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Initial Comments.

A blennial survey was done in conjunction with a
4th revisit to complaint survey number#
2018018050 at Touch of Class Assisted Living
Facility on . Touch of Class Assisted
Living Facility had a deficient practice at the time
of the survey.

429.62( ) FS; 59A-36.011(1) FAC Training -
Core & Competency Test

429.52

{1} Effective . . each new assisted
fiving facility employee 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
facitity 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.

{2) Administrators and other assisted living facility
staff must meet minimum training and education
requirements established by the agency by rule.
This training and education is intended fo assist
facilities to appropriately respond to the needs of
residents, to maintain resident care and facility
standards, and to meet licensure requirements.
(3) The agency, in conjunction with providers,
shail develop a competency test and a minimum
required score o indicate successful completion
of the training and educational requirements. The
required training and education must cover at
teast the following topics:

{a) State law and rules relating to assisted living

A0DC

A 080
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Continued From page 1

facilities.
(b) Resident rights and identifying and reporting
,neglect, and | B
{c) Special needs of elderly persons, persons with
mental iliness, and persons with B
and how to meet those needs.
{d) Nutrition and food service, including
itation practices for prep: B
storing, and serving food.
(e) Medicati rec ping, and
proper technigues for assisting residents with
self-administered medication.
{f) Firesafety requirements, including fire
evacuation drill procedures and other emergency
procedures.
{g) Care of persons with
related

S and

59A-36.011

{1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.

{a) The assisted living facility core training
requirements established by the depariment
pursuant to section 429.52, F 8., shall consist of
a minimum of 26 hours of training plus &
competency test.

{b) Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the testis 75%. inistrators who
have attended core training priorto ., f
and managers who attended the core training
program prior to | . . shall not be
required to take the competency test.

A08B0

AHCA Form 3
STATE FORM

20-0007

s

9FZW

If continuation sheet 2 of 14




PRINTED: 02/03/2020

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11968911 B. WING 01/21/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4701 FAIRLEA DR
TOUCH OF GLASS ASSISTED LIVING, LLC
VALRICO, FL 33596
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A080| Continued From page 2 A 080

and,

the test is taken.

no d

Administrators licensed as nursing home
administrators in accordance with chapter 468,
part li, F.S., are exempt from this requirement.
{c} Administrators and managers shall participate
in 12 hours of continuing education in topics
related to assisted living every 2 years,

{d) A newly hired administrator or manager who
has successfully completed the assisted living
facitity core training and continuing education
requirements, shall not be required to retake the
core fraining. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must:

1. Retake the assisted living facility core training;

2. Retake and pass the competency test.

{e) The fees for the competency test shall not
exceed $200.00. The payment for the
competency test fee shall be remitted to the entity
administering the test. A new fee is due each time

This Statute or Rule Is not met as evidenced by:

Based on interview and record review, the

facitity's administrator failed to meet the training

and testing requirements for an administrator of

an assisted living facility. The administrator had
ion of showing ion of the

years.

file conducted on

Findings included:

12 hours of continuted core training within 2

Record review of the Administrator's personnel

revealed there was

AHCA Form 3020-0001
STATE FORM

s

9FZW

If continuation sheet 3 of 14



PRINTED: 02/03/2020

FORM APPROVED

Agency for Health Care
STATEMENT OF DEFICIENCIES (X7) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11968911 B.WING 01/21/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4701 FAIRLEA DR
TOUCH OF CLASS ASSISTED LIVING, LLC
VALRICO, FL 33536
oy SUMMARY STATEMENT OF DEFICIENCIES 5 PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coupLeTE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) we GROSS-REFERENCED TO THE APPROPRIATE OATE
DEFIGIENCY)
A080| Continued From page 3 A 080
no documentation showing completion of the 12
hours of continued core Iraining within 2 years.
During interview with the Administrator on
beginning at 12:23pm, the
Administrator stated that they had the training but
had can not provide it at this time.
Class Il
A 093 59A-36.012(2) FAC Food Service - Dietary A093

8=

[+]

Standards

(2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelfines for Americans, 2010,
which are incorporated by reference and
available for review at:

hitp/iwww flrules.org/Gateway/reference.asp?No
=Ref-04003, and the cutrent summary of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2010, which are
incorporated by reference and avaifable for

review at:

i maryDRIs/~
‘media/Fi ivity %20F ition/DRIs/New
%20 tal/SDR{%20Values %20 yTable

$%2014.pdf. Therapeutic diets must meet these
nutritional standards to the extent possible.

{b} The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 18 or fewer residents,
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Continued From page 4

standardized recipes are not required. Unless a
resident chooses to eat iess, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c} All reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technictan
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facitity files and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or mere meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facitity for 6 months.

(e} Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facifities that offer residents a varisty of food
choices through a setect menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care

AD093
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provider's order indicates that such monitoring is
necessary, However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the faciity.
2. The facility must document a resident's refusal
to comply with a therapeutic diet and provide
nofification to the resident's health care provider
of such refusal.
{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervais between meals must be evenly
distributed throughout the day with not tess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen faciliies,
snacks must be offered at least once per day.
Snacks are not considered fo be meals for the
purposes of .. the time between meals.
(g} Food must be served atiractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaplive equipment if needed by any
resident, must be on
{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents fo serve, must be on

at all imes. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration, Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.
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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 all regular and therapeutic menus
to be use by the facility was reviewed by a
ficensed or registered dietitian on a annual basis.

Findings included:

Arecord review of the facility current menus used
for showed an date on . The
most recent registered dietitian signature was
signed and dated for

On at 1:50 p.m. during an interview with
the ini: , the ini i

she haven ' t had time to get the menus reviewed
since . The administrator stated, " No |
don't have them yet, 1 need more time!” The
administrator confirmed the facility is actively
using the menus that was signed and approved
on

A181| 59A-36.019(2) FAC Emergency Plan Approval
88=D
(2) EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval to the
iocal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

{b} A new facility as described in rule 59A-36.014,

AD093
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Continued From page 7

F.A.C., and facilities whose ownership has been
transferred, must submit an emergency
management plan within 30 days after obtaining a
ficense.

{c} The facility must review its emergency
management plan on an annual basis, Any
substantive changes must be submitted to the
iocal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

(d} The local emergency management agency is
the final administrative authority for emergency
management plans prepared by assisted living
facilities.

(e} Any plan approved by the local emergency
management agency is considered to have met
all the criteria and conditions established in this
rute.

This Statute or Rule Is not met as evidenced by:
Based on interview and record review, the facility
failed to submit an emergency management plan,
to the local emergency management agency, for
review and approval.

Findings included:

On review of facility records revealed
no documentation of a approved certified
emergency manage plan in place at this time.
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On at 1:58 p.m. during an interview
with the Administrator, the administrator
confirmed she haven ' thad time! " The
administrator stated, " No | don't have it yet, |
need more time!"
Class Ili
€7816| 408.809(2a-c) 435.05(2) 59A-35.090(2d-3¢ cz816

$8=C| Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-
{2) Every 5 years following his or her licensure,
employment, or entry infe a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's |,
to the Federal Bureau of Investigation for a
national criminal history record check unless the
person's ., are enrolied in the Federal
Bureau of Investigation's national retained print
notification program. Ifthe | of
such a person are not retained by the
Department of Law Enforcement under s.
943.05(2)(g} and (h}, the person must submit
. electronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
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Continued From page 9

the ., to the Federal Bureau of
Investigation for a nationat criminal history record
check. The ., shall be retained by the
Department of Law Enforcement under s.
943.05(2){g) and (h} and enrolled in the national
retained print notification program when
the Depariment of Law Enforcement begins
participation in the program. The cost of the state
and nationaf criminal history records checks
required by level 2 screening may be bome by
the licensee or the person . | .Untila
specified agency is fully implemented in the
clearinghouse created under s. 435.12, the
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or
professional licensure requirements of the
agency, the Department of Heaith, the
Department of Elderly Affairs, the Agency for
Persons with , the Department of
Children and Families, or the Department of
Financtal Services for an applicant for a
certificate of authority or provisionat certificate of
authority to operate a continuing care retirement
community under chapter 651, provided that:

{a) The screening standards and disqualifying
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;

(b) The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days; and

{c} Such proof is accompanied, under penaity of
perjury, by an attestation of compliance with
chapter 435 and this section using forms.
provided by the agency.

435.05 Requirements for covered employees and
employers.-Except as otherwise provided by law,

CZ816
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Continued From page 10

the following requirements apply to covered
employees and employers:

{2) Every employee must attest, subject to
penalty of perjury, to mesting the requirements
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.

59A-35.090 Background Screening.
{2) Processing Screening Requests, Required
Documents and Fees.
(d) An ion of Compliance with
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by
reference, available at
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-08106, and available from the Agency for
Health Care Administration at:
hitp:/fahca.myflorida.com/MCHQ/Central_Service
d_ i ions_Forms.sht
mi, This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from & pesition that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
disqualifying offense.
(e} An administrator or chief financial officer must
be screened and qualified priorto | 1
the position.
{3} Results of Screening and Notification.
(a} Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening

CZ816
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435.06(3), F.S.

provider.

Findings Included:

Clearinghouse. The secure website is located at:
apps.ahca.myflorida.com/SingleSignOnPortal.
{b} If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unciaimed, a copy of the letter will be sent by
regular mail. Pursuant to section 435.05(1)(d),
F.S., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with section

{c} The eligibility results of employee screening
and the signed Attestation referenced in
subsection 89A-35.090(2), F.A.C., must be in the
employee's personnel file, maintained by the

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain a required compliance
attestation for 3 (The Administrator, Staff A and
Staff B ) of 3 employee records reviewed.

Employee record review conducted on
revealed Staff A had a date of hire of
and there was no compliance
attestation in the employee record.

Employee record review conducted on
revealed Staff B had a date of hire of
and there was no compliance
attestation in the employee record.

Interview conducted on beginning at
1:18pm with the Administrator confirmed there
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were no compliance attestations in files for Staff A
and Staff B's employee records. An attempted
employee record review for the administrator was
conducted. However, the administrator stated
she doesn't have an employee file and never filed
out an attestation of compliance for herself as
well.

Unclassified

408.813(3) FS Administrative Fines; Violations

408.813 Administrative fines; violations.-As a
penalty for any viclation of this part, authorizing
statutes, or applicable rules, the agency may
impose an administrative fine.

{3) The agency may impose an administrative
fine for a viclation that is not designated as a
class |, class II, class Hll, or class  violation.
Unless otherwise specified by law, the amount of
the fine may not exceed $500 for each violation.
Unclassified violations include:
{a} Violating any term or condition of a ficense.
{b} Violating any provision of this part, authorizing
statutes, or applicable rules.

(c) Exceeding licensed capagcity.

{d) Providing services beyond the scope of the
ticense.

{e} Violating a moratorium imposed pursuantto s.
408.814,

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record

review, the facility exceeded its licensed capacity
of six by admitting seven residents for residency.

Findings included:

CZ816

€Z828
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An entrance conference was conducted with Staff
Aat 10:02 AM on . Staff Awas asked for
a list of residents and asked how many residents
fived at the facility. Staff A stated that the current
census was seven residents. Staff A then
provided a written list of resident names that
totated seven {photographic evidence obtained).

Areview of the facility's license posted in a
residential haliway showed a maximum capacity
of 6 residents {photographic evidence obtained).

Atour of the facility was conducted at 10:45 AM
on with Staff A who showed alt 7
residents’ rooms and indicated by name who lived
in each room. All 7 residents were identified by
name either in their rooms or participating in an
activity in a commeon area at the time of the tour.

An interview was conducted with the
Administrator at 11:38 AM on and the
Administrator acknowledged that they had
admitted and currently had seven residents in to
the facility with a licensed capacity of six. The
administrator also confirmed all 7 residents
received assistance with activities of dally fiving
{ADLs) and self-administration of medication on a
daily basis. The administrator stated, " yes |
know, | did get rid of one, but than | accepted
another one shortly after that."

Unclassified

CZ828
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