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Initial Comments.

Unannounced Reficensure with Limited Mentat
Health (LMH), Focused Controt and
Generator surveys were

on at CARPS Assisted Living.

The facility had deficiencies identified related to
the Relit with LMH and t
Assessment surveys at the time of the visit.

4298.26( .)FS; 59A-36.006(4) FAC Admissions ~
Continued Residency

429.26
{1) The owner or administrator of a facility is

ible for i t ppropri
of admission of an individual to the facility and for

ing the i PProp! of
residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
in faw or rule related to admission criteria or
continued residency for the type of license held
by the facitity under this part. The following
criteria apply to the determination of
appropriateness for admission and continued
residency of an individual in a facility:
{a) A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.
{b} A facility may admit or retain a resident who
requires the use of assistive devices.
{c} A facility may admit or retain an individual
receiving hospice services if the arrangement is
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Continued From page 1

agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.

{d)1. Except for a resident who is recelving
hospice services as provided in paragraph (c), a
facitity may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, the
term "bedridden” means that a resident is
confined to a bed because of the inability to:

a. Move, turn, or reposition without total physical
assistance;

b. Transfer to a chair or wheeichair without fotat
physical assistance; or

c. Sit safely in a chair or wheelchair without
personal assistance or a physical .

2. Aresident may continue to reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days,

3. If a facility is licensed to provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days.
{2) A resident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident ' s representative or designee or the
resident ' s family, guardian, surrogate, or
attorney in fact. In the case of & resident who has
been placed by the department or the
Department of Children and Families, the
administrator must notify the appropriate contact
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Continued From page 2

person in the applicable department.

3HA ici ician assistant, or

practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facitity must be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a o~
medical examination by a health care provider at
ieast every 3 years after the initial assessment, or
after a significant change, whichever comes first.
A significant change is defined in rule
59A-36.002, F.A.C. The results of the
examination must be recorded on AHCA Form
1823, which is incorporated by reference in
paragraph (2)(b) of this rule and must be
in with that 3

Exceptions to the requirement to meet the criteria
for continued residency are:
(8) The resident may be bedridden for no more
than 7 consecutive days.
{b} A resident requiring care of a

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care provider,
2. The condition is documented in the resident's
record; and,
3. If the resident's condition fails to improve within
30 days, as documented by a health care
provider, the resident must be discharged from
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Continued From page 3

the facility.

©A , ilt resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
faciiity, develops and implements a
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident’s file.

{d) The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at all times.
{e} A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's ficense.

{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ticense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or training.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in rule 59A-36.021, FAC.

This Statute or Rule is not met as evidenced by:
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Based on observation, interview and record
review, the facility failed to ensure that a to
examination was conducted every 3 years to
determine the continued residency, for 1 out of 4
sampled resident records reviewed (Resident#12)
The Findings Included:
A request was made to the Administrator to
review the file of Resident #12. Review of
Resident #12's records revealed admission date
of and a Resident Health Assessment
Form {AHCA form 1823 ) completed on
. Further review failed fo reveal any
current assessments since
Class Ill
A 032 59A-36.007(8) FAC Resident Care - Elopement A032

Standards

59A-36.007

(8) ELOPEMENT STANDARDS,

{a) Resk at Risk for .

All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a faility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to section 415.105 or
415.1051, F.8., is exempt from this requirement
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Continued From page 5

for up to 30 days.
1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 89A-36.011(10)(a) or (c),
F.A.C., must be generally aware of the location of
alt residents assessed at high risk for elopement
at all times.
2. The facility must have a photo identification of
at risk residents on file that is accessible to alt
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being

at risk for it o
admission, The photo identification may be
provided by the facility, the resident, or the
resident’s representative.
{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. Ata
minimum, the policies and procedures must
provide for:
1. Animmediate search of the facility and
premises,
2. The identification of staff responsible for

each part of the

response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,
4. The continued care of all residents within the
facility in the event of an elopement.
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{c} Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to sections 429.41(1)(a)3. and
429.41(1)(1), £.S.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to conduct & minimum of two resident
elopement drilis per year, as required.

The findings included:

On at 10:05 AM, a request was made
for the elopement dritls for 2019 and 2020 from
the Administrator. During that ime, the
Administrator stated, he could not find any
documentation for drills completed for 2019 and
2020. He confirmed that the facifity had not
completed any drills.

Class Il

A181| 429.275(2) FS; 59A-36.015(2) FAC Records -
Staff

429.275

{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
applicable, documentation of compliance with all
training requirerments of this part or applicable
rule, and a copy of alf licenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015

A032

A181
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Continued From page 7

{2) STAFF RECORDS.
(a) Personnel records for each staff member
rust contain, at a minimum, a copy of the
~ ication, 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 all staff
training and continuing education required by rule
59A-36.011, FAC,,
2. Copies of all licenses or certifications for ait
staff providing services that require licensing or
certification,
3. Documentation of compliance with levet 2
background screening for alf 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 efopement
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

.. o 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, FA.C.
{c} The facility must maintain the written work
schedutes and staff time sheets for the most
current 8 months as required by rute 59A-36.010,
FAC,

A8t
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Continued From page 8

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to maintain personnel records for each staff
members, for 1 out of ¢ sampled staff files
reviewed {Staff B).

The Findings Included:

Upon approval, Staff B was observed walking
around the property and had direct access to
each resident's room and personal belongings.
During an interview with Staff B at 9:15 AM on

, she stated that she was housekeeping
and responsible for laundry. During a further
interview with Staff B on at
approximately 12:30 PM, she stated that she also
provides medication assistance to the residents,
assists with the residents and prepares meals for
the residents in the facility.

Upon request of Staff B's file from the

, he stated she is ing and
doesn't have a file. The findings from the
interview with Staff B were discussed with the
Administrator, in which he was informed that due
to the duties of Staff B | she is acting in the role of
a Direct Care staff member/Med-tech. Therefore,
the surveyor was unable to verify the required
trainings for Staff B. The following iterns were
noted not available for review for Staff B.

. Job Application

Job References

2- hour Preservice Orientation
Proof of freedom of Communicable
1- hour Elopement Training

1 - hour Reporting Major incidents
. 1- hour Incident Training

NO RN

A8t
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AL241)

Continued From page 9

8. 3-hour Resident Rights training

9. 1- hour Nutritional Food Safety Handling
training

10. 7 Training

1. 1 -hour Training

Classll

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

428.075
{3) A facility that has a limited mental health
ficense must:
(a} Have a copy of each mental health resident's
community fiving support plan 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 pian 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 heaith license or provide
written evidence that a request for documentation
was sent 1o the department within 72 hours after
admission.
{c} Make the community living support ptan
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.

A8t
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Continued From page 10

{d) Assist the mental health resident in carrying
out the activities identified in the resident's
community living support plan.

{4) Afacility that has a limited mental health
ficense may enter into a . agreement
with a private mental health provider. For
purposes of the limited mental health license, the
private mental health provider may act as the
case manager.

59A-36.020

(2) RECORDS.

{a) A facility with a fimited mental health license
must maintain an up-to-date admission and
discharge log containing the names and dates of
admission and discharge for all mental 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.S., and that the resident is receiving
soclal 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: w.firuies.o asp?No

AL241
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Continued From page 11

=Ref-030988, that the resident is receiving $Si or
88Dt due to a mental .

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
Administration to provide such information, or

c. Awritten statement from the resident's case
manager or other mental health care provider that
the resident is an adult with severe and persistent
mental . The case manager or other
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 5
years, or

{i1} The resident has been diagnosed as having a
severe or persistent mental

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, clinicat social
worker, .., nurse, or an individual
supervised by one of these professionals.

a. Any of the following docurmentation 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.

1) G Alternate Care Certification for

{ ) form,

CF-ES Form 1006,
{1t) Discharge Statement from a state mental
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hospital completed no more than 90 days before
admission to the assisted living facility provided it
contains a statement that the individual is
appropriate 1o live in an assisted living facility, or
{iil) 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
facitity to execute a new resident contract or
admission agreement will be considered a new
admission and the resident’s mental heaith 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 facifity administrator, prepare a plan within 30
days of the resident's admission fo the facility or
within 30 days after receiving the appropriate
placement assessment in paragraph {2)(c),
whichever s 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 health 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 health 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
facilitate and assist the resident in attending

and arranging transportation to
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Continued From page 13

e 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 list of factors pertinent to the care,
safety, and welfare of the mentatl health resident
and a description of the signs and symptoms

. 1o the resident that indicate the
immediate need for professional mental health
services,

g. Is in writing and signed by the mental health
resident, the resident's mental 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 mentat health case
manager must add a statement that the resident
was asked but refused to sign the plan,

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

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

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

. , Agreement. The mental health
care provider for each mental heaith resident and
the facifity 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 ptacement

hichever is later. The
a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental health resident. The provider must
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furnish the resident and the facility with the
provider's 24-hour emergency crisis telephone
number;

b. Must be signed by the administrator or
designes 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.;

¢, cover all mental health residents of the
facility who are clients of the same provider; and,
d. , beincluded in the Community Living
Support Plan described in subparagraph (2)(c)3.
5. Missing documentation 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 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 record review and interview, the facility
failed to update the Community Living Support
Plan (CLSP} , for 1 out of 13 limited mental health
residents { Resident #1-#12 & 14)

The Finding Included:

During an interview with the Administrator on

at 10:30 AM, the census for the Limited
Mental Health (LMH) Residents were requested.
According to the Administrator, he has 13 LMH
residents. Upon request of the Community Living
Support Plan for the 13 residents, it was revealed
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Continued From page 16

that none of the plans had been updated within
the required year. Review of the files of Residen
#1-#12 and #14, it was noted none of the files
had current CLSPs.

During an interview with the Administrator on
at 1:20PM, he acknowledged the
findings and provided no further documentation.

Class Il

435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12 Care Provider Background Screening
Clearinghouse.-

{2){o} Until such time as the | are
enrolled in the national retained print

notification program at the Federal Bureau of
Investigation, an employee with a break in service
of more than 90 days from a position that
requires screening by a specified agency must
submit to a national screening if the person
returns to a position that requires screening by a
specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of ail employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.
{d) An employer must register with and initiate all
criminaf history checks through the clearinghouse
before referring an employee or potential
employee for electronic |, | submission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
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Continued From page 16

security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain the employment status of ail
employees within the Agency for Health Care
Administration (AHCA) background screening
clearinghouse and any changes in status must be
reported within 10 business days for 3 out of 9
sampled staff, (Staff B, Hand 1) .

The findings included:

On at 10:05 am, the AHCA
background screening clearing house was
reviewed and compared with the staffing
scheduled (created at the time of the survey by
the Administrative Assistant), revealed
discrepancies. it was noted that the following
employees who have direct contact with the
residents and/or access to their personal
belongings was not listed on the clearing house
roster.

1) Staff B {Housekeeping/Med-Tech) who stated
she helps with care, cooks and clean was not on
background screening rooster.

2) Staff H {Maintenance Person), who has access
to residents’ living quarters and/or personal
belongings was not on the background screening
raoster.

3) Staff | {Security Person) who has contact with
residents was not on background screening
roster,

During an interview with the Administrator on
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Continued From page 17

at 1:30 PM, he stated he was not aware
of these individuals were required to be listed on
the roster. He also confirmed alf had been
employed more than 30 days.

408.821 FS Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.-
{1) Alicensee required by authorizing statutes
and agency rule to have a comprehensive

plan must i a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shaif
submit its comprehensive emergency
management plan to the local emergency
management agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.
{b} Submit the pian annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
{c) Submit necessary plan revisions within 30
days after notification that plan revisions are
required,
{d) Notify the agency within 30 days after
approval of its plan by the local emergency
management agency, county health department,
or Department of Health,
{2) An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

compi plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to alt clients. in
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Continued From page 18

addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the
receiving and sending providers.

{3)a} An inactive license may be issued to a
ficensee subject fo this section when the provider
is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

1. Suffered damage to its operation during the
state of emergency.

2. Is currently licensed.

3. Does not have a provisional license.

4. Will be temporarily unable to provide services
but is reasonably expected to resume services
within 12 months.

(b} An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
demonstration to the agency of progress toward
reopening, A request by a licensee for an inactive
ficense or to extend the previously approved
inactive period must be submitted in writing to the
agency, accompanied by written justification for
the inactive ficense, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers
and appropriate licensure fees. Upon agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations, The end
of the inactive period shall become the license
expiration date, and all licensure fees must be
current, must be paid in full, and may be
prorated, Reactivation of an inactive license
requires the prior approval by the agency of a
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renewal application, including payment of
ficensure fees and agency inspections indicating
compliance with all requirements of this part and
applicable rules and statutes.

(4} ... Licensees providing residential or inpatient
services must utilize an online database
approved by the agency to report information to
the agency regarding the provider's emergency
status, planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure that the Comprehensive
Emergency Management Plan {CEMP) was up to
date.

The Findings Included:

On , at 9:30AM the most recent CEMP
was requested from the Administrator. On

at 10:00AM, the Administrator
provided a CEMP with approval date of

. Atthis time, the Administrator was
asked if the 2020 CEMP was submitted for the
year 2020 for review. He stated the 2020 CEMP
had not been submitted for approval, He stated
that he was working on the submission of the
report.
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