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| Rule 59A-8.0095, F.A.C., must receive a

Initial Comments A000
assisted Living Facility (ALF) with
Limited Nursing Services (LNS) and Limited
Mental Health (LMH) re-licensure survey was
conducted. l

The facility had deficiencies found during the visit.

58A-5.0191(2) FAC Training - Staff In-Service AQB1
(2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall 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

minimurm of 1 hour in-service training in
control, including universal precautions, and
facility sanitation procedures before providing
personal care to residents. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to i borne

_ . may be used to meet this i
requirement. N
{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 major incidents |
2. Reporting adverse incidents. i
3. Facility emergency procedures including i
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, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects: H
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1. Resident rights in an assisted living facility. i
2. Recognizing and reporting resident !
neglect, and
(d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with Rule 58A-8.0095,
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
living.
{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} All facility staff shali receive in-service training
regarding the facility ' s resident elopement
response policies and procedures within thirty
{30} days of employment,
1. All facility staff shall be provided with a copy of
the facility ' s resident elopement response
policies and procedures.
2. All facility staff shall demonstrate an
understanding and competency in the

. implementation of the elopement response
poiicies and procedures.

This Statute or Rule is not met as evidenced by: !
Based on interview the facility failed to ensure
administrators or managers provided or arranged
for an in-service training regarding the facility's
elopement policies and procedures for 1 of 2
sampled staff (8}

Findings: i
Personnel record review at approximately 1:30
AHCA Form 3020-0001
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Continued From page 2

PM for staff B revealed she was hired .
2012. Continued review revealed no evidence to
confirm she received an in-service training within
30 days of employment regarding the facility's
elopement policies and procedures

The administrator validated the findings and
sated he thought the staff had the training. The
staff stated at the time that she did not recall the
fraining

Class il

58A-5.0191(11) FAC Training - Do Not
: Qrders

(11

TRAINING.

(@) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility ' s policies and
procedures regarding _ . .. .. . within 60 days
after the effective date of this rule.

{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility * s policy and procedures
regarding - within 30 days after
employment.

(¢} Training shall consist of the information
included in Rule 58A-5.0186, F.AC.

This Statute or Rule is not met as evidenced by
Based on personnel record review and interview
the facility failed to ensure that 1 of 2 sampled
staff (B) had at least one hour of training in the
facility's policies and procedures regarding .

s that included

A081

A090
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Resident Contracts. |
(1) Pursuant to Section 429.24, F .8, priortoorat |
the time of admission, each resident or legal i
representative shall execute a contract with the
facility which contains the foliowing provisions:

{a) Alist of the specific services, supplies and i
accommodations to be provided by the facility to |
the resident, including limited nursing and i
extended congregate care services if the facility I
is licensed to provide such services. [
{b) The daily, weekly, or monthly rate.

(c) Alist of any additional services and charges to i
be provided that are not included in the daily, i
weekly, or monthly rates, or a reference to a ;
separate fee schedule which shall be attached to |
the contract |
{d} A provision giving at least 30 days writien 1
notice prior to any rate increase. '
(e) Any rights, duties, or of residents, |
other than those specified in Section 428.28, F.8. i
(f) The purpose of any advance payments or '
deposit payments and the refund policy for such
advance or deposit payments.

(g} A refund policy which shall conform to Section
42924(3), F 8 !
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information in Rule §8A-5.0186, FAC |
Findings. |
Personnel record review for staff B, hired |
2012, at approximately 1:30 PM ?
revealed there was no documentation to confirm
that she received training regarding the facility's |
policies and procedures regarding ;
“The ‘o stated at approximately 2 PM |
that the he thought the staff had received the [
training. |
Class il i
A 167 58A-5.025(1) FAC Resident Contracts | A167
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{h} Awritten bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care ]
facility, or facility. The resident or
responsible party shall notify the facility in writing |
of any change in status that would prevent the |
resident from returning to the facility. Until such |
written notice is received, the agreed upon daily, |
. weekly, or monthly rate may be charged by the
facility unless the resident’ s medical condition,
such as the resident ' s being comatose, prevents
the resident from giving written notification and |
the resident does not have a responsible party to i

act in the resident ' s behalf.
{i) A provision stating whether the organization is |
affiliated with any religious organization, and, if
50, which organization and its relationship to the
facility.

(j) A provision that, upon determination by the
administrator or heaith care provider that the
resident needs services beyond those the facility
is licensed to provide, the resident or the resident
' 5 representative, or agency acting on the
resident ' s behalf, shall be notified in writing that |
the resident must make arrangements for

transfer to a care setting that has services i
needed by the resident. In the event the resident |
has no person to represent him, the facility shall |
refer the resident to the social service agency for
placement. If there is disagreement regarding the |
appropriateness of placement, provisions as i
outlined in Section 428.26(8), F.S_, shall take
effect

{k} A provision that residents must be assessed
upon admission pursuant to subsection
58A-5.0181(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4) of that rule.

{1} The facility ' s policies and procedures for
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A 167 Continued From page 5

self-administration, assistance with é
self-administration and administration of
medications, if applicable, pursuant to Rule '
58A-5.0185, F A.C. This also includes provisions
regarding overthe-counter (OTC) products
pursuant to subsection (8) of that rule.

{m) The facility ' s policies and procedures related
to a properly executed

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview
the facllity failed to ensure that each resident's
contract listed all the requirements, for 3of 3
sampled residents (#1, #2 and #3).
Findings:
Individual resident record review for residents #1, |
#2 and #3 at approximately 1 PM revealed that
the contracts did not include a
statement/provision to inform the residents or
responsible party that the resident must have a
face-to-face medical examination by a licensed
health care provider at least every 3 years after

! the initial or after a signi
change, whichever came first. The results of the
examination must be recorded on AHCA Form
1823~ 2011, Continued review revealed
there was no evidence to confirm residents #2
and #3 were informed regarding the Limited
Nursing Services (LNS) provided and the cost of
the services and supplies. There was a page in
the contract that indicated LNS but it was crossed
out. |
The administrator stated at approximately 1 PM !
the above information was crossed out because
they residents did not need LNS,
Class

A167
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AL241 58A-5.029(2) FAC LMH - Records AL241

(2) RECORDS.
(a) Afacility with a limited mental health license
shall maintain an up-to-date admission and !
discharge log containing the names and dates of |
admission and discharge for all mental health .
residents. The admission and discharge log i
required under Rule 58A-5.024, F AC, shallbe '
sufficient provided that all mental health residents
are clearly identified. |
(b) Staff records shall contain documentation that |
designated staff have completed limited mental
health training as required by Rule 58A-5.0181,
FAC
(c) Resident records for mental health residents
in a facility with a limited mental health license
must include the following:
1. Documentation, provided by the Department of
Children and Family Services within 30 days of

| the resident ' s admission to the facility, that the

| resident is a mental health resident
Documentation that the resident is receiving
social security or supplemental security
income, andany
of the following shail meet this requirement. 1
a. An affirmative statement on the Alternate Care |
Certification for !

Form, CF-ES 1006, . 1898, that the

resident is receiving SSUSSDI due to a

b Written verification provided by the Social !
Security Administration that the resident is

receiving SSI or SSDI foramental ... ... Such!
verification may be acquired from the Social |
Security Administration upon obtaining a release |
from the resident permitting the Social Security |
Administration to provide such information to the |
Department of Children and Family Services. |
¢. Awritten statement from the resident * s case ;
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AL241, Continued From page 7

manager that the resident is an adult with severe
and persistent mental illness. The case manager |
shall consider the following minimum criteriain =+
making that determination t
(i) The resident is eligible for, is receiving, or has
received state funded services from the
Department of Children and Family Services '
B ... and Mental Health program
office within the last 5 years; or
{if) The resident has been diagnosed as having a
mental .
2. An appropriate placement assessment
provided by the resident' s mental health care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted living
facility. Such assessment shali be conducted by a
psychiatrist, clinical psychologist, clinical social
worker, or s nurse, or person
supervised by one of these professionals
a. Any of the following documentation which
contains the name of the resident and the name,
signature, date, and license number, if applicable, {
of the person making the assessment, shall meet
this requirement:
{i) Completed Alternate Care Certification for i
t Form, 1
CF-ES Form 1006, 1998; |
{iiy Discharge Statement from a state mental ‘
hospital completed within 90 days prior to
admission to the ALF provided it contains a
statement that the individua! is appropriate fo five
in an assisted living facility; or
(iiiy Other signed statement that the resident has |
been assessed and found appropriate for
residency in an assisted living facility.
b. Amental health resident returning to a facility
from treatment in a hopsital or crisis stabilization
unit {CSU) will not be considered a new
admission and not require a new assessment.

| AL24t
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However, a break in a resident ' s continued
residency which requires the 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
a. Each mental health resident and the resident '
s mental health case manager shall, 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
under paragraph (c), whichever is later, which:
{i) Includes the specific needs of the resident
which must be met in order to enable the resident
fo live in the assisted living facility and the
comimunity;
(i) includes the clinical mental health services to
be provided by the mental health care provider fo
help meet the resident ' s needs, and the
frequency and duration of such services;
{iil) Includes any other services and activities to
be provided by or arranged for by the mental
health care provider or mental health case
manager to meet the resident ' s needs, and the
frequency and duration of such services and
activities, ]
+ Includes the N i of the facility to
facilitate and assist the resident in attending
appointments and arranging transportation to |
appointments for the services and activities
identified in the plan which have been provided or :
arranged for by the resident’ s mental health care
provider or case manager; ]
{v) includes a description of other services to be
provided or arranged by the facllity, i
(vi} Includes a list of factors pertinent to the care, i
|

safety, and welfare of the mental health resident
and a description of the signs and symptoms

AL241
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to the resident that indicate the
immediate need for professional mental health
services;
(vil) Is in writing and signed by the mental health
resident, the resident’ s mental health case ]
manager, and the ALF administrator or manager
and a copy placed in the resident ' s file. If the t
resident refuses to sign the plan, the resident's i
mental health case manager shall add a
statement that the resident was asked but l
refused to sign the plan;
{viii} Is updated at least annually; |
{ix} ‘include the Agreement ]
described in subparagraph 4. Ifincluded, the i
mental health care provider must also sign the |
plan; and v
{x) Must be available for inspection to those who |
have a lawful basis for reviewing the document.
b. Those portions of a service or treatment plan !
prepared pursuant to Rule 65E-4.014, FAC,,
which address all the elements listed in :
sub-subparagraph a. above may be subsfituted. |
4. Agreement. The mental health
{ care provider for each mental health resident and
the facifity administrator or designee shall, within
30 days of the resident ' s admission to facility or
receipt of the resident ' s appropriate placement
assessment, whichever is later, prepare a written
statement which:
a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental health resident. The provider must
furnish the resident and the facility with the
provider ' s 24-hour emergency crisis telephone
number,
b. Must be signed by the administrator or
designee and the mental health care provider, or
by a designated representative of a Medicaid
prepaid health plan if the resident is on a plan
and the plan provides behavioral health services
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AL241. Continued From page 10

under Section 409.912, F.S.

c. _cover all mental health residents of the
facility who are clients of the same provider.

d _be included in the Community Living
Support Plan described in subparagraph 3.
Missing documentation shall not be considered a
deficiency if the facility can demonstrate thatit |
has made a good faith effort to obtain the .
required documentation from the Department of
Children and Family Services, or the mental

health care provider under contract to provide
mental health services to clients of the i
department

AL241 |

|
i
This Statute or Rule is not met as evidenced by: ]
Based on resident record review and in(erview
the facility failed to ensure the I
Agreement was updated yearly for one LMH
resident (1) in a sample of 3 residents. |
Findings: [
During the facility tour at approximately 9:30 AM
the administrator identified resident #1 as being a
Limited Mental Health resident
Resident record review for resident #1 at |
approximately 1 PM revealed a heaith
assessment dated that listed diagnoses of
_-.._.. Continued review '

revealed the Commumty Living Support Plan and

: Agreement were one document
The Agreement was developed on

_.. 2 and was last updated/reviewed on

The admmistrator validated the findings at the
time
Ciass Hl

AL243 58A-5.0191(8) FAC LMH - Training AL243
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(8) LIMITED MENTAL HEALTH TRAINING

{a) Pursuant to Section 428.075, F.S,, the
administrator, managers and staff, who have
direct contact with mental health residents ina
licensed limited mental health facility, must
receive the following training:

. 1. Aminimum of 6 hours of specialized training in

i
working 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
& months of employment in a limited mental

bealth facility.

b Staffin " direct contact " means direct care
staff and staff whose duties take them into i
resident living areas and require them to interact
with mental health residents on a daily basis. The |
term does not include maintenance, food service
or administrative staff, if such staff have only
incidental contact with mental health residents

¢ 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 429.62(4), F.S.,
and subsection (1) of this rule.

2. Aminimum of 3 hours of continuing education,
which may be provided by the ALF administrator
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 mental health
needs, services, behaviors and appropriate
interventions; resident progress in achieving |
treatment goals; how to recognize changes in the ;
resident ' s status or condition that may affect H
other services received or may require
intervention; and crisis services and the Baker
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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 429.52(4), F.S., and subsection (1) of |
this rule '
4. Administrators, managers and direct contact |
staff affected by the continuing education i
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 facility ' s personnet files. They
must also ensure that copies of the continuing
education training certificates, pursuant to i
i< {a)2. of this su ion, are g
retained in their personnel files. l
i

Act procedures. l
¥

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview
the facility failed to ensure 2 of 2 sampled staff (A |
and B) who were in direct contact with limited
mental heaith residents received the required i
training.

Findings.

Personnel record review at approximately 1:30
PM revealed that staff B was hired in

2012. There was no evidence to confirm that she
had completed the 6 hours Limited Mental Health
{LMH) training provided by or approved by the
Department of Children and Family Services,
within 6 months of hire. :
Personnel record review for staff A, hired in 2010 |
revealed she attended 6 hours of specialized

i
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training in working with individuals with mental
heaith diagnoses in 2010. Continued individual
personnel record reviewed revealed no evidence
to confirm she attended 3 hours of continuing
education in lopics related to mental health,
which may be provided by the ALF administrator
| or through distance learning, yearly thereafter.
The administrator/owner validated the findings,
on said date at approximately 2 PM
Class Hil
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Administrator

Aasbury Manor Alf
5302 Satel Dr
Orlando, FL, 32810
Dear Administrator:
Re: Biennial w/LNS and LMH
This letter reports the findings of a state licensure survey that was conducted on 2012 by

representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indi the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review after 2013, to verify that the necessary corrections are in place to correct the
deficiencies identified on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
http://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor(s). Should you have any questions please call Lorraine
Henry at .

Sincerelx, ’
gt /
/ Thetesa DeCanio, RN
Field Office Manager
LH/be
Enclosure
XG90

Headquarters

2727 Mahan Drive
Taltahassee, FL 32308
hitp:/fahca myflorida.com

Orlando Field Office

400 W. Robinson St., Suite -309

Qriando, FL. 32801

Phone (407) 4202502, Fax (407) 246-0998




