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1. Be at least
communicable

individual who has

person is permitted.

medication.

A Re-Licensure Survey was conducted at East
Gables Retirement Center on . The
provider had deficiencies at the time of the

A Q07| 59A-36.008(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:

2. Be free from signs and symptoms of any

that is likely to be

transmitted to other residents or staff. An

) 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

5. Be capable of taking medication, by either
self-administration, assistance with
seif-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 will 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-in-fact.
b. The facility may accept a resident who requires
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Continued From page 1

the administration of medication if the facility
employs a nurse who wilt 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 health care practitioner, or a
mental health practitioner licensed under Chapter
490 or 491, F.S.

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

9. Not be bedridden, unless the resident is
receiving licensed hospice services pursuant to
Section 429.26(1)(c), F.S.:
10. Nothaveany  oré
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

(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
practitioner;

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
practitioner, the resident must be discharged
from the facility.

11. Residents admitted to standard, limited
nursing services, or limited mental heaith
ficensed facilities may not require any of the
following nursing services:
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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

c. Monitoring of gases,

d. Management of post-surgicat drainage tubes
and vacuum devices;

e. The administration of products in the
facility; or

f. 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 fisted
above, residents admitted to facilities holding only
standard and/or fimited mental health licenses
may not require any of the following nursing
services:
a. ,..and, .. . performed
in the facility;
b. .. performed in the facility.
13. Not require 24-hour nursing supervision,
unless the resident is receiving ficensed hospice
services pursuant to Section 429.26(1)(c), F.8.;
14. Not require skilled rehabilitative services as
described in Rule 59G-4.290, F.A.C.
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.;
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
not exceed the scope of the facility's license
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uniess specified elsewhere in this rule; and,
d. The ability of the facility to meet the uniform
fire safety standards for assisted living facllities
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

... 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) Not withstanding any other provisions of this
rule, an individual enrolled in and receiving
ficensed hospice services may be admitted to an
assisted living facility pursuant to Section
429.26(1)(d), F.S.
{e} Resident admission criteria for facilities
holding an extended congregate care ticense are
described in Rule 59A-36.021, FA.C.

This Statute or Rule Is not met as evidenced by:
Based o record review and interview the facility
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Continued From page 4

failed to follow the admission criteria for one out
of nine sampled residents (Resident# 1),

Findings included:

A review of residents records revealed that

Resident # 1 had been admitted to the facility on
and admitted to hospice on

with a diagnosis of

On at 11:35 AM Staff B stated that the
day the resident was admitted, she was able to
transfer and walked a few steps, but then refused
to walk and staff spoke to her nephew and next
day was admitted to hospice.

On at 11:40 AM the Administrator stated
that hospice had said that they could admit the
resident in her condition.

On at 1:27 PM a relative of Resident # 1
stated, "She has a very bad ,and t could
not take care of her at home and that is why she
is there. She could not walk.”

Class Il

59A-36.007(6) FAC Resident Care - Third Party
Services

{8) THIRD PARTY SERVICES.

(a) Nothing in this rule chapter is intended to
prohibit a resident or the resident's representative
from independently arranging, o, and
paying for services provided by a third party of the
resident’s choice, including a ficensed home
health agency or private nurse, or recelving
services through an out-patient clinic, provided
the resident meets the criteria for admission and
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Continued From page 5

continued residency and the resident complies
with the facility's policy relating to the delivery of
services in the facility by third parties. The
facility's policies must require the third party to
coordinate with the facility regarding the
resident's condition and the services being
provided.

{b) When residents require or arrange for
services from a third party provider, the facifity
administrator or designee must allow for the
receipt of those services, provided that the
resident meets the criteria for admission and
continued residency. The facility, when requested
by residents or representatives, must coordinate
with the provider to facilitate the receipt of care
and services provided to meet the |

resident's needs.

{c) The administrator or designee must ensure
that:

1. Care coordination includes documented
communications about the resident's condition
and response to treatment or services ordered by
the physician which may impact the resident's
appropriateness for continued residency in the
facitity;

2. Communications occur at least once every 30
days and whenever there is a significant change
in the resident's condition; and

3. If physician ordered treatments or services
occur less often than once a month,
communications must be conducted according to
the ordered treatment or service schedule and
whenever there is a significant change in the
resident’s condition.

4. When communication with the third party
provider is unsuccessful, at least two attempts at
communication on two separate days must be
documented. Documentation must include the
name of the person from the third party provider
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Continued From page 6

with whom contact was attempted, the method of
communication, and the date and time of the
atternpts. This documentation must be included
in the resident's record in accordance with the
timeframes in subparagraphs 59A-36.007(8)(c)2.
and 3.

{d) If residents accept assistance from the facility
in arranging and coordinating third party services,
the facifity's assistance does not represent a
guaraniee that third party services will be
received. If the facility's efforts to make
arrangements for third party services are
unsuccessful or declined by residents, the facility
must include documentation in the residents’
record explaining why its efforts were
unsuccessful. This documentation will serve to
demonstrate its compliance with this subsection.

This Statute or Rule Is not met as evidenced by:
Based on record review an interview the facility
failed to ensure that three out of nine sampled
residents (# 1, # 3 and # 4) had the current care
plan from hospice on fite.

Findings included:

Areview of the residents’ records revealed that
the most recent care plan on file for Residents #
1,# 3 and # 4 were dated

On at 1:55 PM the Administrator stated
that she would contact the hospice nurse to bring

the care plans.

Class Ili

59A-36.007(8) PHYSICAL

{8) PHYSICAL . Residents for
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Continued From page 7

whom a physician has prescribed a physical
must have a written care plan for the use

of the physicat . The care plan must be

developed within 14 days of the device being

prescribed, and prior to use on the resident.

(a} The care plan must specify:

1. The device prescribed for use;

2. The maximum amount of time the resident is

to have the applied each day; and,

3. In what manner and frequency staff wifl

monitor, observe, and report to the physician any

injuries, increase in agitation, signs and

symptoms of . or decline in mobility or

function refated to the use of the prescribed

{b} Facility staff must ensure that the device is
applied appropriately and safely.

(c} The resident's physician must review the
appropriateness of the continued use of the
physical annually, and documentation of
this review must be maintained in the resident's
record. If the resident's ability to independently
remove or avoid the device fluctuates, the device
must be considered a physical and all
requirements of this subsection apply.

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 nine sampled residents (# 2) had policies and
procedures and a care plan for the use of

Findings included:

During tour of the facility at approximately 8:43
AM observed Resident # 2 in bed with full side
raifs up.

Areview of Resident #2's record revealed a

A033
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Continued From page 8

prescription for fult side rails dated
Revealed there were no policies and procedures,
no consent and no care plan for the use of

. The Resident required total assistance
with activities of daily living.

On at 12:01 PM the Administrator stated
that the consultant had done it for everybody.

Class Il

59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
(a) Resident demographic data as follows:

1. Name,

2. .

3. Race,

4. Date of birth,

5. Place of birth, if known,

6. Social security number,

7. Medicaid and/or Medicare number, or name of
other health insurance '

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and telephone number of the
health care provider and case manager, if
applicable.

(b} A copy of the Resident Health Assessment
form, AHCA Form 1823 described in rule
59A-36.006, F.A.C.

{c} Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.
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{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to rule 59A-36.012,
F.A.C,, if applicable.
{e) The resident care record described in
paragraph 59A-36.007(1)(e), FAC.
H A record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their  ,  recorded
semi-annually.
{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 58A-36.006, FA.C., if
such consent is not included in the resident's
contract.
(h} For facilities that manage a pill crganizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to rule 59A-36.008, F.A.C.
{i) A copy of the resident’s contract with the
facitity, including any addendums to the contract
as described in rule 59A-36.018, F.A.C.
(j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in section 428.27, F.S,
{k} For any facility that maintains a separate trust
fund to receive funds or other property beionging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in section 429.27, F.S.
{I) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for
B (

). CF-ES 1006,

A162
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Continued From page 10

2005, which is hereby incorporated by reference
and available for review at:

http: w.firules.o asp?No
=Ref-04004. The absence of this form 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 Department of Children
and Families.

(m) Documentation of the ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.

{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in rule 59A-36.006,
F.AC.

(0) The resident's

Forrn 1886, if applicable.
{p} For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to the following at
the discretion of the facility:

1. Alog listing the names of residents
participating in this arrangement,

2. The resident demographic data required in this
paragraph,

3. The health assessment described in rule
59A-36.006, FAC.,

4. The resident's contract described in rule
59A-36.018, FA.C; and,

5. A heaith care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the
facility,

{q) Except for resident contracts, which must be

,DH
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Continued From page 11

retained for § years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
departure from the facility.

{ry it resident records for
facitities holding a limited mental heaith, extended
congregate care, or imited nursing services
ticense are provided in rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure that two out of nine sampled
residents had an accurate health assessment
after a significant change (Residents # 2 and # 3).

Findings included:

Areview of the residents’ records revealed that
Resident# 2 had a health assessment
completed on . had no Lo,
Nursing /Treatment/ ., Service requirement
was left blank, and the resident is on home health
for inis fon. He required assi

with self-administration of medications. He was
independent with eating and grooming, required
supervision with ambulation and transferring and
assistance with bathing, . and toileting.

On al 8:40 AM Staff C stated that the
hospice nurse came to give him the medications.

On at 11:00 AM the Administrator
stated that the resident required total assistance
with the activities of daily living and that the doctor
had not come yet to the facility.
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A review of the residents' records revealed that
Resident # 3's health assessment completed on
stated that she required assistance with
the activities of daily living and that her needs
could not be met at the Assisted Living Facility
andthatshehada ... pressure injury on the
On at 12:25 PM the Administrator stated
that Resident # 3 needed total care (could no
perform the activities of daily living on her own
and staff had to do them for the resident) and had
no . The Administrator further stated that
the Resident's needs were being met at the
facitity and that the documentation identifying her
as requiring assistance had been a mistake from
the hospice doctor.
Class Ili
AL241 420.075( ) 59A-36.020(2) FAC LMH - Records AlL241

88=D
429.075
{3) A facility that has a limited mental health
ticense must:
{a) Have a copy of each mental health resident's
community fiving support plan and the

. agreement with the mentat health
care services provider or provide written evidence
that a request for the community living support
plan and the agreement was sent fo
the Medicaid managed care plan 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
depariment that each mental health resident has
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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 living support plan
avaifable 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.

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

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

59A-36.020

(2) RECORDS.

{a) A facility with a limited mental heaith license
must maintain an up-fo-date admission and
discharge log containing the names and dates of
admission and discharge for all mentat 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
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mental health resident as defined in section
394.4574, F.8., 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-E£S 1006, . which is
hereby incorporated by reference and available
for review at:
hitp: w.firuies.o asp?No
=Ref-03988, that the resident is receiving $St or
SSDi due to a mental
b. Written verification prov;ded 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 Secunty

fon to provide such i or
¢. A written statement from the resident’s case
manager or other mentat 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
foliowing minimum criteria in making that
determination:
{1} The resident is eligible for, is receiving, or has
received mental health services within the last &
years, or
{It) The resident has been diagnosed as having a
severe or persistent mental
2. An appropriate placement assessmer\t
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, clinical social

AL241

AHCA Form 3
STATE FORM

20-0007

s

BHURT

f continuation sheet 15 of 19




Agency for Health Care

PRINTED. 06/24/2022

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11965104

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

05/09/2022

NAME OF PROVIDER OR SUPPLIER

EAST GABLES RETIREMENT CENTER

MIAMI, FL

33145

STREET ADDRESS, CITY, STATE, ZIP CODE
3590-92 SW 16 STREET

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

AL241

Continued From page 16

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.

1) G Alternate Care Certification for

{ ) form,

CF-ES Form 1006,
{1t) 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 to live in an assisted living facility, or
{1if) Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.

b. A mental heaith resident returning to a facility
from treatment in & 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 health 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 faciity administrator, prepare a plan within 30
days of the resident's admission to the facility or
within 30 days after receiving the appropriate
placement assessment in paragraph (2)(c),
whichever is 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
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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 heaith 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

. 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,

f. 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

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

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

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

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
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have legal authority to review the document.
4. N 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
aceessing 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
designee and the mentat 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 409.912, F.S.;
c. ., cover all mental health residents of the
facility who are clients of the same provider; and,
d. ., be included 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 facifity
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 on record review and interview the facifity
failed to ensure that one out of nine sampted
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residents (# 8) identified as a 'limited mental
heaith' resident had the community living support
plan and ; agreement updated every
year.
Findings included:
Areview of Resident # 8's record revealed that
she had a diagnosis of ,, . and
received . Community living support plan,
annual agreement and mental health
assessment had been signed on .
On at 1:03 PM the Administrator stated
that the updated plan had not been done.
Class Ili
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