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{A 000} Initial Comments

A revisit to a standard re-certification survey was
conducted at Green Street ALF Corp. on

. Deficiencies were found uncorrected
at the time of the survey.

{A 025} 429.26(7) FS; 59A-36.007(1) FAC Resident Care
88=D| . Supervision

429.26
{7) The facility shall notify a licensed physician
when a resident exhibits signs of or

o . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or | . The notification
must ocour within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designes of the need for health care services and
must assist in making |, for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident's
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services fo treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission fo the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the guantity and quality of
resident diets in accordance with Rule

A 000}

{A025}
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59A-36.012, FA.C.

(b} Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a generat awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

(e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to notify the health care provider of
significant changes that required medical
attention of one out of four sampled residents.
The Resident called an ambulance because she
was in and was admitted fo the hospital.
{Resident 4)

Findings included:

A review of Resident 4's progress notes
translated from Spanish showed:

- "The Resident was in bed after 8:00
PM and she felt | . and itching

{A025)
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sensation in the , area ( yand she
called an ambulance herself and told them to
take her 1o the hospital."

- "Today the Resident called. Stated
that she was having various tests."

- "The Resident remains in the
hospital; she feels better and is taking

- "Today a speciafty nurse called to
notify that the Resident will be on
treatment due to elevated , ,
need a nurse to monitor her |
administer A

- "We talked to the Resident today.
She stated that she is stable and feels better.”

tevels and will
level and to

Further review of Resident 4's record showed no
previous documentation of Resident 4's
complaints of, . oritching or that her
doctor had been notified about her condition and
subsequent hospitalization.

A review of Resident 4's health assessment dated

showed no known . medical
history and diagnoses of , high

, dyslipidemia, . ,,... , .

' . and . The
activities of daily fiving showed independent for
ambulation, bathing, _. eating, toileting
and transferring; needed assistance with selfcare
and grooming. The resident needed assistance
with self-administration of medication. Speciat
diet instructions were and fow calorie
diet.

Interviewed on at 10:00 AM when
asked why the doctor had not been notified about
Resident 4's , and hospitalization the Owner
stated, "Resident 4 is independent, she does
everything herself. She called the ambulance and

{A025)
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Continued From page 3

went to the hospital on her own, and they
admitted her”.

Uncorrected
Class lli

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, properly 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 orat dosage in the resident's

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

{d) Applying medications.

{e) Returning the medication container to proper

{A025)
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Continued From page 4

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 icati
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

into

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

{A052)
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Continued From page 5

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

{A052)

AHCA Form 3
STATE FORM

20-0007

s

008012

If continuation sheet 6 of 21




Agency for Health Care

PRINTED: 09/17/2024

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL 11968958

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

R
08/12/2024

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

12262 SW 250 TERR

GREEN STREET ALF, CORP

MAIMI, FL

33032

0@y D
PREFIX
TAG

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

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

o]
PREFIX
e

(xe
COMPLETE
DATE

{052}

Continued From page 6

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 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 interview and record review the facility
failed to offer medications at the correct time
when assisting residents with self-administration
of medication for one out of four sampled
residents (Resident 5).

Findings included:

{A052)
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Interviewed on at 5:55 AM Staff £
{caregiver) stated that she had already passed all
the morning medications to the residents on that
day.

Areview of Resident 5's medication observation
record {MOR) showed the medications
. tabs 0.5 mg, .\ tabs 1mg,
s tabs 250 mgand |,
12.5 mg were scheduled at 8:00 AM.

Interviewed on at 6:00 AM when
asked why Resident §'s medications were passed
more than 2 hours before the scheduled time
Staff E stated that she always passed the
morning medications to all the residents before
5:00 AM. She stated,” | always give the morning
medications early, before 6:00 AM because
Resident2is , |, "

Uncorrected

Class i

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilities must:

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

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,
mechanical, electricat and structural systems,
and appurtenances are maintained in good
working order.

{b) Pursuant to section 429.27, F.8,, residents
must be given the option of using their own
belongings as space permits. When the facility

{A052)

A152}
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supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with 2 mattress no

fess 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 floor

tamp, 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) Facilities 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, interview and record
review the facility failed to provide a safe living
environment free of hazards 1o the residents. The
faciiity also faited to provide furnishings for the
residents as required.

Findings included:

Observation on at 6:00 AM showed
that there was no nightstand, only one smal}
closet and one lamp inside the room where
Resident 3 and Resident 4 lived. Further
observation showed that the dresser inside the
AHCA Form 3020-0001

STATE FORM am 008012 If continuation sheet 9 of 2t
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Continued From page 9

room was in poor condition and showed muftiple
stains resembling cigarette {Photographic
evidence obtained)

Observation at 8:10 AM showed hazardous
household products {bleach, ,
{aundry soap) were accessible to the residents in
the patio terrace.

Observation on at 6:12 AM showed
that Resident 5 was sitting on the patio terrace.

Interviewed on at 11:00 AM when he
was notified about the hazardous products that
were accessible to the residents the Owner did
not respond.

Uncorrected
Class Il

58A-36.019(3) FAC Emergency Mgmt - Plan
Implementation

(3) PLAN IMPLEMENTATION.
{a) All staff must be trained in their duties and are
responsible for implementing the emergency
management plan. New staff must be trained on
the ptan within 30 days of empleyment.
{b) If telephone service is not available during an
emergency, the facility must request assistance
from local faw enforcement or emergency

in

communication

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to ensure that the staff was able to

the plan.

{A152)

A182)
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Findings included:

Observation on at 6:00 AM showed
that Staff £ was alone in the facifity with 3
residents.

Interviewed on at 6:30 AM Staff £
stated that she did not know if there was fuel for
the emergency power generator. She stated,” |
don't know where the gas is” When asked about
the emergency cocling devices Staff E stated that
she did not know what they were. When asked
how she would use the emergency power
generator to activate the cooling devices Staff E
stated that she did not know how to do it. She
stated, "I don't know how to do that.”

Interviewed on at6:15 AM Staff E
stated that she did not know whata
monoxide alarm was.

Interviewed on at 11:00 AM when he
was informed that Staff E did not know how to

the pian the
Owner stated that she was new at that facility. A
review of the facility's roster in the Background
Screening Clearinghouse showed that Staff E
was hired on

Uncorrected
Class Il

59A-36.025 FAC Emergency Environmental
Control

59A-36.025 Emergency Environmental Control
for Assisted Living Facilities.

{1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility

{A182)

{A200}
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shail prepare a detailed plan ("plan”) to serve as
a st to its Comp ive Emergenc
Plan, to address
environmental controt in the event of the loss of
primary electrical power in that assisted living
facifity which includes the following information:
{a) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
ficensees of assisted living facilities wilt be
equipped to ensure air temperatures wilt
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours in the
event of the loss of primary electrical power.
1. The required temperature must be maintained
in an area or areas, determined by the assisted
fiving facility, of sufficient size to maintain
residents safely at all times and that is
appropriate for resident care needs and life safety
requirements. For planning purposes, no less
than twenty (20) net square per resident
must be provided. The assisted living facility may
use eighty percent (80%) of its licensed bed
capacity as the number of residents to be used in
the to determine the required square
footage. This may include areas that are less
than the entire assisted living facility if the
assisted living facility's comprehensive
emergency management plan includes allowing a
resident to congregate when he or she desires in
portions of the building where temperatures will
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rule. This rule does not
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in Section 408.821, F.S. and subsection
59A-36.019(5), F.A.C., are met. The plan shall
include information regarding the area(s} within
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Continued From page 12

the assisted living facility where the required
temperature will be maintained.

2. The alternate power source and fuel supply
shaif be located in an area(s) in accordance with
{ocal zoning and the Florida Building Code.

3. Each assisted living facility is unique in size;
the types of care provided; the physical and
mental capabifiies and needs of residents; the
type, frequency, and amount of services and care
cffered; and staffing characteristics. Accordingly,
this rule does not limit the types of systems or
equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours in the
event of the loss of primary electrical power. The
plan shall include information regarding the
systems and equipment that will be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to Chapter 252, F, S. must maintain an
alternative power source and fuel as required by
this subsection at all times when the assisted
tiving factlity is occupied but is permitted to utilize
a mobile generator(s) to enable portability if
evacuation is necessary.

b. Assisted living facilities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the
campus if such resources are sufficient to
support the requirements of each facility's
residents, as specified in this rule. Details
regarding how resources will be shared and any
necessary movement of residents must be clearly
described in the emergency power plan.

<. A multistory facility, whose comprehensive
emergency management plan is to move
residents to a higher floor during a flood or surge

{A200)
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event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
fiooding or storm surge damage.

{b} The acquisition of sufficient fuel, and safe
maintenance of that fuel at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
alternate power source to maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six {96) hours after the
ioss of primary electrical power during a declared
state of emergency. The plan must include
information regarding fuel source and fuel
storage.

1. Facilities must store minimum amounts of fuel
onsite as follows:

a. Afacility with a licensed capacity of 16 beds or
tess must store 48 hours of fuel onsite.

b. Afacility with a ticensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facility located in an areain a
declared state of emergency area pursuant to
Section 252.36, £.S. that may impact primary
power delivery must secure ninety-six {96) hours
of fuel. The assisted fiving facility may utiize
portable fuel storage containers for the remaining
fuel necessary for ninety-six (36) hours during the
period of a declared state of emergency.

3. Piped natural gas is an aliowable fuel source
and meets the onsite fuel supply requirements
under this rule.

4. if local ordinances or other regulations fimit the
amount of onsite fuel storage for the assisted
fiving facility's location, then the assisted living
facitity must develop a plan that includes
maximum onsite fuel storage aliowable by the
erdinance or regulation and a reliable method to
obtain the maximum additional fuel at teast 24

{A200)
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hours prior to depletion of onsite fuel.

{c) The acquisition of services necessary to
rmaintain, and test the equipment and its functions
to ensure the safe and sufficient operation of the
alternate power source maintained at the
assisted living facility.

{d) The acquisition and maintenance of a
monoxide afarm.

{2) SUBMISSION OF THE PLAN.

(a) Each new assisted living facility shall submit
the plan required under this rule prior to obtaining
a license.

{b} Each existing assisted living facility that

! any additions, ificati
alterations, refurbishment, renovations or
fon that require ification of its
systems or equipment affecting the facility's
compliance with this rule shalt amend its plan and
submit it to the county emergency management
agency for review and approval.

{3} APPROVED PLANS.

(a} Each assisted living facility must maintain a
copy of its approved plan in a manner that makes
the plan readily available at the licensee's
physical address for review by a legally
authorized entity, if the plan is maintained in an
electronic format, assisted living facility staff must
be readily available to access and produce the
plan. For purposes of this section, “"readily
available” means the ability to immediately
produce the plan, either in electronic or paper
format, upon request.

{b} Within 30 days of the approval of the plan
from the county emergency management agency,
the assisted living facility shall submit in writing
proof of the approval to the Agency for Health
Care Administration to
assistedliving@ahca.myflorida.com,

{c} The assisted living facility shall submita

{A200)
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consumer-friendly summary of the emergency
power plan to the Agency. The Agency shall post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on its website within ten
(10) business days of the plan's approval by the
county emergency management agency and
update within ten (10) business days of
implementation.
(4) IMPLEMENTATION OF THE PLAN,
{a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than

. have implemented the plan
required under this rule,
{b) Each new assisted living facility shalt
implement the plan required under this rule prior
to obtaining a license.
(c} Existing assisted living facilities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
affecting the assisted living facility's compliance
with this rute shall implement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishment, renovations or
reconstruction.
{5) POLICIES AND PROCEDURES.
{a) Each assisted living facility shal develop and
implement written policies and procedures to
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuet
required for the operation of the alternate power
source. The procedures shall ensure that
residents do not experience complications from

tons in air es inside

the facility. Procedures must address the care of
residents occupying the facility during & declared
state of , i ,a iption of

{A200)
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the methods to be used to mitigate the potential
for heat refated injury including:
1. The use of cooling devices and equipment;
2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the

s of medicines requiring refrigerati
3. Weliness checks by assisted living facility staff
to monitor for signs of heat
injury; and
4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.
{b} Each assisted living facility shalt maintain the
written policies and procedures in a manner that
makes them readily available at the licensee's
physical address for review by a legally
authorized entity. If the policies and procedures
are maintained in an electronic format, assisted
fiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c} The written policies and procedures must be
readily available for inspection by each resident;
each resident's legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by
taw.
{6) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by Chapter 429,
Part i, or Chapter 408, Part I, F.S., including, but
not fimited to, license revocation, license

ion, and the i ition of ini

fines.

{A200)
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{7} COMPREHENSIVE EMERGENCY

MANAGEMENT PLAN.

{a) Assisted living facilities whose comprehensive
planis to te

must comply with this rule.

(b) Each facility whose plan has been approved

shail submit the plan as an addendum with any

future submissions for approval of its

compl 1sive ol plan.
(8) NOTIFICATION.

{a) Within five (5) business days, each assisted
tiving factlity must notify in writing, unless
permission for electronic ication has
been granted, each resident and the resident's
tegal representative:

1. Upon the initial submission of the plan to the
county emergency management agency that the
plan has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.

3. Annual submissions and approvals of the plan
do not require notification to residents or their
tegal representatives unless a significant
modification as defined in Rule 59A-36.019,
F.A.C., has been made to the plan.

(b} Each assisted living facility must maintain a
copy of each notification set forth in paragraph (a)
above in a manner that makes each notification
readily available at the licensee's physical
address for review by a legally authorized entity, If
the fcations are maintained in an i
format, facility staff must be readily available to
access and produce the notifications. For
purposes of this section, "readily available”
means the ability to immaediately produce the
nofifications, either in electronic or paper format,
upon request.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility

{A200)
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failed to acquire and maintain a monoxide
alarm.

Findings included:

Observation on at 6:30 AM revealed
that the facility did not have an operable
monoxide alarm installed.

Interviewed on at 6:35 AM when
asked about the monoxide alarm Staff E
stated that she did not know what it was.

Interviewed on at 11:00 AM when he
was informed that the facility did not have a

monoxide alarm the Owner stated that he
had bought one but had not installed it yet.

Uncorrected
Class Ili

429.075(2) FS; 59A-36.020(3) FAC LMH -
Responsipilities of Facility

428.075

{2) Afacility that is licensed to provide setvices to
mental health residents must provide appropriate
supervision and staffing fo provide for the health,
safety, and welfare of such residents.

59A-36.020

(3) RESPONSIBILITIES OF FACILITY. In
addition to the staffing and care standards of this
rule chapter to provide for the welfare of residents
in an assisted living facility, a facility holding a
fimited mental health license must:

{a) Meet the facility's - to assist the
resident in carrying out the activities identified in
the Community Living Support Plan;

{A200)
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{b} Provide an opportunity for private o
contact between the mental health resident and
the resident's mental health case manager or
other treatment personnel of the resident’s
mental health care provider;

{c) Observe resident behavior and functioning in
the facility, and record and communicate
observations to the resident's mental health case
manager or mental health care provider regarding
any significant behavioral or situational changes
that may signify the need for a change in the
resident’s professional mental health services,
supports, and services described in the
community living support plan, or that the resident
is no tonger appropriate for residency in the
facitity;

{d) If the facility initiates an involuntary mental
heaith examination pursuant to section 394,463,
F.8,, the facility must document the
circumstances leading to the initiation of the
examination;

(e} Ensure that designated staff have completed
{imited mental health training as required by rule
59A-36.011, F.A.C.; and,

{f) Maintain facility, staff, and resident records in
accordance with the requirements of this rule
chapter.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to facilitate to contact between
the resident and the mental health care provider
for 1 out of 4 sampled residents. (Resident 5) The
ARNP who signed the Resident's community
fiving support plan and . agreement
did not provide mental heaith services to the
resident.

Findings included:

{AL242)
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Areview of Resident 5's community fiving support
plan and agreement dated

signed by the Advanced Practice
Registered Nurse did not identify the Resident's
case manager and was not signed by the
Resident or his representative,

Further review of Resident 5's record showed no
documentation that observations of the
Resident's behavior and his functioning in the
facility had been communicated to the mental
health provider or that the facility had provided
opportunities for to contact between the
Resident and his mental health provider.

Interviewed on at 1:30 PM the
Advanced Practice Registered Nurse {ARNP)
who signed the resident's community living
support plan and . agreement stated
that she did not provide mental health services.
She stated, " did not provide mental health
services, | only did some paperwork to help."

Interviewed on at 11:00 AM the
Owner stated that the mental health providers
kept their own records.

Uncorrected
Class Ili

{AL242)
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