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Initial Comments.

A Complaint Survey { number 2019006809) was
conducted at Las Mercedes Boarding Home.
Deficiencies were identified at the time of survey,

429.26(11) FS; 58A-5.0181(1) FAC Admissions -
Criteria

429.26

{11) No resident who requires 24-hour nursing
supervision, except for a resident who is an
enrolied hospice patient pursuant fo part  of
chapter 400, shall be retained in a facility licensed
under this part.

58A-5.0181

(1) ADMISSION CRITERIA,

{a} An individual must meet the following
minimum criteria in order to be admitted to a
facitity holding a standard, fimited nursing
services, or imited mental health license:

1. Beatleast ., -

2. Be free from signs and symptoms of any
communicable that is likely to be
transmitted to other residents or staff. An
individual who has .

) may be admitted to a facility,
provided that the individual would otherwise be
eligible for admission according to this rule.

3. Be able to perform the activities of daily living,
with supervision or assi;
4. Be able to transfer, with assistance if
necessary. The assistance of more than one
person is permitted.

5. Be capable of taking medication, by sither
self-administration, assistance with
self-administration, or administration of
medication.

a. If the resident needs assistance with

if necessary.
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self-administration of medication, the facility must
inform the resident of the professional
qualifications of facility staff who will be providing
this assistance. If unlicensed staff will be
providing assistance with self-administration of
medication, the facility must obtain written
informed consent from the resident or the
resident’s surrogate, guardian, or attorney-in-fact.
. The facility may accept a resident who requires
the administration of medication if the facility
exploys a nurse who will provide this service or
the resident, or the resident's legal
representative, designee, surrogate, guardian, or
attorney-in-fact, contracts with a third party
ficensed to provide this service to the resident.

6. Not have any special dietary needs that cannot
be met by the facility.

7. Not be a danger to self or others as
determined by a physician, or mental health
practitioner ficensed under chapter 490 or 491,

8. Not require 24-hour licensed professional
mental health treatment.

9. Not be bedridden.

10.Nothaveany .. ,. . or4, LA
resident requiring careofa |, |

may be admitted provided that:

a. The resident either.

{1} Resides in a standard or fimited nursing
services licensed facility and contracts directly
with a licensed home health agency or a nurse to
provide care; or

{11} Resides in a limited nursing services licensed
facility and care is provided by the facility
pursuant o a plan of care issued by a health care
provider;

b. The condition is documented in the resident's
record and admission and discharge logs; and,

¢. If the resident's condition fails to improve within
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30 days as documented by a health care
provider, the resident must be discharged from
the facifity.

11. Residents admitted to standard, limited
nursing services, or limited mental heaith
ficensed facilities may not require any of the
following nursing services:

a. airway management of any kind,
except that of continuous positive airway
pressure may be provided through the use of a
CPAP or bipap machine;

b. Assistance with -

<. Monitoring of gases,

d. Management of post-surgical drainage tubes
and vacuum devices;
e. The administration of
facifity; or

f. Treatment of surgical f
uniess the surgical or and the
underlying condition have been stabilized and a
plan of care has been developed. The plan of
care must be maintained in the resident’s record.
12. In addition to the nursing services listed
above, residents admitted to facilities holding only
standard and/or limited mental health licenses
may not require any of the following nursing
services:

products in the

or

and performed

a . .
in the facility;
. ., performed in the facility.
13. Not require 24-hour nursing supervision.
14. Not require skilled rehabilitative services as
described in rule 59G-4.290, F.A.C.
15. Be appropriate for admission to the facility as
determined by the facility administrator. The

it must base the ination on:
a. An assessment of the strengths, needs, and
preferences of the individual;
b. The medical examination report required by
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section 429.26, F.S., and subsection (2} of this
rule, if available;
¢. The facllity's admission policy and the services
the facility is prepared to provide or arrange in
order to meet resident needs. Such services may
not exceed the scope of the facility's license
uniess specified elsewhere in this rule; and,
d. The ability of the facility to meet the uniform
fire safety standards for assisted living facilities
established in rule chapter 69A-40, F.A.C.
{b) A resident who otherwise meets the
admission criteria for residency in a standard
ficensed facility, but who requires assistance with
the administration and regulation of portable

L. orassistance with routine , care
of site placement, may be admitted
to a facility with a standard license as long as the
facility has a nurse on staff or under contract to
provide the assistance or to provide training to
the resident on how to perform these functions
themselves.
{c) Nursing staff may not provide training to
unlicensed persons, as defined in section
429.256(1)(b}, F.S., to perform skilled nursing
services, and may not delegate the nursing
services described in this section to certified
nursing assistants or unlicensed persons. This
provision does not restrict a resident or a
resident's representative from Lwitha
ficensed third party to provide the assistance if
the facility is agreeable to such an arrangement
and the resident otherwise meets the criteria for
admission and continued residency in a facility
with a standard license,
{d) An individual enrolled in and receiving hospice
services may be admitted to an assisted living
facitity as long as the individual otherwise meets
resident admission criteria.
{e) Resident admission criteria for facilities
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Findings included:

"Because of the
responding.”

Class Il

88=D| Food Service

holding an extended congregate care license are
described in rule 58A-5.030, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to assure that two of 16 sampled residents,
{Residents 1 and 2) met the minimum criteria in
order to be admitted at the facility. Both residents
were not able to transfer with assistant or stand

On | at 9:30 AM, Staff C brought
Resident 1 to the living room area on a whee!
chair to observe the resident transferring and
stand up. The resident stated to be afraid to stand
up by herself since she in another faciity. The
resident seated at the whee! chair, the staff had
to grab her and pull her from the chair to help her
stand up. The resident could not stand up by
herself and in fess than 20 seconds sat down in
the wheel chair. Resident 2 could not stand by
himself or make any steps.

On . at 9153 AM, in reference to
Resident 2, Staff B stated, "l think he came on
the first of this month.”

On ) at 10:45 AM, Resident 2 stated,

. | guess my are not

A 095 58A-5.020(4) FAC Food Service -
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{4) CANTRACTED FOOD SERVICE. When food
service is by the facility, the facility
must ensure that the food service
meets all dietary standards imposed by this rule
and is adequately protected upon delivery to the
facifity pursuant to subsection 64E-12.004(4),
F.A.C. The facility must maintain:

{a) A copy of the current contract between the
facitity and the food service contractor.

(b) A copy of the annually issued ceriificate or
ticense authorizing the operation of the food
service contractor issued by the applicable
regulating agency. The license or certificate must
provide documentation of the food service
contractor's compliance with food service
regulatory requirements

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure that the

food service met all dietary standards
including a current license authorizing the
operation of the food service contractor issued by
the applicable regulating agency. The faciiity also
failed to ensure that food was adequately
protected upon delivery.

Findings included:

On . at 12:30 PM, observed multiple
empty plastic containers at the kitchen; all lunch
foods put in pans on the kitchen stove for
re-heating. it was not confirmed at what
temperature the food arrived to the facility.

On | at 12:40 PM, the Administrator

stated, “The food is delivered to the owner of the
facility around 12:30 PM then, she brings it to the
kitchen as soon as they get it." The food was not
delivered directly to the facility, instead, it was
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Continued From page 6

delivered to the home of the owner of the facllity.

The State Department of Business and
Professional Regulations confirmed that the copy
of the catering license provided by the facility was
falsified; the license number did not exist and the
address corresponded to a closed business.

Class i

58A-5.024(1) FAC Records - Facifity

The facifity must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
tegally authorized entity, if records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

(1) FACILITY RECORDS, Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
(b} An up-to-date admission and discharge log
fisting the names of all residents and each
residents:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha =, | s and
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident fo the facility after discharge
requires a new entry in the log. Discharge of a
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resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to retum pursuant to Rule 58A-5.025,
F.A.C. If the resident dies while in the care of the
facitity, the log must indicate the date of

(c) Alog listing the names of alf temporary
emergency placement and respite care residents
if not included on the [og described in paragraph
(b).

(d} The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 58A-5.026, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 58A-5.021, FAC;

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 58A-5.021, F.A.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 58A-5.0181, F.A.C.
{h) If the facility advertises that ut provtdes special
care for persons with or
related .acopyof all such facility
advertisements as required by Section 429.177,
F.8.

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
58A-5.0182, FAC.

{j) Alt food service records required in Rule
58A-5.020, F.A.C., including menus planned and
served and county health department inspection
reports. Facilities that contract for food services,
must include a copy of the contract for food
services and the food service contractor's license
or certificate to operate,

{k} Al fire safety inspection reports issued by the
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{ocal authority or the State Fire Marshal pursuant
to Section 429.41, F.S., and Rule Chapter
69A-40, F.A.C,, issued within the last 2 years.
{I) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S,, and Chapter 84E-12, FAC,,
issued within the last 2 years.
{m) Pursuant to Section 429.35, F.S_, all

survey, i ion and i
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
iast 5 years.
{n) The facility's resident elopement response
policies and procedures.
{0} The facility's documented resident elopement
response drills.
{p) For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
58A-5.029, 58A-5.030 and 58A-5.031, F.AC,,
respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain the
admission and discharge log up-fo-date.

Findings included:

On ) , at 7:40 AM, observed Resident
2 in room number 5.

Review of the facility's admission and discharge
iog showed Resident 2 not listed.

On | at 9:53 AM, Staff B stated, "I
think he came on the first of this month.”

Class Il
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