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Initial Comments.

A re-icensure survey with Limited Mental Health
{LMH}, a complaint investigation #2023002187
and a i were at
Greenleaf Assisted Living on . The facility
had deficiencies at the time of the survey.

429.256( ), 59A-36.008(3) Medication -
Assistance with Self-Admin

429.256

{3) Assistance with self-administration of
medication includes: (a) Taking the medication, in
its previously dispensed, propesly labeled
container, from where it Is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilled by the manufacturer are considered
medications in previously dispensed, properly
{abeled containers.

(b} In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.

{c} Placing an oral dosage in the resident's

or placing the dosage in another container and
helping the resident by lifting the container to his
or her

{d) Applying .., medications.

{e) Returning the medication container to proper

A0DC

A052

AHCA Form 3

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

20-0007

TLE

(x5 DATE

STATE FORM

610311

It continuation sheet 1 of 12




Agency for Health Care

PRINTED. 07/06/2023

FORM APPROVED

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

AL11932406

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

05/09/2023

NAME OF PROVIDER OR SUPPLIER

509 W. VERONA STREET

GREENLEAF ASSISTED LIVING LLC
KISSIMMEE, FL 34741

STREET ADDRESS, CITY, STATE, ZIP CODE

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

A052

Continued From page 1

storage.
(f) Keeping a record of when a resident receives
assistance with self-administration under this
section.
{g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and potrring the
p ' pl dose of ication into
the dispensing cup of the .
(4) Assistance with self-administration of
medication does not include:
{a) Mixing, , » converting, or
., medication doses, except for

measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the

inistration of medications by any inj

route.
{c} Administration of medications by way of a tube
inserted in a . of the body.
(d} Administration of , preparations.
{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
{f) Assisting with . Lor L,
preparations.
{g) Assisting with medications ordered by the
physician or heaith care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific

that prectude i judgment
on the part of the unficensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{h} Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
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discretion on the part of the unlicensed person.

(5) with the self-administration of
ication by an unli person as

in this section shall not be considered

administration as defined in s. 465.003.

59A-36.008

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.

(a) Any unlicensed person providing assistance
with seif-administration of medication must be

. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, FAC., and
must be available to assist residents with
seif-administered medications in accordance with
procedures described in Section 429.266, F.S.
and this rule.

{b} In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
to take medications as prescribed.

{c} In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.

{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.

(e} When a resident who receives assistance with
medication is away from the facility and from
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facility staff, the following options are available to

enable the resident to take medication as

prescribed:

1. The health care provider may prescribe a

medication schedule that coincides with the

resident's presence in the facility,

2. The medication container may be given to the

resident, a friend, or family member upon feaving

the facility, with this fact noted in the resident's

medication record,

3. The medication may be transferred to a pill

organizer pursuant to the requirements of

subsection (2), and given to the resident, a friend,

or family member upon leaving the facility, with

this fact noted in the resident's medication record,

or

4. icati may be ol j and

dispensed in an easier to use form, such as unit

dose packaging.

{f} Assistance with self-administration of

medication does not include the activities detailed

in Section 429.266(4), F.S,

{g) As used in Section 429.256{(4)(h), F.S., the

terms "judgment” and "discretion” mean

interpreting vital signs and fuating or

assessing a resident's condition.

{h) All trained staff must adhere to the facility's
controf policy and procedures when

assisting with the self-administration of

medication.

This Statute or Rule is not met as evidenced by:
Based on observations, record reviews and
interview, the facility failed fo ensure the
unlicensed staff who assisted 3 of 5 residents
with medications followed the correct procedures
(#12, #13, #14).

Findings:
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Observations made during medication passes
revealed the following:

1. On at 11:35 am, resident #12 prepped
his right pointer  _ with . Med tech D
putalancetintothe . stick device. The
resident put a test strip into the monifor.
The med tech squeezed and rubbed the
resident's right middle _ and the resident
applied to it. The med tech handed the
residentthe ,  stick device. The resident used
the device three different times, after the med
tech changed the lancet each time, before
successfully being able to get enough to
place on the test strip. Each time he stuck himself
the med tech assisted him by squeezing and
rubbing his  ,  to draw more . The

. reading was 201, The med tech removed
and discarded the test strip. The resident put a
needle on the .. - The med tech told the
resident to dial the pen to 9 units then checked
that he did. The resident then injected the

into his left abdomen. The med tech never wore
gloves during the process, nor did she wash or
sanitize her

20n at 11:50 am, med tech D did not
wash or sanitize her . She handed the
supplies to resident #13 then verbally guided him
on how to check his .. - The result was
184. The resident used a syringe to draw up the

from a vial. The med tech looked at what
he drew up then told him to draw up 8 units
instead of 7 units. She told him to push a little of it
out. He pushed too much out then had to draw up
more to get 8 units. The med tech looked at the
syringe then told the resident it was now correct.
The resident then self-injected the . The
med tech did not wash or sanitize her
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following the med pass. [n addition, the med tech
was not licensed and therefore not qualified to
give the resident verbal instructions and guidance

on preparing the dosage for injection.
3. 0On at 12 pm, resident #14 checked
her own .. prepared the .

and self-injected it without any help from med
tech D. However, at the conclusion of the med
pass the med tech removed the used needle from
the .. without gloves and disposed of it
in a sharp's container. She also did she wash or
sanitize her

On at 12:14 pm, the med tech confirmed
all findings and verbalized her understanding of

her improper procedures, including the absence
of hygiene and use of gloves.

The facility's undated medication set-up policy

indicated, among other things, to wash

with soap and water before and after med

passes, use of .. gel between each

resident is acceptable, wash again with

soap and water if you come in contact with .
or

The facility's undated control policy
indicated, among other things, gloves must be
worn when coming in contact with or body

Class i

AL241 420.075(. ) 58A-36.020(2) FAC LMH - Records AL241
$5=0D
428.075

{3) A facility that has a limited mental health
ficense must:
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{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 s 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
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
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admission and discharge for all mentat health
residents. The adrmission and discharge log
required in rule 59A-36.015, F.A.C., satisfies this
condition provided that afl 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,
F.A.C.

{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.$., 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 S8St 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
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determination:

{1} The resident is eligible for, is receiving, or has
received mentat health services within the last 5
years, or

{11} 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, clinical 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 80 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

AHCA Form 3020-0001
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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 facility 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 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
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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,
h. Is updated at least annually or if there is a
significant change in the resident's behavioral
heaith,
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.
4. . 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

AL241
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can demonstrate that it has made a good faith
effort fo 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 ensure 1 of 1 resident's community living
support plan and . agreement was
signed by the resident’'s mental health case
manager and mental health provider (#1).

Findings:

Review of resident #1's combined
community living support plan and ,
agreement revealed it was not signed by both the
resident’'s mental health case manager and
mental health provider.

There was no documentation in the resident's
record to indicate the facility made attempts to
obtain the signatures.

On at 3:45 pm, the administrator
confirmed the finding and was unable to provide
additional documentation.
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