Agency for Health Care

PRINTED: 10/30/2020
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11965407

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

10/20/2020

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

2075 RAINBOW DRIVE
CLEARWATER, FL 33765

RAINBOW MANOR,INC.

0@y D
PREFIX
TAG

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

o] PROVIDER'S PLAN OF CORRECTION [
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e CROSS-REFERENCED TO THE APPROPRIATE DATE

A 000

A 008
88=D

Initial Comments.

A blennial relicensure survey was conducted at
the Rainbow Manor ALF on . The
provider had deficiencies at the time of the visit.

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

429.26

{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
the facility, except as provided in s. 429.07. The
information from the medicat examination must
be recorded on the practitioner's form or on a
form adopted by agency rule. The medical
exarmination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shall use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
to or continued residency in the facility. The
medical examination form may only be used to
record the practitioner's direct observation of the
patient at the time of examination and must
include the patient's medical history. Such form
does not guarantee admission to, continued
residency in, or the delivery of services at the
facility and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident's admission to or
continued residency in the facility. The medical
exarmination form, reflecting the resident's
condition on the date the examination is
performed, becomes a permanent part of the
facility's record of the resident and must be made
available to the agency during inspection or upon
request. An that has been
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Continued From page 1

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfills the requirements for a medical
examination under this subsection and s.
429.07(3)(b)6.
{6} Any resident accepted in a facility and placed
by the Departrent of Children and Families must
have been examined by medical personnel within
30 days before placement in the facility. The

ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and must be submitted to the facility
owner or administrator. Additionally, in the case
of a mental health resident, the Department of
Children and Families must provide
documentation that the individual has been

by ap: I , clinical psy

clinical social worker, o7 , ., nurse, o an
individual who is supervised 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 resident has been
admitted to the facility. An evaluation completed
upon discharge from a state mentat hospital
meets the requirements of this subsection related
to appropriateness for placement as a mental
health resident provided that it was completed
within 90 days prior to admission to the facility.
The Department of Children and Families shalt
provide to the facility administrator any
information about the resident which would help
the administrator meet his or her responsibilities
under subsection (1). Further, Department of
Children and Families personnel shall explain to
the facility operator any special needs of the
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resident and advise the operator whom to calt
should problems arise. The Department of
Children and Families shall advise and assist the
facitity administrator when the special needs of
residents who are recipients of .,
o 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 60
calendar days before the individual's admission to
a facility pursuant to section 429.26(4), F.8. 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 fimitations,
2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily 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,
8. Whether the individual has signs or symptoms
of R

.. . or any other
communicable . which are fikely to be
transmitted to other residents or staff,
7. A statermnent on the day of the examination that,
in the opinion of the examining health care
provider, the individual's needs can be met in an
assisted living facility; and,
8. The date of the examination, and the name,
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signature, address, telephone number, and
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 Faciiities, , which is
incorporated by reference and available onfine at:
http/iwww firules.org/Gateway/reference.asp?No
=Ref-08170. 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 facllity 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
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the department, by the Department of Children
and Families, 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 rule.
{fy Any orders issued by the health care provider
conducting the medical examination for
medications, nursing, therapeutic diets, or other
services to be provided or supervised by the
facitity may be attached to the heaith
assessment. A health 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 Families pursuant to section 415.105 or
415.1051, 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 capachty 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
failed to ensure that the health assessment for
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one (Resident #3) of two residents sampled
addressed the physical and mental status of the
resident, including the identification of any
health-related problems and functionat fimitations.

Findings included:

Resident record review conducted on10/20/20
revealed that the file for Resident #3 (admitted

) had a reference staling "see attached”
with respect to "diagnoses and physical/mental
status of the resident.” However, this
“attachment" was not stapled to the paper, and
therefore, it was impossible to determine what
this "see attachment” referred to. Further review
of Resident #3's file found no other health care
provider's assessment/other similar evaluation
that appeared to be related to the initial section.

Interview with the Administrator at tpmon
provided no explanation for this
oversight.

Class Ili

A Q76 59A-36.009 FAC
88=D| (

{1) POLICIES AND PROCEDURES.

{a) Each assisted living facility must have written
policies and procedures that explain its
implementation of state laws and rules relative to

{ }. An
assisted living facility may not require execution
ofa as a condition of admission or

treatment. The assisted living facility must
provide the following to each resident, or
resident's representative, at the time of
admission:
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Continued From page 6

1. Form SCHS- . “Heaith Care Advance
Directives - The Patient's Right to Decide,”

, or with a copy of some other substantially
simitar document, which incorporates information
regarding advance directives included in chapter
765, F.8. Form SCHS- is available from
the Agency for Health Care Administration, 2727
Mahan Drive, Mail Stop 34, Tallahassee, FL
32308 or the agency's website at:
hitp://ahca.myflorida.com/MCHQ/Health_Facility_

i 1C_Advance_Di 4 ocsfadv_dir

.pdf; and,
2. DH Form 1896, Florida

Form, , 2004, which is hereby
incorporated by reference. This form may be
obtained by calfing the Department of Health's toll
free number 1(800)228-1911, extension 2780 or
online at:
hitp:/iwww. firules.o asp?No
=Ref-04005.
{b) There must be documentation in the
resident’s record indicating whether a DH Form
1896 has been executed. If a DH Form 1896 has
been executed, a yeliow copy of that document
must be made a part of the resident's record. If
the assisted living facility does not receive a copy
of a resident’s executed DH Form 1896, the
assisted living facility must document in the
resident's record that it has requested a copy.
(c) The executed DH Form 1896 must be readily
available to medical staff in the event of an
emergency.
{2} LICENSE REVOCATION. An assisted living
facility's license is subject to revocation pursuant
to section 408.815, F.8., if, as a condition of
treatment or admission, the facility requires an
individual to execute or waive DH Form 1896.
(3} PROCEDURES. Pursuant to section
429.255, F.S., an assisted living facility must
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honor a properly executed DH Form 1896 as

follows:

{a} In the event a resident experiences or
, staff trained in .,

{ } or a health care provider

present in the facility, may withhold

and 3
{b} In the event a resident is receiving hospice
services and experiences or,

. facility staff must immediately contact
hospice staff. The hospice procedures take
precedence over those of the assisted living
faciiity.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that one (Resident #4) of two
residents sampled had appropriate advance
directi lated d i intained in
their file.

Findings included:

Resident record review conducted on
revealed that Resident #4, admitted , had
no documentation verifying the resident had
received a) DH Form 1898, Florida
} Form, , and

documented evidence as to whether it had been
executed; b) Form SCHS--Health Care Advance
Directives--The Patient's Right to Decide,

", or a substantially similar document; and
¢) the facility's fprocedures.

Interview with the Administrator at 2:15pm on
provided no explanation regarding this
oversight.
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Class Ili
A 078 59A-36.010(2) FAC Staffing Standards - Staff AO78

$8=D
(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health 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 6 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
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heslith 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
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Continued From page 9

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
health care provider in accordance with this rule
chapter.

{c} All staff must comply with the training
requirements of rule 59A-36.011, F.AC.

{d) An assisted living facility Lo
provide setvices 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 or contractor wifl provide to residents,

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure three (Administrator, Staff A and
Staff B) of three records for staff providing direct
care to residents contained evidence of an annual
documentation of a free from

Findings Included

Employee record review's conducted on
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revealed the Administrator had a date
of hire of , Staff A had a date of hire of

, and Staff B hired on .
Records for all three employees did not contain
evidence of an annual freedom from  in
records.

An interview with the Administrator was
conducted on beginning at 11:25 a.m.
The Administrator confirmed missing evidence of
afreedom from  for the Administrator, Staff A
and Staff B. The Administrator stated, "no none of
the staff will have it."

Surveyor observed the Administrator and Staff A
providing direct care to random residents on
during the survey. On at
12:00 p.m. The Administrator provided
medication to random resident and Staff A
prepared meats for residents during lunch.

Class Il

A 093 59A-36.012(2) FAC Food Service - Dietary
$8=D | Standards

(2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facility must be planned based on the current
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 avaifable for

A078
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Continued From page 11

review at:
hitp:/fiom.edu/Acti s/Nutrition/SummaryDRis/~
Imedia/Files/Activity%20Fites/Nutrition/DRIs/New
ial/SDRI%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 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat fess, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.
{c} All reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technictan
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facitity files and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.
1. Daily food servings may be divided among
three or mere meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.
2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.
{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
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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. Facilities 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 heaith 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 faciity.

2. The facility must document a resident's refusal
to comply with a therapeutic diet and provide
nofification to the resident's health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervais between meals must be evenly
distributed throughout the day with not tess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen faciliies,
snacks must be offered at least once per day.
Snacks are not considered fo be meals for the
purposes of .. the time between meals.
(g} Food must be served atiractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaplive equipment if needed by any
resident, must be on
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{h} A 3-day supply of nonperishable food, based
on the number 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 local
disaster preparedness authority.

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

Findings included:

Record review conducted on revealed
the facility's latest menu substitution log
documented its latest entry from
period of seventeen {17) months. Addmonally the
menu for the day of the survey stated carrots and
gelatin, However, macaroni salad and pudding
were observed o be setved in their place. it
wasn't clear why macaroni salad was switched in
place of carrots, since the two dishes were not
nutritionally equivalent. There was no

evidence for the substitution on the

iog.

Interview with the Administrator at 2:45pm on
provided no clarification for this

discrepancy.

Class Il
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