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408.823( ) FS In-person Visitation

{1) This section applies to ,
centers as defined in 5. 393.083,

hospitals licensed under chapter 385, nursing
home facilities ficensed under part Il of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care facilities for the

. . licensed and certified
under part Vil of chapter 400, and assisted living
facilities licensed under part | of chapter 429.

{2)(a) No later than 30 days after the effective
date of this act, each provider shall establish
visitation policies and procedures. The policies
and procedures must, at a minimum, include

control and education policies for
visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors, which must meet or exceed
the standards in ss. 400.022(1)(b} and 429.28(1)
{d), as applicable; and designation of a person
responsible for ensuring that staff adhere to the
policies and procedures. Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and

procedures must allow consensual physical
contact between a resident, client, or patient and
the visitor.
{b) Aresident, client, or patient may designate a
visitor who is a family member, friend, guardian,
or other individual as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours dally in
addition to any other visitation authorized by the
provider, This section does not require an
essential caregiver to provide necessary care to a
resident, client, or patient of a provider, and
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providers may not require an essential caregiver
to provide such care.

{c) The visitation policies and procedures
required by this section must allow in-person
visitation in all of the following circumstances,
unless the resident, client, or patient objects:

1. End-of-life situations.

2. Aresident, client, or patient who was living with
family before being admitted to the provider 's
care is struggling with the change in environment
and tack of in-person family support.

3. The resident, client, or patient is making one or
more major medical decisions.

4. Aresident, client, or patient Is experiencing
emotional distress or grieving the loss of a friend
or family member who recently .

5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
previously provided by a family member or
caregiver.

6. A resident, client, or patient who used to talk
and interact with others is seidom speaking.

7. For hospitals, childbirth, including labor and
delivery.

8. patients.

{d) The policies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the
visitor violates the provider's policies and
procedures.

{e) The providers shali provide their visitation
policies and procedures to the agency when
applying for initial icensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.
{f) Within 24 hours after establishing the policies
and procedures required under this section,
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providers must make such policies and
pi easily ible from the
of their websites.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have their visitation policy and

ible from the of

2
their website.
Findings included:

Areview of the facility's website found at
www.silveriakealf.com, conducted on

revealed that the website did not include the
facility's visitation policy and procedures on the
homepage.

During an interview with the Owner, conducted on

at 02:05pm, the Owner agreed that
the facility's visitation poficy and procedures was
not posted on the facility's website.

Class il
A000; Initial Comments

A biennial survey and a generator monitoring
were conducted at Silver Lake ALF, Inc on

. Deficiencies were identified at the
time of survey.

A 083 50A-36.011(5) FAC Training - First Aid and
88=D
{5) FIRST AID AND

). A staff member who
has completed courses in First Ald and and
holds a currently valid card documenting
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completion of such courses must be in the facility
at all times.

{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose training
is accredited by the Commission on Accreditation
for Pre-Hospital Continuing Education satisfies
this requirement.

{b) Anurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part lil, F.S., shall be
considered as having met the fraining
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have staff on every shift that had been
certified for .\ . { )
with an in-person student performance
demonstration for four employees (Owner,
Administrator, Staff A, and Staff B) of four
sampled employees.

Findings included:

An employee record review for the Owner,
Administrator, Staff A, and Staff B, conducted on
, revealed that the Owner,

Administrator, Staff A, and Staff B's employee
records contained a certificate of completion for
and first aid that was obtained via online
only. There was no evidence in the employee
records that the employees completed a
performance demonstration for . The Owner
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{1) To obtain a limited mental health license, a
facility must hold a standard license as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mental
health license, the facility administrator and the
staff of the facility who are in direct contact with
mental health residents must complete training of
no less than 6 hours related to their duties. This
designation may be made at the time of initial
ficensure or relicensure or upon request in writing
by a licensee under this part and part Il of chapter
408. Notification of approval or denial of such
request shall be made in accordance with this
part, part il of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.

59A-36.011

{9) LIMITED MENTAL HEALTH TRAINING.
{a) Pursuant to section 429.075, F.S., the
administrator, managers and staff, who have
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was hired on . The Administrator was
hired on . Staff Awas hired on
. Staff B was hired on
During an interview with the Qwner, conducted on
at 02:14pm, the Owner agreed that all
of the employees completed their and first
aid fraining online and that none of the employees
completed a performance demonstration for
Class Il
AL243 429.075(1) FS; 56A-36.011(9) FAC LMH - AL243
88=D | Training
429.075
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direct contact with mental health residents ina
licensed limited mentaf health facility, must
receive the following training:

1. A minimum of 6 hours of specialized training in
waorking with individuals with mental health
diagnoses.

a. The training must be provided-or approved by
the Department of Children and Families and
must be taken within 6 months of the facility's
receiving a limited mental health license or within
6 months of employment in a limited mentat
health facility.

b. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing
education required for administrators and
managers pursuant to section 429.52(5), F.8.,
and subsection (1) of this rule.

2. A minimum of 3 hours of continuing education,
which may be provided by the ALF administrator,
ontine, or through distance learning, biennialty
thereafter in subjects dealing with one or more of
the following topics:

a. Mental health diagnoses; and,

b. Mental health treatment such as:

{1} Mental health needs, services, behaviors and
appropriate interventions;

{1y Resident progress in achieving treatment
goals;

{I1}) How to recognize changes in the resident's
status or condition that may affect other services
received or may require intervention; and,

{ )Crisis services and the

procedures.

3. For administrators and managers, the
continuing education requirement under this
subsection will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
o section 428.52(5), F.S., and subsection {1) of
this rule.
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4, Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shall have up
to 6 months after the effective date of this rule to
meet the training requirement.
{b) Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facliity's personnel files. They
must also ensure that copies of the continuing
education fraining certificates, pursuant to

{a)2. of this ion, are
retained.in their personnel files.

This Statuie or Rute is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that employees obtained at least
six hours of limited mentatl health training
provided or approved by the depariment within six
months of their date of hire for one employee
{Staff A) of four sampled employees.

Findings included:

An employee record review for Staff A, conducted
on . revealed that Staff A's employee
record did not contain evidence that the employee
obtained six-hours of limited mental health
training provided or approved by the department
within six months of their employment. Staff A
was hired on

During an interview with the Owner, conducted on
at 02:28pm, the Owner agreed that
Staff A's employee record did not contain
evidence that the employee obtained six-hours of
fimited mental heaith training provided or
approved by the department within six months of
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