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DEM Emerg Order 21-001 Visitation

To ensure the continued safety of individuals in
care, every facility shall, at a minimum, maintain
visitation and control policies in
accordance with all state and federal laws and
shail continue to monitor all Centers for Medicare
and Medicaid Services and Centers for

Control and Prevention guidance.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain , control policies and
procedures in accordance with all state
regulations.

Findings as follow:

Facifity record review showed the facility did not
have the COVID-19 or other control
policies and procedures available for review,

On at 1.20 PM PM the Administrator
acknowledged the facility did not have COVID-18
policies and procedures available for review,
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88=D

1. Be at least

communicable

medication.

A COVID-19 monitoring visit was conducted at
Angels Home INC ( The) on . The
facility had deficiencies at the time of the visit,

A007| 59A-36.006(1) FAC Admissions - Criteria

(1) ADMISSION CRITERIA.

{a) An individual must meet the following
minimum criteria in order to be admitted to a
fagility holding a standard, limited nursing
services, or limited mental health license:

2. Be free from signs and symptoms of any

that is likely to be

fransmitted to other residents or staff. An

individual who has .
may be admitted to 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

seff-administration, assistance with

self-administration, or administration of

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 wilt be
providing assistance with self-administration of
medication, the facility must obtain written
informed consent from the resident or the
resident’s surrogate, guardian, or attorney-i
b. The facility may accept a resident who requires
the administration of medication if the facility

-fact.
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Continued From page 1

employs a nurse who will provide this service or
the resident, or the resident's legal
representative, designee, surrogate, 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 seff 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. Not have any ord
resident requiring care ofa

may be admitted provided that:

a. The resident either:

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

{11 Resides in a limited nursing services licensed
facility and care is provided by the facility
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 & health care
provider, the resident must be discharged from
the faciiity.

11. Residents admitted to standard, limited
nursing services, or limited mental heaith
ticensed facilittes 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
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CPAP or bipap machine;

b. Assistance with o

¢. Monitoring of gases,

d. Management of post-surgical drainage tubes
and vacuum devices;
e. The administration of
facility; or

{. Treatment of surgical B
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:

products in the

or

a. , and, . performed
in the facility;
D. ., performed in the facility.
13. Not require 24-hour nursing supervision.
14. Not require skilled rehablilitative services as
described in rule 59G-4.290, FAC.
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 individuat;
. The medical examination report required by
section 429.26, F.S., and subsection (2) of this
rule, if available;
©. 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
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 facilities
established in rule chapter 69A-40, F.A.C.
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{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

or assistance with routine , care
of site . Pplacement, 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., fo perform skilled nursing
services, and may not delegate the nursing
services described in this section to certified
nursing assistants or unlicensed persons. This
provision does not restrict a resident or a
resident's representative from Lwitha
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 license.
{d) An individual enrolled in and receiving hospice
services may be admitted to an assisted living
facility as long as the individual otherwise meets
resident admission criteria.
{e) Resident admission criteria for facilities
holding an extended congregate care license are
described in rule 59A-36.021, F.AC.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to ensure that one out
of three sampled residents admitted under
hospice care met the admission criteria for an
assisted living facility for ( Resident #2).

Findings as follow:
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On at 11:55 AM observed Resident
#2 in her bed with , and was accompanied
by two nurses.

On at 12:05 PM Staff B stated
Resident #2 had been admitted on

from a local hospital bed bound and under
Hospice care.

On at 12:10 PM, the lead RN
{registered nurse) from Hospice who was taking
care of Resident #2 stated Resident had been
admitted to the facility from a local hospital 4 days
earlier, under Hospice care, bedbound, with a
and an -

measuring 3 for 2.5, shallow with slow tissue. RN
stated resident was placed under 24-hour crisis
care on due to her final life stage
condition.
Hospital discharge notes on showed
"Resident #2 had a diagnoses of rapid

s , left f
hypercalcemia, . Resident was
discharged to an Assisted Living facility with
special instructions including empirical
po {by ) with 500 mg, 1 tab daily
for 7 days. WC daily comfort measure for feft

under hospice care, "

On at 12.30 PM Staff B stated she
believed the facility could admit a bed bound
resident under hospice care.

Class Ili
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