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{A 000} Initial Comments

A revisit to Complaint investigation 2021007534
was conducted at St. Mary's Home on

The facility had an uncorrected deficiency at the
time of the survey.
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(1) POLICIES AND PROCEDURES.
{a) Each assisted living facility must have written
policies and procedures that explain its
implementation of state laws and rules relative to
) An
assisted living factlity may not require execution
ofa as a condition of admission or
treatment. The assisted tiving facility must
provide the following to each resident, or
resident’s representative, at the time of
admission:
1. Form SCHS- . “Heaith Care Advance
Directives - The Patient's Right to Decide,”

, or with a copy of some other substantially
simitar document, which incorporates information
regarding advance directives included in chapter
765, F.8. Form SCHS- is available from
the Agency for Health Care Administration, 2727
Mahan Drive, Mail Stop 34, Tallahassee, FL
32308 or the agency's website at:
hitp //ahca myflorida.com/MCHQ/Health_Facility_

1C_Advance_Directi ocs/adv_dir

.pdf; and,
2. DH Form 1896, Florida

Form, , 2004, which is hereby
incorporated by reference. This form may be
obtained by calfing the Department of Health's toll
free number 1(800)228-1911, extension 2780 or
online at:
hitp:/iwww. firules.o asp?No
=Ref-04005.
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{b} There must be documentation in the
resident’s record indicating whether a DH Form
1896 has been executed. If a DH Form 1896 has
been executed, a yeliow copy of that document
must be made a part of the resident's record. If
the assisted living facility does not receive a copy
of a resident’s executed DH Form 1896, the
assisted living facility must document in the
resident's record that it has requested a copy.
(c) The executed DH Form 1896 must be readily
available to medical staff in the event of an
emergency.
{2} LICENSE REVOCATION. An assisted living
facility's license is subject to revocation pursuant
to section 408.815, F.8., if, as a condition of
treatment or admission, the facility requires an
individual to execute or waive DH Form 1896.
(3} PROCEDURES. Pursuant to section
429.255, F.S., an assisted living facility must
honor a properly executed DH Form 1896 as
follows:
(a} In the event a resident experiences
staff trained in
}or a health care provider

present in the facility, may withhold

. . (

and )

{b} In the event a resident is receiving hospice
services and experiences or .

, facility staff must immediately comact
hospice staff. The hospice procedures take
precedence over those of the assisted living
facifity,

or

This Statute or Rule is not met as evidenced by:
DEFICIENCY REMAINED UNCORRECTED

Based on record reviews and interview, the
facitity fatled to have written policies and
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procedures that explained its implementation of
state laws and rules relative to

{ b

Findings:

Review of the facility's undated advance directive
policy revealed it did not explain the facility's
imptementation of state laws and rules relative to
such as procedures to address residents

who receive hospice services. The policy was
inconsistent regarding how the facility would
address ocourrences in which residents had a

and those in which the resident did not.
For example, the policy indicated that if a resident
did not have advance directives in place, life
saving measures, including . would be
performed. it also indicated if a resident had a

. would be withheld. And finally, it
indicated that would be performed on alf
residents.

AL11:20 a.m. on the administrator
confirmed the findings and was unable to provide
additional documentation.
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