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Initial Comments.

A blennial re-licensure survey was conducted at
Calvinelle South Assited Living Facility on

. Deficiencies were identified at the
time of the survey.

58A-36.007(2) FAC Resident Care - Social &
Leisure Activities

(2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in
social, recreational, educationat and other
activities within the facility and the community.
(8) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident's needs, abilities, and interests.
(b} The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facitity must demonstrate residents' participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facitity,

{c) Scheduled activiies must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the
television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose to attend day
programs conducted at adult day care centers,
senior centers, mental heaith centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in common areas where residents
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normally congregate.

(d) If residents assist in planning a special activity
such as an outing, seasonat festivity, or an
excursion, up to 3 hours may be counted toward
the required activity time.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview, the facility
failed provide an ongoing activity program that
must be available at feast 6 days a week for a
total of not less than 12 hours per week.

Finding include:

Areview of the facility Activity

Schedule on . it showed that the day's

activities included the Board Game 1 hour from
PM or Community Meeting from PM.

In an interview on at4:10 PM,
Resident #2 stated that there were no activities. |
watch television. The staff does not encourage us
to do activities.

(r an interview with Resident #3 on at
4:14 PM, Resident #3 stated that we do not do
any activities.

In an interview with Resident #4 on at
4:29 PM, Resident #4 stated that there are no
activities.

(n an interview with the Administrator on

at 4:45 PM, the Administrator
acknowledged that no activities were conducted
in the facility.
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{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommedate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
focked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b} Both prescription and over-the-counter
medications for residents must be centrally stored

1. The facility administers the medication;

2. The resident requests central storage. The
facitity must maintain a list of all medications
being stored pursuant to such a request;

and do d

by the heaith care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

8. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.006, F.AC.

(c) Centrally stored medications must be:

1. Kept in & locked cabinet; locked cart; or other
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locked storage receplacle, room, or area at all
times;
2. Located in an area free of dampness and
abnormat . except that a i
requiring refri ion must be kept refrig

Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;

3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of ication, or inisteri ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all imes; and,

4. Kept separately from the medications of other
residents and properly closed or sealed.

{d} Medication that has been discontinued but
has not expired must be returned fo the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's heaith care provider.
{e) When a resident's stay in the facility has
ended, the administrator must return all
medications to the resident, the resident’s family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).

i3 ions that have been or
have expired must be disposed of within 30 days
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of being determined abandoned or expired and

the disposal must be documented in the

resident’s record. The medication may be taken

to a pharmacist for disposal or may be destroyed

by the administrator or designee with one

witness.

{g) Facilities that hold a Special-ALF permit

‘ssued by the Board of Pharmacy may re(urn
drugs to the di

pharmacy pursuant to Rule 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to secure prescription medication in the
medication cabinet.

Finding include:

At 10:30 AM on , during a tour of the
faclmy, |t was observed that there were two

lying inthe
kitchen area. Both bags contained | .
medications.

Ir an interview with Staff B on at
10:39 AM, Staff B stated, "the nurse just gave the
medications”.

Class i

A 152 59A-36.014(3) FAC Physical Plant - Safe Living
$8=£ | Environ/Other

(3) OTHER REQUIREMENTS.
{a) All facilities must:

1. Provide a safe living environment pursuant to
section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

ADBS
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mechanical, electrical and structural systems,

and appurtenances are maintained in good

waorking order.

{b} Pursuant to section 428.27, F.S,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or steeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

tess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
to ensure easy access by the resident,

2. Acloset or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or ficor

famp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facifities must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that all existing architectural,
mechanical, electrical, structural systems, and
appurtenances are maintained in good working
order. The facility also failed to provide required
furnishings in a resident room.
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Finding include:

At 10:30 AM on , during a tour of the

facility, it was observed the following:

1. Resident - missing a bedside lamp or

floor lamp.

2. Resident ~ the closet door was

broken.

3. Front entrance patio- the patio chairs

cushions were forn.

In an interview with the Administrator on

at 11:30 AM, the administrator agreed
that one room was missing the beside lamp.
Class Ili
A 160 59A-36.015(1) FAC Records - Facility A160

§8=D
The facility must maintain required records in a
manner that makes such records readily available
at the ficensee's physical address for review by a
tegally authorized entity. if records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily available" means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1} FACILITY RECORDS. Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
{b} An up-to-date admission and discharge fog
fisting the names of all residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
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applicable, a notation indicating that the resident
was admitted witha | s and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to rule 59A-36.018,
F.A.C. If the resident dies while in the care of the
facitity, the log must indicate the date of

{c} Aleg listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

(e} The facility's liability insurance policy required
in rule 59A-36.013, FAC.

{f} For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
rule 59A-36.013, FA.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in rute 59A-36.006, F.A.C.
() If the facility advertises that it provides special
care for persons with s or
related . a copy of alf such facility
advertisements as required by section 429.177,
F.8.

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in rule
59A-36.007, FA.C.

{i) Alt food service records required in rule
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59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate.
{k} All fire safety inspection reports issued by the
iocal authority or the State Fire Marshal pursuant
to section 428.41, F.S., and rule chapter 69A-40,
F.A.C., issued within the last 2 years,
{I) All sanitation inspection reports issued by the
county health department pursuant to section
381.031, F.S., and chapter 64E-12, FAC,,
igsued within the last 2 years.
{m) Pursuant to section 429.35, F.8., all

survey, i ion and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.
{n) The facility's resident elopement response
policies and procedures.
{0} The facility's documented resident elopement
response drills.
{p} For facilities licensed as fimited mental health,
extended congregate care, or limited nursing
services, records required as stated in rules
59A-36.020, 59A-36.021 and 59A-36.022, FAC,,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an up-to-date Admission and
Discharge Log for one out of seven sampled
residents (Resident #7).

Finding Include:

On at 10:30 AM, Staff B stated that
Resident #7 stept in # .
AHCA Form 3020-0001
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Continued From page 9

A review of the Admission and Discharge Log
showed that Resident #7 was not listed in the log.

In an interview on at 11:50 AM, Staff
B confirmed that Resident #7 was not listed on
the Admission and Discharge Log.

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 1o
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.
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{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
follows:

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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=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

AL241
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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 on record review and interview, the facility
failed to update at least annually the Community

Living Support Planand Agreement
for one out of seven sample residents (Resident
#2).

Finding include:

A review of the facility Admission and Discharge
Log showed that the resident was admitted to the
facifity on and was identified as a mental
heaith resident.

AL241
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A review of facility records showed that Resident
#2 was receiving .
{0
Areview of Resident #4's Community Living
Support Plan and . Agreement
showed that it was last updated on
[n an interview on at 2:00 PM, the
ini that the C¢ i
Living Support Plan and , Agreement
had not been updated in more than one year.
Class Il
AN277| 59A-36.022(2) FAC LNS - Resident Care AN277

$8=D| Standards

{2) RESIDENT CARE STANDARDS.

(a} A resident receiving fimited nursing services in
a facility holding only a standard and limited
nursing services license must meet the
admission and continued residency criteria
specified in Rule 50A-36.006, FA.C.

{b} In accordance with Rule 58A-36.010, FA.C.,
the facility must employ sufficient and qualified
staff to meet the needs of residents requiring
fimited nursing services based on the number of
such residents and the type of nursing service to
be provided.

{c} Limited nursing services may only be provided
as i by a health care it s
order, a copy of which must be maintained in the
resident’s file.

{d) Facilities licensed to provide limited nursing
services must employ or contract with a nurse(s)
who must be available to provide such services
as needed by residents. The facility's employed
or nurse must coordinate with third
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party nursing services providers to ensure
resident care is provided in a safe and consistent
manner. The facility must maintain
documentation of the qualifications of nurses
providing limited nursing services in the facility’s
personnel files.

{e) The facility must ensure that nursing services
are conducted and supervised in accordance with
Chapter 464, F.S., and the prevailing standard of
practice in the nursing community,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
which is license to provide Limited Nursing
Services failed to contract with a nurse who must
be available to provide such services to the
residents.

Finding include:

Areview of the facility posted license showed that
the facility was license to provide Limited Nursing
Services.

Areview of the facility records showed that the
facitity did not have a signed contract with the
aurse.

Ir an interview with the facility Administrator on
at 12:43 PM, the Administrator
agreed that there was no contract with the nurse.

Class i

AN278) 59A-36.022(3) FAC; 429.07(3)(c)2, FS LNS -
$8=D| Records

59A-36.022
(3) RECORDS.

AN277

AN278
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{a) A record of all residents receiving timited
nursing services and the type of services
provided must be maintained at the facility.

{b) Nursing progress notes must be maintained
for each resident who receives limited nursing
services from facility staff.

{c) A nursing assessment conducted at least
monthly must be maintained on each resident
who receives a limited nursing service.

428.07 (3)}c)2, FS

Afacility that is licensed to provide limited nursing
services shall maintain a written progress report
on each person who receives such nursing
services from the facility's staff. The report must
describe the type, amount, duration, scope, and
outcome of services that are rendered and the
general status of the resident’s health...

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to complete a monthly nursing assessment
for residents who received limited nursing
services (LNS) for one out of seven sample
residents {Resident #4).

Finding include:

Areview of the facility posted license; it showed
that the facility can provide limited nursing
services.

Ir an interview on at 11:01 AM, the
Administrator stated that Resident #4 was
receiving administration through a Home
Health Agency (HHA).

Areview of Resident #4's Demegraphic
Information showed that the resident was
admitted to the facility on
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A review of Resident #4's Health Assessment
dated showed that the resident had
medicat history and diagnoses of |

s and
Areview of Resident #4's Observation Notes

showed that contract nurse had not completed a
monthly nursing assessment.

Areview of the Nursing Assessment policy,
effective |, , it stated "an initial and
monthly nursing assessrent must be completed
on all clients receiving Lirited Nursing Services".

I an interview on at 1:10 PM, the
Administrator acknowledged that the contract
nurse did not complete the required monthly
nursing assessment.

Class Il
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