity employee who
has not previously completed core training must
attend a preservice orientation provided by the
facitity before interacting with residents. The
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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 facility residents. Upon compietion, the
employee and the administrator of the facility
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 inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

(2) STAFF PRESERVICE ORIENTATION.

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

{b} New staff must complete the preservice
orientation prior o 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 facHiity administrator, the preservice
orientation must cover:

1. Resident's rights; and,

2. The facility's license type and services offered
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by the facility.
(3) STAFF IN-SERVICE TRAINING. Facility
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.
{b} Staff who provide direct care to residents
must receive a minfmum 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 to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
foliowing subjects:
1. Resident rights in an assisted living faclity.
2. Recognizing and reporting resident .
neglect, and . . The facility 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
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trained in accordance with rule 59A-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.

2. All facility staff shall 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 interview the facility
failed to ensure that 1 of 4 sampled staff (Staff B),
who performed direct care for residents, had all
their required training completed.

Findings Included:

Employee record review conducted on

revealed Staff B who has a hire date
of and is direct care staff, was
rissing documentation of the following required
training: Activities of Daily Living (ADL) and
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Behavior Needs Training. (Photo evidence
provided)
During an interview conducted on at
1:03 pm with the Assistant Administrator, she
stated she does not have the 3-hour ADL and
Behavioral Needs Training for Staff B.
Class i
A082| 59A-36.011(4) FAC Training -/ A082

8570
@

{ ). Pursuant to section
381.0035,F.8,, al! facility employees, with the
exception of employees subject to the
requirements of section 4566.033, F.S., must
complete a one-time education course on
and . including the topics prescribed in the
section 381.0035, F.S. New facility staff must

Documentatlon of compliance must be
in with ion (12),

this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure that 2 of 4 sampled staff (Staff A
and Staff C) had completed a one-time
education course on .
and acquired

. [ ), within 30 days of

employment.

Findings Included:

Employee record review conducted on
revealed Staff A who has a hire date

obtain the training within 30 days of employment.
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of and Staff C who has a hire date of
were missing documentation of
completing a one-time education course on
1

During an interview conducted on at
1:03 pm with the Assistant Administrator she
stated she does not have ! training for
staff Aand Staff C.

Class Il

58A-36.011(11) FAC Training -

an

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding

{b) Newly hired facility administrators, managers,

direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the faciiity's policy and procedures
regarding within 30 days after
employment.

{c} Training shall consist of the information
included in rule 59A-36.009, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facifity
failed to ensure that 1 of 4 sampled staff (Staff B)
failed to obtain the required

{ ) fraining.

Findings included:
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During a record review conducted on
Staff B, who has a hire date of , did
not have a certificate of completion for the
required 1-hour training.
During an interview conducted on at
1:03 PM with the Assistant Administrated she
stated she does not have the 1-hour
training for Staff B.
Class Il
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