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Initial Comments.

Complaint Investigation #2020011899,
Control Assessment and Generator Monitoring
surveys were conducted on and

. Sloan Home of Central Florida inc
had deficiencies identified at the time of visit.

420.26( ) FS; 59A-36.006(2) FAC Admissions -
Health Assessment

429.26
{4} If possible, each resident shall have been
examined by a licensed physician, a licensed
physician assistant, or a licensed nurse
practitioner within 80 days before admission to
the facHity. The signed and completed medical
ination report shall be i tothe
owner or administrator of the facility who shal
use the information contained therein to assist in
the ination of the i of the
resident's admission and continued stay in the
facility. The medical examination report shall
become a permanent part of the record of the
resident at the facility and shall be made available
to the agency during inspection or upon request.
An that has been through
the Comprehensive Assessment and Review for
Long-Term Care Services (CARES) Program
fulfils the i for @ medical inati
under this subsection and s. 429.07(3)(b)6.
{5) Except as provided in s. 429.07, if a medical
ination has not been within 60
days before the admission of the resident to the
facility, a licensed physician, licensed physician
assistant, or licensed nurse practitioner shall
examine the resident and complete a medicat
examination form provided by the agency within
30 days following the admission to the facility to
enable the facifity owner or administrator to
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The medical examination form shall become a
permanent part of the record of the resident at
the facility and shall be made available to the
agency during inspection by the agency or upon
request.
(8} Any resident accepted in a facility and placed
by the department or the Department of Children
and Families shall have been examined by
medical personnel within 30 days before
placement in the facility, The examination shall
include an assessment of the approptiateness of
placement in a facility. The findings of this
examination shall be recorded on the
examination form provided by the agency. The
completed form shall accompany the resident
and shall be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Famshes must provide documentation that the

i has been by a p! 3
clinical psychologist, clinical social worker or

. nurse, or an individual who is
superv»sed by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health restdenl has been admitted to the facllity.
An upon discharge from a
state mental hospital meets the requirements of
this ion refated to appropri: for
placement as 8 mental health resident providing it
was completed within 80 days prior to admission
to the facility. The applicable department shali
provide to the facility administrator any
mformatnon about the resident that would help the
meet his or her responsi

under subsection (1). Further, department
personnel shall explain to the facility operator any
special needs of the resident and advise the
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operator whom to call should problems arise. The
applicable department shall advise and assist the
facility administrator where the special needs of
residents who are recipients of |

. require such assistance.
59A-36.006
{2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a

-to- medical examination completed by a

health care provider as specified in either
paragraph (a) or (b} of this subsection.
{a) A medical examination completed within 80
calendar days before the individual's admission to
a facility pursuant to section 429.26(4), F.S. The
examination must address the following:
1. The physical and mental status of the resident,
including the identification of any health-related
problems and functional limitations,
2. An evaluation of whether the individual will
require supervision or assistance with the
activities of dally living,
3. Any nursing or ., services required by the
individual,
4. Any special diet required by the individual,
5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication,
6. Whether the individual has signs or symptoms
of ,

- B or any other
communicable , which are likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
provider, the individual's needs can be metin an
assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and

AHCA Form 3020-0001
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ficense number of the examining health care
provider. The medical examination may be
conducted by a health care provider licensed
under chapter 458, 459 or 484, F.S.

{b} A medical examination completed after the
resident’s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Facilities, , which is
incorporated by reference and avaliable onfine at
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-09170. Faxed or electronic copies of the
completed form are acceptable. The form must
be completed as instructed.

1. ltems on the form that have been omitted by
the health care provider during the examination
may be obtained by the facility either orally or in
writing from the heaith care provider.

2. Omitted information must be documented in
the resident’s record. Information received orally
must include the name of the health care
provider, the name of the facility staff recording
the information, and the date the information was
provided.

3. Electronic documentation may be used in
place of completing the section on AHCA Form
1823 referencing Services Offered or Arranged
by the Facility for the Resident. The electronic
documentation must include all of the elements
described in this section of AHCA Form 1823.
{c} Any information required by paragraph (a),
that is not contained in the medical examination
report conducted before the individual's
admission to the facility must be obtained by the
administrator using AHCA Form 1823 within 30
days after admission.

(d} Medical examinations of residents placed by
the department, by the Department of Children

A008
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and Famifies, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
{e} An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
section 429.26, F.S. and this rufe.
{f) Any orders issued by the health care provider
conducting the medical examination for
medications, nursing, therapeutic diets, or other
services o be provided or supervised by the
facility may be attached to the heaith
assessment. A heaith care provider may attach a
DH Form 1896, Florida
Form, for residents who do not wish

. to be administered
in the case of or . .
{g) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Farmilles pursuant to section 415.105 or
415.10561, F.S., is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facitity's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
did not obtain a complete and accurate resident

health assessment form (AHCA form 1823) for 2

A008

of 3 sampled residents (#2 & #3).
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Continued From page 5

Findings:

1. Resident #2's record revealed she was
admitted into the facility on . An AHCA
form 1823 located in her record was dated

, more than 60 days prior to her
admission, and was from the facility where she
previously resided.

2. Resident #3's record revealed an AHCA form
1823 completed by the heailth care provider and
was dated . The health care provider did
not indicate the type of assistance he required
with - That section was blank.

On at 11:30 AM, the owner was made
aware of the findings over the telephone. She
said she was aware resident #2's AHCA for 1823
was from her previous facility.

Class Il

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7) The facility must 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
physiological 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
facility shall arrange, with the appropriate health
care provider, the necessary care and services to
treat the condition.

A008
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59A-36.007

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

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

{a) Monitoring of the quantity and quality of
resident diets in accordance with rule
59A-36.012, F.AC.

{b} Daily observation by designated staff of the
activities of the resident white 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 hospital medical records, police reports
and interview, the facility failed to provide
adequate supervision and general awareness of
whereabouts for 1 of 3 sampled residents (#3)
who had and and eloped

A025
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from the facility, did not have written
documentation when the resident left and
returned and that his family and or representative
was notified, and did not maintain a record of
what occurred resulting in1 of 3 sampled
residents (#1) being transported to the hospital
and that his health care provider and
representative was made aware.

Findings:

1. The Agency for Health Care Administration
received a compiaint that noted resident #3 left
the facility and the facility did not know the
whereabouts of the resident.

On at 9:15 AM, resident #3 was
observed squatting in the front yard of the facility.
There was no staff present and no staff observing
him from the window.

On at 9:40 AM, an interview was
attempted with resident #3. He was able to give
his name. The resident was asked if he had left
the facility without staff knowing where he was.
He was not able fo give a statement. He
mumbled some words and walked out of his
room.

Resident #3's record revealed a resident health
assessment form 1823, dated , that
noted he had a history of and

. He was oriented only to person.
His record did not reveal any notes in the record.

On at 10:55 AM, caregiver A said that
she heard resident #3 left the facility one night
and did not return until the next morning. She was
asked if the staff were to be supervising the
resident when he went ouside, and she said

A025
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"Yes". She said he had left before but had not left
since the incident that occurred a couple of
months ago.

On at 11:20 AM, the owner stated
resident #3 left the facility a couple of months
ago> She said she could not remember the
exact date and time. She said he would go to the
store and return. She said he went out to smoke
one night and the staff could not find him. She
said the police were called and arrived at the
facility. She said the resident returned the next
day. The owner was asked if the resident had left
before and the staff were not aware of where he
was. The owner stated he left one time before to
go to get pizza but was only gone for 15 minutes.
She said the staff was to supervise him when he
goes outside. The owner was informed that the
resident was observed outside alone when the
agency staff arrived. The owner said the staff was
supposed fo look out the window to check on him.
The agency staff informed the owner at the time
that the staff was not looking out the window at
the time of arrival. The owner was asked for
notes regarding the elopmememt. She said there
were notes and they should be in a notebook on
top of the medication cart.

Observation at the time of the notebook on the
medication cart did not reveal any notes included.

There was no documentation to cenfirm what had
occurred and what interventions were in place to
supervise the resident to ensure that he would be
safe and not leave the facility again. The facility is
iocated on a busy strest with 4 lanes. The owner
said the staff was to supervise the resident.
However, the resident was observed outside
alone without supervision on the day of the
survey.
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Review of a police report revealed the following:
On . at 11:50 PM, the officer
responded to 307 S Hiawassee Road (facility's
address), in reference to a missing person. Upon
arrival, he met with the owner; he entered the
resident into the system as missing and
endangered.

The owner was notified by her overnight caregiver
that one of her residents (#3) walked away from
the residence and had not returned. The owner
went {o the residence to look for resident #3. She
also did a check of nearby businesses but was
unable to locate him. The owner advised that she
was not aware of resident #3 doing this before.
The officer also met with the caregiver who said
she gave resident #3 his last cigarette of the day
at 10:30 PM. He went out to the front of the
house and was smoking it out there like usual.
The caregiver looked out of the front window and
saw that resident #3 was outside of their gate and
walking southbound on the sidewatk. She went
outside and told resident #3 to come to the
house; resident #3 turned and looked at her. She
used her to wave to him to come to
the house. The caregiver went inside
expecting resident #3 to come inside too.

After about ten minutes, she went outside
fooking for him but did not see him. The caregiver
called the owner.

The officer did a check of the residence and the
backyard for resident #3 with negative results.

Resident #3 has a diagnosis of early stages of

The "Orange County Chase and K8" responded
to the scene to locate resident #3. He was

A025

tracked southbound on Hiawassee, which ended
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at Fairway Cove . . off Hiawassee Road,

near Raleigh Street with negative resuits,

The officer noted he was notified by other
Deputies that resident #3 had away
before and was located at Woodlawn Cemetery.

Another police report noted on .
reflected that a deputy was at the facility in
reference to a missing person who had returned
on . He made contact with resident #3
who was located in good health. Resident #3
stated he got on the bus and went to the Florida
Mall. Resident #3 stated that he slept in the area
but coutd not remember the exact location.
Resident #3 said he took a bus home and
arrived yesterday morning.

2. Resident #1's record revealed a hospital
discharge record that was dated . There
was no documentation of why the resident went
to the hospital and that his health care provider
and family/representative were notified.

On at 10:16 AM,resident #1 said he
was sent to the hospital because he had a
and was not feeling well.

Class Il
A030] 59A-36.007(6) FAC; 420.28( ) FS 420.27 A030
$5°D | Resident Care - Rights & Facility Procedures

59A-36.007

{8) RESIDENT RIGHTS AND FACILITY

PROCEDURES.

{a}) A copy of the Resident Bill of Rights as
described in section 429.28, F.8., or a summary
provided by the Long-Term Care Ombudsman

AHCA Form 3020-0001
STATE FORM i 432x11 f continuation sheet 11 of 35
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Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to rule
59A-36.006, F.A.C.

{b} In accordance with section 428.28, F.S_, the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to aflow
residents to recommend changes to facility
policies and procedures, The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c} The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; . Rights Florida,
1(800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
(d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to rute 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , heglect, and

6. Admini and h
and requirements;
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7. control, sanitation, and universal
precautions; and,

8. The requirements for coordinating the delivery
of services to residents by third party providers.
{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident’s right to unrestricted and private
communication, pursuant to section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents, For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

{0} In addition to the requirements of section
429.41(1){k). F.S., the use of physical

by a facility on a resident must be reviewed by the
resident’s physician annually. Any device,
including half-bed rails, which the resident
chooses to use and can remove or avoid without
assistance, is not considered a physical

429.28 Resident bill of rights.-

{1} No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facifity shail have the right to:

{a) Live in a safe and decent living environment,

A030
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free from and neglect.

(b) Be treated with consideration and respect and
with due recognition of personatl dignity,
individuality, and the need for privacy.

{c} Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, 50 as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

{d) Unrestricted private communication, including
receiving and sending unopened

[ access to a and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions fo extend visiting hours for
caregivers and out-of-town guests, and in other
simifar situations.

{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
autonomy, and interaction within the community.
{fy Manage his or her financial affairs unless the
resident or, if appficable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facitity to provide safekeeping for funds as
provided in s, 429.27.

{g) Share a room with his or her spouse if both
are residents of the facility.

{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.

{i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
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at religious services, shall be imposed upon any
resident.
{i) Assistance with obtaining access 1o adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making ., |
for heaith care services, the provision of or
arrangement of transportation to health care

. , and the performance of health
care services in accordance with s. 429.255
which are consistent with established and
recognized standards within the community.
(k) At least 45 days' notice of relocation or
termination of residency from the facifity unless,
for medicat reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. in the
case of a resident who has been adjudicated
mentally s , the guardian shall be
given at least 45 days’ notice of a nonemergency
relocation or residency termination. Reasons for
relocation shall be set forth in writing. (n order for
a facility to terminate the residency of an
individual without notice as provided herein, the
facitity shalt show good cause in a court of
competent jurisdiction.
(1) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without . interference, coercion,
discrimination, or reprisal. Each facility shall
establish a grlevance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or

A030
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special interest groups.
(2) The administrator of a facility shall ensure that
a written notice of the rights, ,and
prohibitions set forth in this part is posted in a
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toli-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Hotline operated by the
Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
fong-term care ombudsman councit, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retafiatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access to a telephone to
call the State Long-Term Care Ombudsman
Program or local embudsman council, the Elder
Hotiine operated by the Department of
Children and Famities, and , Rights
Florida.

429.27 Property and personal affairs of
residents.-
{1){a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

. or . under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and

A030
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his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shail
such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observations and interviews, the facility
failed to safeguard residents’ well-being by failing
fo follow current control standards
related to COVID-19 and Florida Governor's
emergency orders DEM Order 20-006, dated

. , delineating minimum screening
standards for persons entering identified
residential facilities.

Findings:

The COVID-19 is a transmissible
that presents severe risk to persons who
are aged, infirm, or suffer from co-
including, but not limited to, system
deficiency, .., . . . and
.. See generaily, Publications of the
Centers for Control.

On . , the Governor of the State of
Florida issued Executive Order 20-51 designating
a Public Health Emergency as a result of
COVID-18 and its impact. Pursuant to that
authority, emergency orders have been issued by
the Florida Division of Emergency Management
to implement the protections necessary to assure
the health, safety, and well-being of Florida's
AHCA Form 3020-0001
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citizenry, including those most to the
effects of . Among those emergency
orders was DEM Order 20-006, dated .

. deli ing minimum ing
for persons entering identified residential
facifities.

tandard:

The Agency for Health Care Administration
{AHCA) has issued guidance and clarification on
DEM Order 20-006 to providers, and on

, Issued an alert notifying nursing homes
that all staff or other individuals admitted to a
residential facility must don masks and that
caregivers must wear gloves when providing
resident care. While the treatment and
management of residents with
and the implementation of isolation precautions
for such events are a long-standing health care
issues faced by residential facilities, the ease of
contagion and the effects of presented
by COVID-19 mandate that providers exert
meticulous practice and procedure to identify
resident symptoms and take immediate
o procedures to both assure
appropriate treatment of a potentially
resident and protect the remainder of a facility's
population from the risk of spread of the

On at 9:15 AM, staff A answered the
door and allowed the agency's representative
inside. She was informed of the nature of the visit
and said the owner or administrator was not at
the facility. Staff A was asked at the time if the
facility conducted any COVID-19 screening such
as using a standardized questionnaire or other
form of documentation. She was also asked if
staff were taking temperatures. Staff A said the
facility had a small thermometer, and she was not
taking temperatures and not screening visitors

A030

because she was not aware that she had to.
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On at 10:15 AM, the owner said she
had ordered a thermometer to take temperatures
and there was a COVID-19 screening form and
the staff should be using the form.

Class Ili

59A-36.019(2) FAC Emergency Plan Approval

{2) EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval 1o 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,
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 annuat 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

A030

A181

AHCA Form 3
STATE FORM

20-0007

s

432X11

f continuation sheet 19 of 35



PRINTED: 08/03/2020

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
AL11965366 R ———— 0712212020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
307 S HIAWASSEE RD
SLOAN HOME OF CENTRAL FL INC
ORLANDO, FL 32835
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX. (EAGH 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}
A181| Continued From page 19 A181

management plans prepared by assisted fiving
facilities.

{e) Any plan approved by the local emergency
management agency is considered to have met
all the criteria and conditions established in this
rule.

This Statute or Rule is not met as evidenced by:
Based on the review of the comprehensive
emergency management plan (CEMP) and
interview, the facility failed to have evidence that
their plan was reviewed on an annual basis.

Findings:

Review of the facility's CEMP reveated it was
approved on . There was no evidence
found to confirm that the facility had reviewed the
CEMP annually.

On at 11:30 AM, the owner said the
plan was reviewed annually but she did not have
any documentation to confirm the review dates.

Class

A200) 59A-36.025 FAC Emergency Environmentat A200
$S8=D| Control

59A-36.028 Emergency Environmentat Controt
for Assisted Living Facilities.
(1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shaif prepare a detailed plan ("plan”) to serve as
ast to its Compl i

Plan, to address
environmental control in the event of the loss of
primary electrical power in that assisted living
facitity which includes the following information:
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{a) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
ticensees of assisted living facilities wil be
equipped to ensure air temperatures wilt
be maintained at or below 81 degrees Fahrenheit
for a rinimum of ninety-six (96) hours in the
event of the loss of primary electrical power.

1. The required temperature must be maintained
in an area or areas, determined by the assisted
fiving facility, of sufficient size to maintain
residents safely at all imes and that is
appropriate for resident care needs and life safety
requirements, For planning purposes, no less
than twenty (20) net square per resident
must be provided. The assisted living facility may
use eighty percent (80%) of its ficensed bed
capagcity as the number of residents o be used in
the to determine the required square
footage. This may include areas that are less
than the entire assisted living facility if the
assisted living facility's comprehensive
emergency management plan includes allowing a
resident to congregate when he or she desires in
portions of the building where temperatures will
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rule. This rule does not
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in section 408.821, F.S. and subsection
59A-36.019(8), F.A.C., are met. The plan shalf
include information regarding the area(s} within
the assisted living facility where the required
temperature will be maintained.

2. The alternate power source and fuel supply
shail be located in an area(s) in accordance with
{ocal zoning and the Florida Building Code.

3. Each assisted living facility is unique in size;

A200
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the types of care provided; the physical and
mental capabilities and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not limit the types of systems or
equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six {96) hours in the
event of the loss of primary electrical power. The
plan shall include information regarding the
systems and equipment that will be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to chapter 252, F, 8. must maintain an
alternative power source and fuel as required by
this subsection at all times when the assisted
fiving facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability if
evacuation is necessary.

b. Assisted living facilities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the
campus if such resources are sufficient to
support the requirements of each facility's
residents, as specified in this rute. Details
regarding how resources will be shared and any
necessary movement of residents must be clearly
described in the emergency power plan,

c. A multistory facility, whose comprehensive
emergency management plan is to move
residents to a higher floor during a fiood or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
flooding or storm surge damage.

(b} The acquisition of sufficient fuel, and safe
maintenance of that fuel at the facility, to ensure

A200
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that in the event of the loss of primary electrical
power thers is sufficient fuel available for the
alternate power source to maintain

temperatures at or below 81 degrees Fahrenhsit
for a minimum of ninety-six (96) hours after the
ioss of primary electrical power during a declared
state of emergency. The plan must include
information regarding fuel source and fuel
storage.

1. Facilities must store minimum amounts of fuel
onsite as follows:

a. Afacility with a licensed capacity of 16 beds or
fess must store 48 hours of fuel onsite.

b. Afacility with a licensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facility located in an area in a
declared state of emergency area pursuant to
section 252.36, F.S, that may impact primary
power delivery must secure ninety-six {96) hours
of fuel. The assisted living facifity may utilize
portable fuet storage containers for the remaining
fuel necessary for ninety-six (96) hours during the
period of a declared state of emergency.

3. Piped natural gas is an alfowable fuel source
and meets the onsite fuel supply requirements
under this rule.

4. If local ordinances or other regulations limit the
amount of onsite fuel storage for the assisted
fiving facility's focation, then the assisted living
facility must develop a plan that includes
maximum onsite fuel storage allowable by the
ordinance or reguiation and a reliable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.

{c} The acquisition of services necessary to
maintain, and test the equipment and its functions
to ensure the safe and sufficient operation of the
alternate power source maintained at the
assisted fiving facility.
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{d) The acquisition and maintenance of a
monoxide atarm.
(2) SUBMISSION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shall submit its plan
to the local emergency management agency for
review within 30 days of the effective date of this
rule. Assisted fiving facility plans previously
submitted and approved pursuant to emergency
rule S8AER17-1 will require resubmission only if
changes are made to the plan.
{b) Each new assisted living facility shalf submit
the plan required under this rule prior to obtaining
alicense.
{c} Each existing assisted living facility that
4 any additions, ificati
alterations, refurbishment, renovations or

ion that require ication of its
systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the local emergency management
agency for review and approval.
{3) APPROVED PLANS.
{a) Each assisted living facility must maintain a
copy of its approved plan in a manner that makes
the plan readily available at the licensee's
physical address for review by a legally
authorized entity. if the plan is maintained in an
electronic format, assisted living facility staff must
be readily available to access and produce the
plan. For purposes of this section, "readily
available” means the ability to immediately
produce the plan, either in electronic or paper
format, upon request.
{b) Within two (2) business days of the approval
of the plan from the locat emergency
management agency, the assisted living facility
shail submit in writing proof of the approval to the
Agency for Health Care Administration.

A200
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{c} The assisted living facility shall submit a
consumer-friendly summary of the emergency
power plan to the Agency. The Agency shall post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on its website within ten
{10) business days of the plan's approval by the
iocal emergency management agency and
update within ten (10) business days of
implementation.
{4) IMPLEMENTATION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than

. . have implemented the plan
required under this rule.
{b} The Agency shall allow an extension up to

. to providers in compliance with
paragraph (¢) below and who can show delays
caused by necessary construction, delivery of
ordered equipment, zoning or other regulatory
approval processes. Assisted living facilities shal
notify the Agency that they will utilize the
extension and keep the Agency apprised of
progress on a quarterly basis to ensure there are
no unnecessary delays. If an assisted fiving
facility can show in its quarterly progress reports
that unavoidable delays caused by necessary
construction, delivery of ordered equipment,
zoning or other regulatory approvat processes will
oceur beyond the initial extension date, the
assisted living facility may request a waiver
pursuant to section 120.542, F.S.
{c} Puring the extension period, an assisted living
facility must make arrangements pending full
implementation of its plan that provides the
residents with an area or areas to congregate
that meets the safe indoor air temperature
requirements of subsection {1} {a} for a minimum
of ninety-six (96) hours.
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1. An assisted living facility not located in an
evacuation zone must either have an alternative
power source onsite or have a contract in place
for delivery of an alternative power source and
fuel when requested. Within twenty-four (24)
hours of the issuance of a state of emergency for
an event that may impact primary power delivery
for the area of the assisted living facility, it must
have the alternative power source and no less
than ninety-six (86) hours of fuel stored onsite.
2. An assisted living facility located in an
evacuation zone pursuant to chapter 262, F.S.
must either:

a. Fully and safely evacuate its residents prior to
the arrival of the event; or

b. Have an alternative power source and no less
than ninety-six (96) hours of fuel stored onsite,
within twenty-four (24) hours of the issuance of a
state of emergency for the area of the assisted
fiving facility.

{d) Each new assisted living facility shall
implement the plan required under this rule prior
to obtaining a license.

{e) Existing assisted living facifities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
affecting the assisted living facility's compliance
with this rue shall implement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishment, renovations or
reconstruction.

{f} The Agency for Health Care Administration
may request cooperation from the State Fire
Marshal to conduct inspections to ensure

1 of the plan in with this

rule.
{5} POLICIES AND PROCEDURES.
{a) Each assisted living facility shall develop and

A200
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implement written policies and procedures to
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuet
required for the operation of the alternate power
source. The procedures shall ensure that
residents do not experience complications from

tons in air es inside
the facility. Procedures must address the care of
residents occupying the facility during & declared
state of , i ,a iption of
the methods to be used to mitigate the potential
for heat related injury including:
1. The use of cooling devices and equipment;

2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the
i e of icit requiring i i
3. Weliness checks by assisted living facility staff

to monitor for signs of and heat
injury; and

4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.

{b) Each assisted living facility shalf maintain the
written policies and procedures in a manner that
makes them readily available at the licensee's
physical address for review by a legally
authorized entity. if the policies and procedures
are maintained in an electronic format, assisted
fiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available" means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c} The written policies and procedures must be
readily available for inspection by each resident;
each resident's legal representative, designee,
surrogate, guardian, attorney in fact, or case

A200
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manager; each resident's estate; and such
additional parties as authorized in writing or by
taw.
{6) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by chapter 429,
part 1, or chapter 408, part II, F.S., including, but
not fimited to, license revocation, ficense

ion, and the i ition of ini

fines.

{7} COMPREHENSIVE EMERGENCY

MANAGEMENT PLAN.

(a) Assisted living facilities whose comprehensive
planis to it

must comply with this rule.

{b} Each facility whose plan has been approved

shail submit the plan as an addendum with any

future submissions for approval of its

plan.

comp Isive
{8) NOTIFICATION.
(a} Within five (5} business days, each assisted
fiving facility must notify in writing, unless

i for electronic ication has
been granted, each resident and the resident's
iegal representative:
1. Upon submission of the plan to the focal
emergency management agency that the plan
has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.
{b} Each assisted living facility must maintain a
copy of each notification set forth in paragraph (a)
above in a manner that makes each notification
readily available at the licensee’s physical
address for review by a legally authorized entity. If
the notifications are maintained in an electronic
format, facility staff must be readily available to
access and produce the noftifications. For

A200
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purposes of this section, "readily available"
means the ability to immediately produce the
notifications, either in electronic or paper format,
upon request.

This Statute or Rule is not met as evidenced by:
Based on the Florida health finder.gov, review of
the facifity's written environmentat control plan
policies and procedures and interview, the facility
did not have evidence that within five (5) business
days, notifying in writing, each resident and the
resident’s legal representative, upon submission
of the emergency environmental control plan to
the focal emergency management agency, that
the plan had been submitted for review and
approval and that the plan was implemented, did
not have a cooling device as the plan listed, and
had no evidence to confirm that facility could
effectively and immediately activate, operate and
maintain the alternative power source and any
fuel required for operation of the alternative
power source and did not have evidence that their
emergency environmental control plan was
submitted and approved by the local emergency
management agency.

Findings:

On at 10:30 AM during a telephone
interview, the owner was asked questions about
the operation of the alternative power source. The
owner said said at the time that the she had left
instructions on a clip board in the facility for staff
that explained how to use the generator. She said
the facility would use a portabie cooling device
that was not at the facility, but was located at her
home.

The owner sald the facility had notified the

A200
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plan was submitted and implemented and it
should be in a notebook at the facility, The owner
also stated the generator was tested monthly and
she did not have the evidence to confirm.

On at 11:15 AM, caregiver A said she
did not know how to operate the alternative power
source. She said the owners family would come
to the facility to connect it if needed.

Observations on at 11:15 AM revealed
there was a portable generator with on top
of it in the outside storage. A propane tank was
also located outside in storage, There was a
transfer switch inside the facility closet next to the
kitchen. There was no cooling device observed at
the facifity.

Review of the facility's environmental controt plan
did not reveal any evidence that the plan had
been reviewed and approved by the local
emergency management agency. The plan noted
that the facllity had and would use a Honeywell
Air-Evaporative Cooler.

Review of Florida health finder.gov on

revealed the facility reported it's environmental
control plan was implemented on and
the plan was approved on

There was no evidence found that the facility had
noftified in writing each resident and the resident's
iegal representative when their plan was

itted to the local
agency that the plan has been submitted for
review and approval and upon finat
implementation of the plan by the assisted living
facility,

A200
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59A-35.110 FAC Reporting Requirements;
Electronic Submission

59A-35.110 Reporting Requirements; Electronic
Submission.

{1) During the two year licensure period, any
change or expiration of any information thatis
required to be reported under chapter 408, part Il,
F.S., or authorizing statutes for the provider type
as specified in section 408.803(3), F.S., during
the license application process must be reported
to the Agency within 21 days of occurrence of the
change, including:

{a) Insurance coverage renewal;

{b} Bond renewal;

{c) Change of administrator or the simitarly titled
person who is responsible for the day-to-day
operation of the provider;

{d) Annual sanitation inspections;

(e} Fire inspections; and,

{fy Approval of revisions to emergency
management plans.

(2) Electronic submission of information.

{a} The following required information must be
submitted electronically through the Agency's
Single Sign On Portal located at
hitps://apps.ahca.myflorida.com/SingleSignOnPo
rtal:

1. Nursing homes:

Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in section 400.147, F.S. on Nursing
Home Adverse incident, AHCA Form 3110-0010
oL, |, , which is hereby incorporated by
reference and avatliable at:

hitps:/iwww firules.org/Gateway/reference.asp?N
o=Ref-08777, and through the Agency's adverse
incident reporting system which can only be

cze2
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Continued From page 31

accessed through the Agency's Single Sign On
Portal located at:
hitps://apps.ahca.myflorida.com/SingleSignOnPo
rtal.

2. Assisted living facilities:

a. Adverse incident reports rmust be submitted
electronically to the Agency within 1 business day
after the ocourrence of the incident, and within 15
days after the occurrence of the incident as
required in section 429,23, F.S., on Assisted
Living Facility Adverse Incident, AHCA Form
3180-1025 OL, , which is hereby
incorporated by reference and availiable at:
hitps:/iwww firules.org/Gateway/reference.asp?N
o=Ref-08778, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps:f/apps.ahca.myfiorida.com/SingleSignOnPo
rtal.

b. Liability claim reports required pursuant to
section 429.23(5), F.8., and rule 58A-5.0242,
F.AC.
3. Hospitals:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the accurrence of the incident as
required in Section 395.0197, £.S., on Hospitat
Adverse Incident, AHCA Form 3140-5001 OL.,

. , which is hereby incorporated by
reference and avalliable at:
hitps:/iwww firules.org/Gateway/reference.asp?N
0=Ref-08779, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.
4. Ambutatory Surgical Centers:

Cz821

AHCA Form 3
STATE FORM

20-0007

s

432X11

f continuation sheet 32 of 35



Agency for Health Care

PRINTED: 08/03/2020
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL 11965366

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

071222020

NAME OF PROVIDER OR SUPPLIER

SLOAN HOME OF CENTRAL FLINC

ORLANDO,

FL 32835

STREET ADDRESS, CITY, STATE, ZIP CODE
307 S HIAWASSEE RD

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION x6)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)

czZ821

Continued From page 32

Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the accurrence of the incident as
required in section 395.0197, F.S., on Ambutatory
Surgical Center Adverse Incident, AHCA Form
3140-5004 OL, . which is hereby

by and i at:
https:/iwww firules.org/Gateway/reference.asp?N
0=Ref-08780, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.
{b) The licensee must retain a copy of all
documentation generated at ime of reporting as

irmation of successful i isst

(c} If the Agency's Single Sign On Portal or the
online adverse incident reporting system is
temporarily out of service the licensee may
contact the Agency directly at 1(888)419-3458 for
assistance. Reporting will resume as soon as
online access is restored.

This Statute or Rule is not met as evidenced by:

Based on record reviews and interviews, the

facility failed to electronically submit to the

agency, a preliminary report within 1 business day

of an events follow by 15 days after the

occurrence of an event that was reported to law
for investigation and

Findings:

On at 9:20 AM, the owner said the
facility did not have any adverse incident reports.

The agency received a complaint that noted
resident #3 left the facility and the facility did not

Cz821

know the whereabouts of the residents.
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The administrator said on at 11:20 AM,
resident #3 did leave the facility. She did not
know the exact date or time, and there was no
documentation available at the facility regarding
the incident. The owner said because they could
not find him, the police were catled to assistin
finding him. She was informed at the time that an
adverse incident report was required because the
police conducted an investigation and because of
the elopement. The owner said at the time she
did not know she should have submitted an
adverse incident report.

Review of a police report reveated the following:
On | 11:50 PM, the officer
responded to 307 S Hiawassee Road (facility's
address), in reference to a missing person. Upon
arrival, he met with the owner, he entered the
missing person into the system as missing and
endangered.

The owner was notified by her overnight caregiver
that resident #3 walked away from the residence
on , and had not returned. The owner
went o the residence to look for resident #3. She
also did a check of nearby businesses but was
unable to locate him. The owner advised that she
was not aware of resident #3 doing this before.
The officer also met with the caregiver who said
she gave resident #3 his last cigarette of the day
at 10:30 PM. He went out to the front of the
house and was smoking it out there like usual.
The caregiver looked out of the front window and
saw that resident #3 was outside of their gate and
walking southbound on the sidewaik. She went
outside and told resident #3 to come to the
house, resident #3 turned and looked at her, She
used her to wave to him to come to

Cz821

the house. The caregiver went inside
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expecting resident #3 to come inside too.

After about ten minutes, she went outside
fooking for him but did not see him. The caregiver
called the owner.

The officer did a check of the residence and the
backyard for resident #3 with negative results.
Resident #3's diagnosis is early stages of

The "Orange County Chase and K8" responded
to the scene fo locate resident #3. He was
tracked southbound on Hiawassee, which ended
at Fairway Cove off Hiawassee Road,
near Raleigh Street with negative resuits,

The officer noted he was notified by other
Deputies that resident #3 has away
before and was located at Woodlawn Cemetery.

Another reported noted on . a
deputy was at the facility in reference to a missing
person, who had since returned on He
made contact with resident #3 who was in good
health. Resident #3 stated he got on the bus and
went to the Florida Mall. Resident #3 stated that
he slept in the area and could not remember the
exact location. Resident #3 said he took a bus
home and arrived yesterday morning.

Unclassified
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