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Initial Comments.

An unannounced revisit for a re-licensure survey
originally conducted on . was conducted
at La Grande Belle Assisted Living Facility on

. At the time of survey deficient practice
was identified.

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 § months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
pasis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
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 i , such individ:
must be immediately removed from duties untif a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable
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Continued From page 1

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and experit
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All 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.AC.
{d) An assisted living facility Lo
provide setvices 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 wifl 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
position and provide a copy of the job description
to each staff member; and,
2. Maintain time sheets for all 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 of 5 employees submitted

documentation of a negative

examination on an annual basis. (Administrator)

{A078)
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Continued From page 2

A record review was conducted of the
Administrator's personnel file which revealed a

test obtained on however the area to
identify the test result was left blank. There was
no documentation to show that the Administrator
had returned to have his  testread.

On at approximately 2:53 PM, a
telephone interview was conducted with the
Administrator who reported that he could not
explain why he did not return to have the test
read indicating negative or positive result.

Class Il

59A-36.011(6) FAC 429.52(8), FS Training -
Assis Self-Admin Meds & Med Mgmt

59A-36.011
(6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
adminisration o fcations a8 ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 428.52(6), F.S.,
prior to assuming this responsibility. Courses
provided in fulfiiment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requirements with respect to the supervision,
inistration, and
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of

of
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Continued From page 3

taking icati as p ibed; re ition of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shalt
include i of proper techniques,
including techniques for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

{b} The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate fo a trainee who demonstrates,
in person and both physically and verbally, the
ability to:

1. Read and understand a prescription label;

2. Provide assistance with self-administration in
accordance with section 429.256, F.S., and rule
59A-36.008, F.A.C., including:

a. Assist with oral dosage forms, .., dosage
forms, and |, . \ and

dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

¢. Recognize the need to obtain clarification of an
"as needed" prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
of such orders;

e. Complete a medication observation record;

f. Retrieve and store medication;

g. Recognize the generaf signs of adverse
reactions to medications and report such
reactions;

h. Assist residents with syringes that are

{A084}
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prefilled with the proper dosage by a pharmacist
and . that are prefilled by the
by taking the ication, in its

previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i Assist with B
jUsea, to perform
testing;
k. Assist residents with
and continuous positive airway pressure {CPAP)
devices, excluding the titration of the
fevels;
1. Apply and remove stockings and
hoslery;
m. Placement and removal of . bags,
excluding the removal of the - or
manipulation of the site; and,
n. Measurement of , s rate,
temperature, and | . rate.
{c} Unlicensed persons, as defined in section
429.256(1)(b}), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing
i with self-admini; d i

and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided ontine.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
seif-administration of medication and have

4 hours of
with self-administration of medication training
must complete an additionat 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (8)(b)2.h.-n. of this section,
before assisting with the self-administration of

AHCA Form 3020-0001
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Continued From page 5

medication procedures listed in
sub-subparagraphs (8)(b)2.h.-n.

429.52

{6) Staff assisting with the self-administration of
medications under s, 429.256 must complete a
minimurm of 6 additional hours of training
provided by a registered nurse or a ficensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule Is not met as evidenced by:

Based on record review and interview the facility

failed to provide documentation that 1 of 5

employees received six-hour training and

two-hour annual update in assistance with the
inistration of medication

{Administrator).
The findings included:

Areview was conducted of the Medication
Administration Record (MAR) which revealed that
the Administrator had assisted residents with
medications for the folfowing residents on the
following dates:

Resident #1: For the month of . , the
ini had conducted assi with
seif-administration medicationon .., ..,
, and

Resident #2: For the month of . . the
ini had i with
self-administration medicationon .,
s and

{A084}
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Continued From page 6

Resident #3: For the month of
ini had
self-administration medicationon .., .., .,
. and

Resident #4: For the month of .

had
self-administration medicatonon  ,  , |
s and

On at approximately 2:56 PM, a
telephone interview was conducted with the
Administrator, who reported that he had taken the
six-hour training and the updates, and that the
documentation was in his personnel file. The
personnel files were reviewed with employee B,
care giver and employee C, care giver, who were
unable to find documentation for attendance of
the Administrator for the required training. The
Administrator coutd not explain the fack of
documentation nor produce evidence of attending
the trainings.

Class i

428.075(. ) 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

{A084}
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Continued From page 7

Children and Families within 72 hours after
admission, The support plan and the agreement
may be combined.

{b} Have documentation provided by the
depariment 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 surregate,
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) 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,

{AL241)
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Continued From page 8

F.AC.

{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
social security , or supplemental security
income and as
follows:

a. An affirmative statement on the Alternate Care
Certification for .

{ ) form, CF-E£S 1006, . which is
hereby incorperated by reference and available
for review at:

hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-03988, that the resident is receiving St or
SS8Dt 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

{AL241)
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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 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:
{1y C Alternate Care Certification for

( ) form,

CF-ES Form 1006,

{11y Discharge Statement from a state mental
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),

{AL241)
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Continued From page 10

whichever is fater, 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 dlinical 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,

c. Includes any other services and activities to be
orovided by or arranged for by the mental health
care provider or mental heatth 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

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 mental 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,

{AL241)
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Continued From page 11

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.

5 . 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

i is later. The
a. Provides procedures and directions for
accessing emergency and after-hours 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
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 faclility 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

{AL241)
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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 interview the facility
failed upon revisit to maintain their Limited Mental
Health (LMH) records to ensure required
documentation pursuant to 429.075, 59A-36.020,
and 59A-36.011, F.A.C. was available for review
by the State Agency for 2 of 2 LMH residents, (#2
and #4).

The findings include:

On at approximately 3:00 PM, an
interview was conducted with Staff Member B,
care giver, during which she was asked to
provide an updated Limited Mental Health (LMH)
. Agreement along with updated LMH
Community Support Plans and records for
residents receiving these services at the facility.
She explained that she was not sure who was
receiving LMH services and suggested the
surveyors review the admission and discharge
fog in the survey binder. The fog was reviewed
during the interview and indicated that Resident
#2 and Resident #4 were receiving LMH services.
Amedical record review was condusted for
Resident #2 and Resident #4 with the assistance
of Staff Member B. A Community Support Plan
was not located for Resident #2. A Community
Support Plan dated was located for
Resident #4. Staff Member B was unable to
provide an updated Community Support Plan for
efther resident. Additionally, there was no current
documentation from a mental health care
provider located in the records of Resident #2 or
Resident #4, Staff Member B explained that the
Facility Administrator was out of town and would
need fo be telephoned for further information.
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On at approximately 3:30 PM, a
telephone interview was conducted with the
Administrator who was asked if he had updated

. Agreement and Community Support
Pians for Resident #2 and Resident #4. He
stated, "} took mental health off my license going
forward.” The surveyor explained that Resident
#2 and Resident #4 were currently living in the
facility and requested updated documentation or
health assessments that indicated that these
residents no longer required LMH services. The
surveyor further explained that if one or more
residents require LMH services then the specialty
ficense was still required. The Fagility
Administrator replied: ™ | thought it was two. | take
your word for it. So No, | do not have it."

After survey exit on at 1:29 PM, an
email was received from the Assisted Living
Facilities Unit which stated that the unit had no
record of the facility requesting the removal of
their LMH speciality license.

Class i

408.809(2) 435.05(2) 59A-35.090(2d-3b)
Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-

(2} Every 5 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
packground screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the

{AL241)
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agency shall request the Department of Law
Enforcement to forward the person's |,
to the Federal Bureau of Investigation for a
national criminal history record check unless the
person's ., are enrolied in the Federal
Bureau of Investigation's national retained print

notification program. Ifthe | of
such a person are not retained by the
Department of Law Enforcement under s.
943.05(2)(g) and (h}, the person must submit

. electronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the to the Federal Bureau of
Investigation for a national criminal history record
check. The |, shall be retained by the
Department of Law Enforcement under s.
943.05(2)(g) and (h) and ensolled in the national
retained print natification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal history records checks
required by level 2 screening may be borne by
the ficensee or the person . The
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or
professional ficensure requirements of the
Department of Financial Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 651,
provided that:
{a) The screening standards and disqualifying
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;
(b) The person subject to screening has not had
a break in service from a position that requires

{cz816}
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fevel 2 screening for more than 90 days; and

{c) Such proof is accompanied, under penalty of
perjury, by an attestation of compliance with
chapter 435 and this section using forms
provided by the agency.

435.05 Requirements for covered employees and
employers.-Except as otherwise provided by law,
the following requirements apply to covered
employees and employers:

{2) Every employee must attest, subject to
penalty of perjury, to mesting the requirements
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.

59A-35.090 Background Screening.
{2) Processing Screening Requests, Required
Documents and Fees.
(d) An ion of Compliance with
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by
reference, available at
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-08106, and available from the Agency for
Health Care Administration at:
hitp:/fahca.myflorida.com/MCHQ/Central_Service
d_ i ions_Forms.sht
mi, This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from & pesition that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
disqualifying offense.
(e} An administrator or chief financial officer must
be screened and qualified priorto | 1
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the position.

(3) Results of Screening and Notification.

{a) Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is located at:
apps.ahca.myflorida.com/SingleSignOnPortal.
{b) If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unclaimed, a copy of the letter will be sent by
regular mail. Pursuant to Section 435.05(1)(d),
F.S., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with Section
435.06(3), F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure that a signed attestation of
compliance with background screening was filed
and maintai in2of5 'S p

records.

The findings included:

Areview was conducted of the personnel files for
employee B, a care giver with a date of hire of
and employee C, a care giver with a date
of hire of . The review revealed that both
0l had blank ion of i
with background screening forms in their
personnel files. The forms were blank, no

{cz816}
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On at approximately 3:09 PM, an

interview was conducted with the Administrator

who reported that he did follow up with employee

B and C to have both sign their forms.

Unclassified
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