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Initiat Coraments

A complaint investigation (#2026006001) was
conducted at Haines Manor ALF on

The facility had deficiencies at the time of the
survey.

428.28( ) FS; 59A-36.006(4) FAC Admissions -
Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-
{1) The owner or administrator of a facility is
responsible for determining the appropriateness
of admission of an individual to the facility and for
ining the continued appropri; of
residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
in taw or rule refated to admission criteria or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of
appropri for ission and
residency of an individual in a facility:
{a) A facility may admit or retain a resident who
receives a health care service or freatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.
{b) A facility may admit or retain a resident who
requires the use of assistive devices.
{c) A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
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who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delinsates how
the facility and the hospice will mest the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.

{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (¢}, a
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, the
term "bedridden” means that a resident is
confined to & bed because of the inability to:

a. Move, turn, or reposition without total physical
assistance;

b, Transfer to a chair or wheelchair without fotal
physical assistance; or

c. Sit safely in a chair or wheelchair without
personal assistance or a physical .

2. A resident may continue fo reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3.  a facility is ficensed fe provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days.

{2) A resident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident's representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Depariment of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.
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{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

B59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any ficensed
facility must be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a -to-
medical ination by a heatth care p
at teast every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The resuits of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
is i by in @)b)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant to
Section 429.26(1)(c}, F.8.
{b) Aresident requiring care of a
may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's
record; and,
3. if the resident's condition fails to improve within
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30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.
{c)A . #l resident who no longer meets
the criteria for continued residency may continue
to reside in the facifity if the following conditions
are met:
1. The resident qualifies for, is admitted to, and
consents 1o receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;
2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
o continued residency;
3. Alicensed hospice, in consultation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,
4. Docurnentation of the requirements of this
paragraph is maintained in the resident's file.
{d) The facility administrator is responsible for

ing the conti propri of
placement of a resident in the facility at ali times.
{e) A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license.
{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ficense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or training.
{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-38.021, FAC.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure residents met the criteria for
continued residency for two (Resident #5 and
Resident #6) of two sampiled residents which
placed both residents at risk for harm.

Findings included:

In an observation conducted on at
9:57 a.m. Resident #5 was in a hospital bed with
side rails up and was awake with open but
did not respond in any way fo verbal conversation
or show any awareness of surveyor and Staff H at
the bedside.

In an interview conducted on at 10110
a.m. Staff H said Resident #5 was full assistance

and had been in a wheelchair with a decline since
recent

Arecord review for Resident #5 revealed a
Resident Health Assessment Form 1823 (1823)
dated revealed Resident #5 required
fotal care with all activities of daily living, was
bedridden, required 24-hour nursing or

L. care, required medication
administration and needs could not be met in an
assisted living facility (ALF).

In an interview conducted on at 12:29
p.m. the Assistant Administrator said Resident #5
was notona, care program.

In an interview conducted on at 2:00
p.am. the Weliness Director said Resident #5 had
achange from the fast  that led to a hospital
visit, and Resident #5 was now total care and in
a hospital bed. Additionally the Wellness Director

AHCA Form 3020-0001

STATE FORM

Js2T11

i coninuastion sheet 5 of 23



Agency for Healih Care Administration

PRINTED: 05/01/2028
FORM APPROVED

said staff fed Resident #5 and did everything for

the resident, Furthermore, the Wellness Director

said Resident #5 was no longer appropriate to be
in the facility and had recommended the resident
be moved to a higher fevel of care.

A record review for Resident #6 revealed an 1823
dated with a diagnosis of

N and was marked yes for required
24-hour nursing or | care.

In an interview conducted on at 3:.08
p.m. when asked about the 24~ hour |

care on the 1823 the , | Nurse Practioner
{APRN) said Resident #6 had severe mental

iliness and was in a mental health facility there.

Avrecord review of the un-dated facility policy
entitied "Admission Policy & Procedures”
revealed in order to be admitted an individual
must not require licensed professional mental
health treatment on a 24-hour a day basis,
cannot be bedridden, and "must be capable of
taking hisiher own medication with assistance
from staff, if necessary. The facility may accept a
resident who requires the administration of
medication if the facility has a nurse to provide
this service, or the resident {or histher
representative) contracts with a licensed
third-party provider for this service."

In an attempted record review of the staff listing,
no listing was provided.

I an online review of the facility background
screening roster conducted on there
were no active listings for registered nurse or
ficensed practical nurse (RN / LPN) or "Other
Licensed Health Care Professional” on the facility
roster.
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In an interview conducted on at 3:00
p.m. the Assistant Administrator said Resident #5
no jonger belonged in the facility and they would
work with the provider on the 1823 and
assessment for Resident #6.
Photographic evidence obtained.
Class It
A025| 429.26(7) FS: 59A-36.007(1) FAC Resident Care AG25
88=G | - Supervision

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

- . or has a change of condition
in order to rule out the presence of an underlying
physiclogical condition that may be contributing to
such or ., . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facifity must notify the resident's representative or
designee of the need for health care services and
must assist in making |, for the
necessary care and services to freat 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 to treat the
condition.

B9A-36.007 Resident Care Standards.
An assisted living facility must provide care and
services appropriate to the needs of residents

AHCA Form 3020-0001

STATE FORM

Js2T11

i coninuastion sheet 7 of 23



PRINTED: 05/01/2028

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11965596 B WING 04/20/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
301 SOUTH 10TH STREET
HAINES MANOR ALF
HAINES CITY, FL. 33844
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A025! Continued From page 7 A025

accepted for admission to the facility.

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

{a) Monitoting of the quantity and quality of
resident diets In accordance with Rule
59A-36.012, FAC.

{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 general 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, health 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 interviews and record reviews, the
Facility failed to provide care and services
appropriate to the needs of residents accepted
for admission, to include awareness of generat
health and safety for one {Resident #5) of one
sample resident who had with injury. The
failure to promptly assess for  risk and
implement the . prevention policy placed the
residents at significant risk of serious injury or
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harm.
Findings included:

Arecord review for Resident #5 revealed a
Resident Health Assessment Form 1823 (1823)
dated revealed Resident #5 required
constant observation, total care with all activities
of daily living, was bedridden, required 24-hour
nwrsing or, care, required medication
administration and needs could not be met in an
assisted living facility {ALF). Additionally, there
were incident reports revealed the following:

" Resident #5 noted to have fimp to
right  and knot on forehead.

N Resident #5 was found sitting in
dining room and observed with Lioleft
side of forehead.

" 1026 Resident #5 was found on floor in
room at 9 p.m. with scrape to

blade.

There was no  risk assessment in the resident
record. A | risk assessment form was
completed by the facility on during
survey when requested by surveyor.

A review of the facility un-dated policy entitied

N Risk Policy & Procedure” revealed the

following:

" "Policy: Any time there is a reported resident
on the community property the following must

take place:

" The Assessment form must be

completed within 24 hours of the report of a

{the only exception is the weekend when the

assessment is to be completed by Monday) by

the Administrator,

" Amedication review is the be completed by

the resident's physician or ARNP (advanced

registered nurse practitioner) to determine if any
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medications could be a contributing factor to the

" “Any time there is a second  within 7 days
or three within 30 days, the following must
take place:

" All the above steps are to be completed.

" The primary physician or ARNP is fo be
consulted to determine the need for a medical
evaluation.

" After frequent & diagnoses of .
without ability, resident will be evaluated
by Administrator and physician or ARNP for the
appropriateness of placement.

" The family is to be consulted, if it is
determined that there is a need for a higher tevel
of care/skilled nursing and a 45-day written notice
will be given so that the family can find alternate
ptacement so that the resident is in a safer
environment."

I an attempted record review of the hospital
records for Resident #5, no records were
available for review.

It an interview conducted on at1:22
p.m. the Weliness Director said they could not
{ocate Resident #8's hospital records but that
Resident #5 had gone to the hospital after a

on

In an interview conducted on 13036 at 12:29
p.m. the Assistant Administrator said a risk
assessment should have been done earlier per
the policy for Resident #5.

Photographic evidence obtained.

Class #t
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428.52

{1)(a) Each new assisted living facility empioyee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and.respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee ' s personnel record.

{p) Each assisted living facility employee must
complete the training required under s. 430.5025.
However, an employee of an assisted living
facility licensed as g limited mentat heaith facility
under s. 429.075 is exempt from the training
requirements under s. 430.5025(4)(d).

{c) If an assisted living facility employee
completes the 1-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice crientation required under paragraph

{a).

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11965596 B WING 041202026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
301 SOUTH 10TH STREET
HAINES MANOR ALF
HAINES CITY, FL 33844
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A081! Continued From page 10 A081
A0B1 428.52(1 & 7) FS; 58A-36.011{ ) FAC Training A0t
§8=0 | - Staff In-Service

AHCA Form 3020-0001

STATE FORM

Js2T11

I continwation sheet €1 of 23




Agency for Healih Care Administration

PRINTED: 05/01/2028
FORM APPROVED

59A-36.011
{2) STAFF PRESERVICE ORIENTATION.
{a) Faciliies must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
1)
{b) New staff must complete the preservice
orientation prior to interacting with residents.
{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.
{d) In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:
1. Resident's rights; and,
2. The facility's ficense type and services offered
by the facility.
{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shali provide or
arrange for the following in-service training to
facility staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its
sontrol policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
, may be used to meet this
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requirement.

{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:

1. Reporting adverse incidents.

2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation,

{c) Staff who provide direct care to residents, who
have not taken the core training program, shal
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
foliowing subjects:

1. Resident rights in an assisted living facility.

2. Recognizing and reporting resident .

neglect, and | . The facility must use its
prevention policies and procedures when
offering this training.

{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rufe 59A-8.0085,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily
fiving.

{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices,

{f) Al facility staff shall receive in-service training
regarding the facility's resident sfopement
response policies and procedures within thirty
{30} days of employment.

1. Al facility staff shall be provided with a copy of
the facility’s resident elopement response policies
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and procedures.

2. Al facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
failed to provide direct care staff with the required
in-service training within thirty-days for one of six
staff sampled (Staff A) prior fo interacting with
residents.

Findings included:

An employee record review for Staff A conducted
on revealed that there was no
evidence in Staff A's employee file showing
completion of required training including:
Activities of Daily Living (ADL), reporting major
incidents and reporting adverse incidents,
resident rights, recognizing and reporting

fneglectand | . Staff A was hired
on

During an interview with the Assistant
Administrator conducted on at 1:58
PM the Assistant Administrator stated if the
training fsn't in the files, we don't have them.

Class il

AL241{ 428.075(  ); 59A-36.020(2) FAC LMH - Records AL241
88=D
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429.075
{3) A facility that has a limited mental health
ficense must:
{a) Have a copy of each mental health resident's
community living support plan and the

, agreement with the mental health
care services provider of provide written evidence
that a request for the community living support
plan and the N agreement was sentto
the Medicaid managed care plan or managing
entity under contract with the Department of
Children and Famities 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 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 living support plan
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.
{d) Assist the mental health resident in carrying
out the activities identified in the resident’s
community fiving support plan.
{4) A facility that has a limited mental health
ficense may enter into a ) agreement
with a private mentat heaith provider, For
purposes of the limited mental heaith license, the
private mental health provider may act as the
case manager.

59A-36.020
(2) RECORDS.
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{a) A facility with a limited mental health license
must maintain an up-to-date admission and
discharge log containing the names and dates of
admissicn 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 alt 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
394.4874, F.S., 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-ES 1006, , which is
hereby incorporated by reference and available
for review at;

hitp:/fwww firules.org/Gateway/reference.asp?No
=Ref-03988, that the resident is receiving SS! or
88Dl due to a mental B

b. Written verification provided by the Sociat
Security Administration that the resident is
receiving SSt or 38D for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Social Security
Admini ion to provide such i ion, or

¢. A written statement from the resident’s case
manager or other mental health care provider that
the resident is an adult with severe and persistent
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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 heaith care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted fiving
facility. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinical social
worker, |, nurse, or an individuat
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:

(1) C

Alternate Care Certification for
{ )form,

CF-ES Form 1006,
(Il Discharge Statement from a state menta!
hospital completed no more than 90 days before
admission to the assisted living facility provided it
contains a statement that the individual is
appropriate to live in an assisted living facifity, or
{11y 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
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facility to execute a new resident contract or
admission agreement will be considered a new
admission and the resident's mental health 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 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 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 mentatl 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 heaith
care provider or mental health case manager fo
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

.. for the services and activities
identified in the plan that have been provided or
arranged for by the resident's mental heaith care
provider or case manager,

e. includes a description of other services to be
provided or arranged by the facility,

{. inciudes 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 heatth
services,
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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 fo sign
the plan, the resident's mental 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 behaviorat
health,
i, includethe , Agreement
described in subparagraph (2){¢)4. If included,
the mental health care provider must also sign
the plan; and,
j. Must be available for inspection to those who
have legal authority o review the document.
4. . Agreement. The mental health
care provider for each mentat 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 heaith resident. The provider must
furnish the resident and the facility with the
provider's 24-hour emergency crisis telephone
number,
. Must be signed by the administrator or
designee and the mental health care provider, or
by a designated representative of a Medicaid
prepaid health ptan if the resident is on a plan
and the plan provides behavioral health services
in section 409.912, F.8;
¢, cover all mental health residents of the
facility who are clients of the same provider; and,
d. , beincluded in the Community Living
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Support Plan described in subparagraph (2)(c)3.
5. Missing docurnentation 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,
title, and phone number of the person fo 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 maintain an up-to-date admission and
discharge log with mental health residents clearly
identified for all residents that resided in the
facility.

Findings included:

In a timited mental health record review, the
facility admission and discharge log did not
identify residents that were limited mental health.

In an interview conducted on at2:31
p.m. the Assistant Administrator said they were
unable to find the limited mental health resident
fist.

Class il

AL243 428.075(1) FS; 59A-38.011(9) FAC LMH - AL243
$8=D | Training

429.075
{1) To obtain a limited mental health license, a
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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 |l of chapter
408. Notification of approval or denial of such
request shail 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 420.075, F.S_, the
administrator, managers and staff, who have
direct contact with mental health residents ina
ficensed limited mental health facility, must
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 limited mental health license or within
6 months of employment in a limited mental
health facility.
b. Training received under this subparagraph may
count onoce for 6 of the 12 hours of continuing

ion required for inis and
managers pursuant to section 429.52(5), F.S.
and subsection (1) of this rule.
2. A minimum of 3 hours of continuing education,
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which may be provided by the ALF administrator,
online, or through distance learning, biennially
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
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 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
subparagraph (a)2. of this subsection, are
retained in their personnet files.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
faited to provide direct care staff with the required
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AND PLAN OF CORRECTION

{X$) PROVIDER/SUPPLIERICUIA
IDENTIFICATION NUMBER

(X2} MULTIPLE CONSTRUGTION

{X3) DATE SURVEY
COMPLETED

Limited Mental Health Training {(LMH) for three of
six Staff (Staff B, Staff D, Staff F) sampled.

Findings included:

An employee record review for Staff B and Staff
D, conducted on , revealed no
documentation that either employee completed
the Limited Mental Health Training (LMH). Staff B
was hired on as a medication
technician, and Staff D was hired on
as a resident aide. The employee record review
aiso revealed no documentation for completed
continuing education regarding Limited Mentat
Health (LMH} for Staff F. Staff F was hired on
as a resident aide.

During an interview with the Assistant
Administrator conducted on at 1:58
PM the Assistant Administrator stated if the
training isn't in the files, we don't have them,
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408.821 FS Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.-
(1) A licensee required by authorizing statutes
and agency rule to have a comprehensive
emergency management plan must designate a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shall
submit its comprehensive emergency

plan to the jocal
managerment agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.
{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
{c) Submit necessary plan revisions within 3¢
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approvati of its plan by the local emergency
management agency, county health department,
or Department of Heaith.
{2) An entity subject fo this part may temporarily
exceed its licensed capacity fo act as a receiving
provider in accordance with an approved

compl plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to all clients. In
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the
receiving and sending providers,

{3)(8) An inactive license may be issued to a
licensee subject to this section when the provider

22830
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is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

1. Suffered damage to its operation during the
state of emergency.

2. 1s currently licensed,

3. Does not have a provisional ficense.

4. Will be temporarily unable to provide services
but is reasonably expected 1o resume services
within 12 months.

{b) An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
dernonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license or to extend the previously approved
inactive period must be submitted in writing to the
agency, accompanied by wiitten justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers
and appropriate licensure fees. Upon agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the license
expiration date, and all licensure fees must be
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
licensure fees and agency inspections indicating
compliance with alt requirements of this part and
applicable rules and statutes.

(4} ... Licensees providing residential or inpatient
services must utilize an online database
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approved by the agency to report information to
the agency regarding the provider's emergency
status, planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to submit their Comprehensive emergency
management pian (CEMP) annually.

Findings included:

A facility record review conducted on
revealed no CEMP proof of annual submission.
The last approved CEMP letter was dated

. (Photographic evidence obtained.)

In an interview conducted on at 10:15

a.m. the Assistant Administrator said they were
waiting on inspection {o be able to submit the

Class Hil
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