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Initial Comments.

A re-icensure survey was conducted at English
Estates Assisted Living Facility Inc. on
Deficiencies were identified at the time of the
visit.

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

429.26
{1) The owner or administrator of a facility is
ible for i e appropri
of admission of an individual to the facility and for
ing the i approp: of
residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
in faw or rule related to admission criteria or
continued residency for the type of license held
by the facitity under this part. The following
criteria apply to the determination of
appropriateness for admission and continued
residency of an individual in a facility:

(a) A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.

{b} A facility may admit or retain a resident who
requires the use of assistive devices.

{c} A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
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resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.
{d)1. Except for a resident who is recelving
hospice services as provided in paragraph (c), a
facitity may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, the
term "bedridden” means that a resident is
confined to a bed because of the inability to:
a. Move, turn, or reposition without total physical
assistance;
b. Transfer to a chair or wheeichair without fotat
physical assistance; or
c. Sit safely in a chair or wheelchair without
personal assistance or a physical .
2. Aresident may continue to reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days,
3. If a facility is licensed to provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days.
{2). Aresident may not be moved from one
facitity to another without consuitation with and
agreement from the resident or, if applicable, the
resident’s representative or designee or the
resident's family, guardian, surrogate, or attorney
infact. In the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.
{3) A physician, physician assistant, or
practice registered nurse who is employed by an
assisted fiving facility to provide an initial
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examination for admission purposes may not
have financial interests in the facility.

59A-36.006
(4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facitity must be the same as the criteria for

ission. As part of the i i
criteria, a resident must have a ~to-
medicaf examination by a heaith care provider at
ieast every 3 years after the initial assessment, or
after a significant change, whichever comes first.
A significant change Is defined in rule
59A-36.002, F.A.C. The results of the
examination must be recorded on AHCA Form
1823, which is incorporated by reference in
paragraph (2)(b} of this rule and must be
completed in accordance with that paragraph.
Exceptions to the requirement to meet the criteria
for continued residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days.
{b} Aresident requiring care ofa ... ,. .,

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuant to a
plan of care issued by a health care provider,
2. The condition is documented in the resident's
record; and,
3. If the resident's condition fails to improve within
30 days, as documented by a health care
provider, the resident must be discharged from
the faciity.
A , i resident who no longer meets
the criteria for continued residency may continue
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to reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident’s legal
representative if applicable, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
facitity, develops and implements a
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident's file.

{d} The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at all times.
{e) A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license.

{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ficense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professional ficensure or training.

{g) Continued residency criteria for facifities
holding an extended congregate care license are
described in rule 50A-36.021, FA.C.

This Statute or Rule is not met as evidenced by:
Based on observation, resident record review and
interview, the facility failed to ensure 2 of 2
sampled residents continued to meet eligibility
nits for { i inan
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assisted living and failed to obtain a new 1823
health assessment form after a significant
change in health status (#1 and #2).

Findings:

1. Observation during a tour of the facility on

at 8:45AM found resident #1 was lying
in her hospital bed, half rails raised. She was
awake, but unable to answer any questions.
Caregiver A stated resident #1 was receiving
hospice services.

Review of the record for resident #1, admission
date , found 2 health assessments (form
1823). One was dated and documented
diagnoses including ‘s and
risk. She required assistance with all activities of
daily living and assistance with self-administration
of medications. There was another 1823 in the
record, which the administrator stated was most
recent, This assessment was completed on an
outdated version of the 1823 (from 2010}. The
form was missing the date it was signed and the
address and phone number for the provider who
signed it. The assessment noted diagnoses
including '

with behavioral disturbance. The form noted the
resident was non- ., -bearing, unable to voice
needs, and required total care for all activities of
daily living. The form was left blank as to what
type of assistance was required for medications.
Continued review revealed resident #1 was
admitted to hospice services on

2. Observation during a tour of the facility on

at 9:15AM found resident #2 was
sitting in her hospital bed, with the bed raised to
the upright position and half rails raised. She was
awake and watching TV, but unable to answer
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any questions. Caregiver A stated resident #2
was receiving hospice services,

Afocused review of the record for resident #2,
admission date . found a health
assessment (form 1823) dated . This
assessment was completed on an outdated
version of the 1823 (from 2010). The 1823
documented diagnoses including

and risk. She required total
assistance with alt activities of daily living and
medication administration.

On at 1:30PM, unlicensed caregiver A
stated residents #1 & #2 required feeding for all
meals. She stated she crushed their medications,
put in them in applesauce and fed them to the
residents, Staff Ais a 24-hour caregiver.

On at 2.40PM, the administrator
confirmed staff A was feeding medications to
residents #1 and #2 and said she did not realize
she was not allowed to do that. The administrator
also sated she did not know the 1823's for
residents #1 & 2 were completed on the wrong
form and were missing information.

Class Ili

A Q30| 59A-36.007(6) FAC; 429.28( ) FS 420.27
$8=D| Resident Care - Rights & Facility Procedures

59A-36.007

{6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

(a) A copy of the Resident Bill of Rights as
described in section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
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accessible resident area, and included in the
admission package provided pursuant to rule
59A-36.008, F.A.C.
{b) In accordance with section 428.28, F.S., the
facitity must have a written grievance procedure
for recelving and responding to resident
complaints and a written procedure to allow
residents to recommend changes fo facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
impltemented 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 all
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 rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:
1. Resident responsibilitie:
and tobacco use;
3. Medication storage;
4. Resident elopement;

5. Reporting resident , neglect, and

6. ini ive and he

and requirements;

7. control, sanitation, and universal
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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 1o section 429.28(1)(d),
F.S. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capagcity 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.

{g) 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 Flarida, or the Constitution of the United States
as a resident of a facifity. Every resident of a
facitity shall have the right to:

(a} Live in a safe and decent living environment,
free from and neglect.

A030
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{b) Be treated with consideration and respect and
with due recognition of persenat dignity,
individuality, and the need for privacy.
{c} Retain and use his or her own clothes and
other personat property in his or her immediate
fiving quarters, so 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 to extend visiting hours for
caregivers and out-of-town guests, and in other
simitar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,

L and i ion within the 8
{fy Manage his or her financial affairs uniess the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
aftorney in fact authorizes the administrator of the
facility 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
at religious services, shall be imposed upon any
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resident.
() Assistance with obtaining access to 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

e . and the performance of health
care services in accordance with s, 429.2585
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 facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facitity 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 .\ . the guardian shall be
given at least 45 days' notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
Ombudsman Program for assistance with
relocation and must include the statewide toll-free
telephone number of the program. In order for a
facility to terminate the residency of an individual
without notice as provided herein, the facility shail
show good cause in a court of competent
jurisdiction.
{) Present grievances and recommend changes
in policies, procedures, and services fo the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shalt
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establish a grievance 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
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 toll-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 council, 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 ombudsman council, the Elder
Hotiine operated by the Department of
Children and Families, 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;
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choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

or under state faw,
managmg his or her own affairs.
{b} The admission of a resident to a facility and
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 shall
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, record review and
interviews, the facility failed to establish a written

control policy, and failed to safe guard
residents’ well-being by failing to follow current

control standards related to COVID-19
and Florida Governor's emergency orders DEM
Order 20-006, dated . defineating
the universal mask requlrement for staff and
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 genera Hy. Publ»cat;ons of the
Cenlers for Control.

On . , the Govemor of the State of
Florida issued Executive Order 20-51 designating

A030
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a Public Health Emergency as a result of
COVID-19 and its impact. Pursuant to that
authority, emergency orders have been issued by
the Florida Division of Emergency Management
toi the i necessary to assure
the health, safety, and well-being of Florida's
citizenry, including those most to the
effects of . Among those emergency
orders was DEM Order 20-008, dated .

ing minimum ing standard
for persons entering identified residential
facilities.

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 assisted living
famhtxes that all staff or other individuals admitted
to a residentiat facility must don masks and
that caregivers must wear gioves when providing
resident care. While the treatment and
management of residents with
and the implementation of isclation 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
procedures to both assure

ofa i
resident and protect the remainder of a facility’s
population from the risk of spread of the

Upon arrival to the facility at 8:30AM on

, staff A answered the door and was not
wearing a mask. After the surveyor made
introduction and stated the purpose of the visit
and asked staff A if they had a mask, staff A

A030

responded yes, and asked the surveyor to wait
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outside for a moment. When staff A returned, now
wearing, she said she had to ask the surveyor a
few questions and record a temperature. Staff A
then verbally asked the surveyor if they had
traveled outside of the US or been exposed to
anyone with covid-19. No questionnaire was
provided. The surveyor was then requested to
don a gown. After the surveyor asked staff A if
they used any other means of screening visitors,
at approximately 9:00AM, Staff A provided 2
questionnaires she said they sometimes use.
Neither questionnaire was provided to the
surveyor on entry into the facility.

On at 12:30 PM, the administrator
stated she was unaware that staff A was not
wearing a mask at alf times. She stated they do
have paper questionnaires for visitors and did not
know why one was not used when the surveyor
arrived.

Class Il

A078) 59A-36.010(2) FAC Staffing Standards - Staff
88=D
(2) STAFF.

{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a heaith care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than § months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility Is under the same management
or ownership.

1. Evidence of a negative

AO078
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examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heslth care
provider certifying that there is a shortage of

testing materials satisfies the annual

examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a ¢ i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

(b} Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
heaith care provider in accordance with this rule
chapter.
{c) All staff must comply with the training
requirements of rule 59A-36.011, FAC.
{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency o contractor will provide to residents.
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{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff

the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

by

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed fo ensure each employee
presented documentation annually of freedom
from ( )for 1 of 3 sampled staff
{C), and failed to ensure all staff were qualified to
perform their assigned duties consistent with their
tevel of education, training, preparation, and
experience, and allowed unlicensed staff to
administer medications to 2 residents (A).

Findings:

1. Review of the personnel record for staff C
{owner/administrator) found no evidence
documenting freedom from

On at 2:15PM, the administrator
confirmed the finding.

2. Observation during a tour of the facility on

at 8:45AM found resident #1 was lying
in her hospital bed, half rails raised. She was
awake, but unable to answer any questions.
Caregiver A stated resident #1 was receiving
hospice services.

Review of the health assessment (AHCA form

A078
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1823) for resident #1, admission date

found the most recent 1823 (according to the
administrator) noted the resident was

non- -bearing, unable to voice needs, and
required total care for all activities of daily living.
The form was left blank as to what type of
assistance was required for medications.

Review of the Medication Observation Record
(MOR} for resident #1 for

revealed unlicensed caregiver A signed the MOR
as having given ail medications to resident #1
from through

3. Continuation of the tour found resident #2 was
sitting in her hospital bed, with the bed raised to
the upright position and half rails raised. She was
awake and watching TV, but unable to answer
any questions. Caregiver A stated resident #2
was receiving hospice services.

Review of the health assessment (AHCA form
1823) for resident #2, admission date '
found the most recent 1823, dated s
noted the resident was bedridden and required
total care for all activities of daily living including
feeding. The form noted resident #2 required
medication administration.

Review of the MOR for resident #2 for . |

revealed unlicensed caregiver A signed the
MOR as having given all medications, including
medications prescribed as PRN (as needed), to
resident #2 from through

On at 1:30PM, unlicensed caregiver A
stated residents #1 and #2 required feeding for all
meals. She stated she crushed their medications,
put in them in applesauce and fed them to
residents #1 and #2 for all medication times
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Class Ili
A Q79| 59A-36.010(3) FAC Staffing Standards - Levels A079

88=D
{3) STAFFING STANDARDS.

(a} Minimurm staffing:

1. Facilities must maintain the following minimum
staff hours per week:

Number of Residents, Day Care Participants, and
Respite Care Residents Staff Hours/Week

0-5 168

212
16-25 253
26-35 294
36-45 335
48-55 376
56-65 416
66-75 457
76-85 498
86-95 539

For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week.

2. Independent living residents, as referenced in
subsection 59A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personal,
limited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.

3. At least one staff member who has access to
facility and resident records in case of an
emergency must be in the facility at all imes
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left

AHCA Form 3020-0001
STATE FORM

s

[N

f continuation sheet 16 of 38




PRINTED: 09/30/2020

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
AL11966840 e — 09/10/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1340 OXFORD RD
ENGLISH ESTATES ALF
MAITLAND, FL 32751
(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}
A079| Continued From page 18 AD79

solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.
4. In facilities with 17 or more residents, there
must be at least one staff member awake at alt
hours of the day and night.
5. A staff member who has completed courses in
First Aid and ., .
{ yand holds a currently valid card
documenting completion of such courses must be
inthe facility at alt imes.
a. Documentation of attendance at First Aid or
courses pursuant to subsection
59A-36.011(5), F.A.C., satisfies this requirement,
b. Anurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part Hil, F.8., is
considered as having met the course
requirements for both First Aid and
6. During periods of temporary absence of the
administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is at least | . Mmust be
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a faclity for a consecutive period of
21 days or more, or for a total of 60 days within a
calendar year, without being an administrator or
manager.
7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours reguirement.
8. The administrator or manager's time may be
counted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
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decisions and providing supervision for all
aspects of resident care, and is listed on the
facility's staffing schedule.
9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
{b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), alf
facitities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents' scheduted and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 59A-36.007,
FAC.
{c} The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facility
must make the daily work schedules of direct
care staff available to residents or their
representatives.
{d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph {a) are not met. The
facility must immediately increase staff above the
minimum levels established in paragraph (a}, if
the agency determines that adequate supervision
and care are not being provided to residents,
resident care standards described in rule
59A-36.007, F.A.C., are not being met, or that the
facitity is failing to meet the terms of residents’
contracts. The agency will consult with the facility
ini and residents ing any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter

AD079
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69A-40, F.A.C., until such time as the local fire
safety authority informs the agency that fire safety
requirernents are being met.

1. When additionat staff is required above the
minimum, the agency will require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved to meet
resident service needs. The plan will be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet resident
needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the facility wili no
ionger be required to maintain a plan with the
agency.

{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facilities holding a limited mental heaith,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 59A-36.020,
59A-36.021 or 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, staff schedule review,
personnel record review and interview for 2 of 2
sampled staff (A and C), the facility failed to have
one staff member that completed courses in First
Aid and . . { )
and hotds a currently valid card documenting
completion of such courses in the facility at alf
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times.
Findings:

1. On at 8:30AM, staff A was working
alone with the 8 residents. She was a 24hr
caregiver and said she had been working for
about 10 days straight. Review of the staff
schedulefor ., ..and .., showed that
staff A generally works alone for 5 days at a time.
Sincelate . she was the only 24 hr.
caregiver was working 7 days a week. She stated
staff C (administrator) and staff B were at the
facility every day for at least several hours, but
she worked alone every night.

Review of the personnel record for staff A
{unlicensed caregiver, hired }revealed no
evidence of training in First Aid.

2. Review of the personnel record for staff C
(administrator and APRN) found a certificate for

training dated from an onfine
provider.

On at 2:45PM, the administrator

confirmed staff A was working alone. She stated

she thought staff A had First Aid training in her file

and said she did not realize online training for
was not permitted,

Class Ili

A081) 429.52(1 & 7) FS; 59A-36.011( ) FAC Training
$8=D| - staff In-Service

429.52(1)
{1) Each new assisted living facility employee
who has not previously completed core training

AD079
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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 facifity residents. Upon comptetion, the
employee and the administrator of the facllity
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.

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

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection

(b} New staff must complete the preservice
orientation prior to interacting with residents.
{c} Once complete, the employes and the facility
administrator must sign a statement that the

D the pr ientati
which must be kept in the employee's personnel
record.
{d) In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:

ervice
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1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
faciiity staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home heaith aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its
control policies and procedures when

offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
.\ .. »may be used to meet this
requirement.
(b} Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c) Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facifity.
2. Recognizing and reporting resident .
neglect, and . | . The facility must use its

prevention policies and procedures when
offering this training.
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{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 53A-8.0098,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily
fiving.

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

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

1. All facility staff shall be provided with a copy of
the facifity's resident elopement response policies
and procedures.

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

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and interview,
the facility failed fo ensure that 2 of 3 sampled
staff (A and B) received the required in-service
training as described in 59A-36.011(  } FAC.

Findings:

Caregiver A was hired on . Review of the
personnel record for caregiver A did not fund
evidence of the required 2-hour preservice
orientation training.
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Review of the personnel record for staff B,
assistant administrator, did not reveal evidence of
training in control.

On at 2:15PM, the administrator
confirmed the findings.

Class i

A 082 53A-36.011(4) FAC Training -/
$8=0D

)

{ ). Pursuant to section
381.0035,F.8,, at! facility employees, with the
exception of employees subject to the
requirements of section 4566.033, F.S., must
complete a one-time education course on
and . including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentatlon of compliance must be

in with fon (12), of

this rule.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facitity failed to ensure 1 of 3 sampled staff
had completed a one-time educational course on

( . ) and
{Acquired -Deficiency Y
including the topics prescribed in the Section
381.0035, F.S. within 30 days of employment.
®)

Findings:
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Review of the personnel record for unlicensed
caregiver B, hired , did not find
any documentation indicating completion of
training.
On at 2:45PM, the administrator

confirmed the finding.

Class i

A 083 59A-36.011(8) FAC Training - First Aid and A083
$8=0D
(5) FIRST AID AND

). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.

{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
orovide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose training
is ited by the Commission on itati
for Pre-Hospital Continuing Education satisfies
this requirement.

{b} A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part fll, F.S., shail be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule Is not met as evidenced by:
Based on observation, personnel record review
and interview, the facility faited to ensure 2 of 2
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caregivers who work alone with the residents had
currently valid First Aid and training.

Findings:

Observation on arrival to the facility on
at 8:30AM found caregiver A alone in the facifity.

Review of the personnel record for staff A,
unlicensed caregiver hired ,found a
currently valid training certificate. However,
no evidence of comptetion of a First Aid course
was found.

Review of the personnel record for the
administration, a licensed APRN, found the
current certification was obtained through an
online course.

{photographic evidence obtained}

On at 2:10PM, the administrator and
staff A confirmed they were unable to located
documentation for staff A's First Aid training. The
administrator confirmed her training was
done through an online course.

Class Il

A 085 59A-36.011(7) FAC Training - Nutrition & Food
88=D| Service

(7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facitity. This requirement does not apply to
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§8=D

Continued From page 28

administrators and designees who are exempt
from training requirements under paragraph
59A-36.012(1)(b). A certified food manager,
ficensed dietician, registered dietary technician or
health department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facitity failed to ensure the facility dietary
manager who was responsible for the faciity's
food service and day-to-day supervision of food
service staff obtained, annually, a minimum of 2
hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facitity.

Findings.

On at 1:00PM, the administrator stated
she was the facility dietary manager.

Review of the personnel record for the
administrator {staff C) did not reveal evidence
that she had completed a 2 hour dietary update in
the previous 12 months.

On at 2:20PM, the administrator
confirmed the finding,

Class Ili

59A-36.012(2) FAC Food Service - Dietary
Standards

{2) DIETARY STANDARDS.
{a) The meals provided by the assisted living
facitity must be planned based on the current

A08BS
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Continued From page 29

USDA Dietary Guidelines 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 avaitable for
review at:

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

(c} All regular 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 technician
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
facifity files and include the original signature of
the reviewer, registration ot 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 more meals per day, including snacks,
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Continued From page 30

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
facility for 6 months.

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

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

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.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hours nor more than 6 hours between the end of
cne meal and the beginning of the next. For
residents without access to kitchen facilities,
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snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of . the time between meals.
{g) Food must be served attractively 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 adaptive equipment if needed by any
resident, must be on .
(h} A 3-day supply of nonperishable food, based
on the humber of weekly meals the facility has
with residents to serve, must be on

at all times. 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 tocal
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, dietary record review and
interview, the facility failed to 1) ensure the 4
week menu rotation was followed, 2) maintain 6
months of menus and substitutions, 3) ensure no
more than 14 hours elapsed between the end of
an evening meal containing protein and the
beginning of the next meal.

Findings:

Observation of the posted menu on the bulletin
board in the dining area showed the lunch for
Thursday was to be cream of mushroom soup,
hotdogona . relish, cake and lemonade/tea.
The menu was not dated for the week in use and
the cycle week was not seen on the ment.
Observation of the lunch meal served was fruit
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Continued From page 32

cup, tuna satad sandwich, carrots & peas, and
coffee.

Regquest to see the substitution log found a
different menu in the kitchen that was being used.
The menu in the kitchen was dated for the current
week, but the cycle week was still not visible on
the menu. The Thursday lunch was to be

soup, roast beef sandwich and fruit
salad. The caregiver had noted a change from
soup to the peas and carrots and from the roast
beef sandwich to tuna sandwich.

Review of the dietary records found the current
menu was signed by the dietician and dated

. Week 1 in the record appeared to be
the week posted on the bufletin board for
residents, Week 2 in the record appeared to be
the menu that was in the kitchen and dated for
the day of the survey. Week 3 was observed in
the record. The administrator was unable to
focate the menu for week 4 of the cycle. They had
a menu cycle calendar posted; however, it was
from 2018.
{photographic evidence obtained)

Further review of the dietary records revealed the
facitity did not have 6 months of dated menus and
substitutions on file. The menus and substitutions
for and could not be located.

The administrator stated breakfast was served
from 8-9AM, lunch from 12-1PM, and dinner from
4-5PM. The interval between the end of dinner
and the start of breakfast was 15 hours, which
exceeds the maximum of 14 hours.

On at 2:45PM, the administrator
confirmed she was unable to locate week 4 of the
menu cycle and they had not maintained 6
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months of menus and substitutions. She
confirmed they were not following the menu
rotation. She stated she was not aware the
interval between dinner and breakfast exceeded
the regulation.

Class Ili

A 162| 59A-36.015(3) FAC Records - Resident A162
88=D
{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

3. Race,

4. Date of birth,

5. Place of birth, if known,

6. Social security number,

7. Medicaid and/or Medicare number, or name of
other health insurance '

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and telephone number of the
resident's health care provider and case
manager, if applicable.

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 described in rule
59A-36.006, FA.C.

{c) Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order. Records of residents
receiving nursing services from a third party must
contain all orders for nursing services, all nursing
assessments, and all nursing progress notes for
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Continued From page 34

services provided by the third party nursing
services provider. Facilities that do not have such
fon but that can that they
have made a good faith effort to obtain such
documentation may not be cited for violating this
paragraph. A documented request for such
rissing documentation made by the facility
administrator within the previous 30 days will be
considered a good faith effort. The documented
request must include the name, title, and phone
number of the person to whom the request was
made and must be kept in the resident's file.
{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to rule 59A-36.012,
F.A.C,, if applicable.
{e) The resident care record described in
paragraph 53A-36.007(1)(f), F.AC.
H A record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their  ,  recorded
semi-annually.
{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FA.C., if
such consent is not included in the resident's
contract.
(h} For facilities that manage a pill crganizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.A.C.
{i) A copy of the resident's contract with the
facitity, including any addendums to the contract
as described in Rule 59A-36.018, F.A.C.
(j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
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fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 429.27, F.8.
{k} For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.S.
{) )f the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. (..} CF-ES 1008,

. which is hereby incorporated by reference
and avattable for review at:
http:/vww. firules.o asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
(m) Documentation of the ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
F.AC.

(0) The resident's

Forrn 1886, if applicable.
{p} For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.

,DH
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{g) Except for resident contracts, which must be
retained for § years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
departure from the facility.

{r} Additional resident records i for
facifities holding a limited mental heaith, extended
congregate care, or limited nursing services
ticense are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview,
the facility failed to maintain documented .
for 2 of 2 sampled residents at least
semi-annually (#1 and #2).

Findings:

Review of the record for resident #1 revealed she
was admitted on . Aheaith assessment
dated included diagnoses of
N . She was assessed {o

require assistance with activities of daily living.
She was receiving hospice services. The most
recent ., .login her record was dated

-Therewereno , since
available for review.

s

Review of the record for resident #2 revealed she

was adwmitted on . A health assessment

dated included diagnoses of 's
. P . She was

assessed to require assistance with activities of

daily living and was noted to be bedbound. She

was receiving hospice services. The most recent
fog In her record was dated
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There were no since available
for review.
On at 11:30AM, the administrator

tobe
semi-arnual

Class i

stated residents #1 and #2 were unable to stand
. She confirmed they did not have

as required.
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