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Initiat Coraments

A re-licensure surveywas conducted at Casa
Marisa Il ALFINC on . The provider
had deficiencies identified at the tirme of survey,

59A-36.007(8) FAC Resident Care - Third Party
Services

{6) THIRD PARTY SERVICES,

{a) Nothing in this rule chapter is intended to
prohibit a resident or the resident’s representative
from independently arranging, .. and
paying for services provided by a third party of the
resident's choice, including a licensed home
health agenoy or private nurse, or receiving
services through an out-patient clinic, provided
the resident meets the criteria for admission and
continued residency and the resident complies
with the facifity'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 facility
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

AQ00

A031

the physician which may impact the resident's
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for in the

appropri
facility;
2. Communications ocour at least once every 30
days and whenever there is a significant change
in the resident's condition; and
3. i physician ordered treatments or services
ocour 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
with whom contact was attempted, the method of
communication, and the date and time of the
attempts. This documentation must be included
in the resident's record in accordance with the
timeframes in subparagraphs 59A-36.007(6)(c)2.
and 3
{d) I residents accept assistance from the facility
in afranging and coordinating third party services,
the facility's assistance does not represent a
guarantee 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
its i with this

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review the facility failed to have written
information about a third party company who give
services in facility to one out of three sample
residents (Resident #4). .
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Findings as follow:
On at 7:00 AM it was observed a lady
assisting Resident #4 to bathe.
On at 7:10 AM the Administrator
stated Resident #4 received daily bathing
assistance from a Home Health agency.
Review of Resident #4's record showed there
was not documentation about the agency offering
services to Resident #4 and there were neither
documented services rendered.
Class il
A 162) 59A-36.015(3) FAC Records - Resident A162
88=D

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

1. Name,

. Place of birth, if known,

. Social security number,

. Medicaid and/or Medicare number, or name of
other health insurance s
8. Name, address, and telephone number of next
of kin, legal representative, or individuat
designated by the resident for notification in case
of an emergency; and,
9. Name, address, and tetephone number of the
resident's health care practioner and case
manager, if applicable.
{b) A copy of the Resident Health Assessment

2

3. Race,

4. Date of birth,
5.

6.

7
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form, AHCA Form 1823 or the health care
practitioner's medicat examination form 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.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 58A-36.012,
F.A.C., if applicable.

{e) The resident care record described in
paragraph 58A-36.007(1)(f), F.A.C.

HA record that is initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daily
fiving must have their | recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that not be taken.

{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 59A-36.008, FA.C., if
such consent is not included in the resident's
contract.

{h) For facilities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 50A-36.008, FAC.

{i) A copy of the resident’s contract with the
facility, including any addendums to the contract
as described in Rule 59A-36.018, FA.C.

(i) For a facility whose owner, administrator, staff,
or representative thereof, serves as an atforney in
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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.8.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 420.27, F.S.
{1) if the resident is an recipient, a copy of
the Department of Children and Famifies form
Alternate Care Certification for |
. { ). CF-ES 1006,

, which is hereby incorporated by reference
and available for review at:
hitp:ifwww firules.org/Gateway/reference.asp?No
=Ref-04004. The absence of this form 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 Department of Children
and Famifies.
{m) Documentation of the | ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of atiorney,
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-36.0086,
FALC.

{0} The resident's

Form 18986, if applicable.
{p) For independent living residents who receive
meals and occupy beds included within the
licensed 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 a log listing the
names of residents participating in this
arrangement.

, DH
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{u) Except for resident contracts, which must be
retained for 5 years, ail 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 longer period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

{r) Additional resident records requirements for
facilities holding a fimited mental health, extended
congregate care, or limited nursing services
ficense 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 have an accurate health assessment
{Form 1823) for one out of 5 sample residents
{Resident #4).

Findings as follow:

On at 9:40 AM observed Resident #4
walking from her room to the living room with staff
assistance and using a walker.

Review of Resident #4 Health Assesment dated
showed resident had a diganosis of
‘s

.., mechanical ground level |
resident needed supervision eating, assistance
ambulating and total assistance bathing,

» self care, toileting and transferring. The
Health assessment showed “non applicable” on
the sections related to physical and sensory
firitations, and special precautions,

Review of Resident #4's progress notes showed
on the resident tripped with watker

and
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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 mentat
health license, the facility administrator and the
staff of the facility who are in direct contact with
mental health residents must complete training of
10 less than 6 hours refated 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 |l 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.
() Pursuant to section 429.075, F 8., the
administrator, managers and staff, who have
direct contact with mental health residents in a
ficensed limited mental health facility, must
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On at 12:15 PM the administrator
stated Resident #4 needed assistance with the
activities of daily living and staff was taking
special precautions to prevent resident again.
She the health was
not accurate and a new health assessment would
be requested fo the doctor.
Class il
AL243 429.075(1) FS; 5A-36.011(9) FAC LMH - AL243
88D Training
426.075
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receive the following training:
1. A minimum of 6 hours of specialized training in
working with individuals with mental health
diagnoses.
a. The fraining 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 iimited mental health license or within
6 months of employment in a fimited mental
heaith facility.
b. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing

ion required for inis and
managers pursuant to section 429.52(5), F.8.,
and subsection (1) of this rule.
2. A minimum of 3 heurs of continuing education,
which may be provided by the ALF administrator,
online, or through distance learning, bienmially
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;
{11y Resident progress in achieving treatment
goals;
{11t} How to recognize changes in the resident's
status or condition that may affect other services
received or may requite 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
to section 428.52(5), F.8., and subsection {1} of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education
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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 fo repeat the Initial fraining should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility's personnel files. They
must also ensure that copies of the continuing
education training certificates, pursuant to

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to assure four out of four sample staff
{(Administrator, Manager, Staff C and Staff D were
trained biennially in a minimum of three hours
continuing education in subjects dealing with the
mental health diagnosis by an authorized trainer..

Findings as follows:

Review of the facility finder database showed the
facifity had a Limited Mental Heaith component in
its license.

Review of the Administrator, the Manager, Staff C
and D records showed the diploma of the limited
mental heaith 3 hour continuing education
training in their records did not show the name,
credentials or source of their trainings and in was
only showing an unintelligible signature.

On at 12:15 PM the Administrator
stated she had not realized the limited mental
health fraining diploma was not showing who was
the frainer adding all staff wouid be trained again.

Class il
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