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429.52(1 & 7) FS; 59A-36.011( ) FAC Training
- Staff In-Service

429.52(1)
(1} Each new assisted living facility employee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a statement that the employee

the required preservice ori i
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-368.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at ieast 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
(1).

{b} New staff must complete the preservice
orientation prior to interacting with residents,

{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
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Continued From page 1

record.
{d} In addition to topics that may be chosen by
the facifity administrator, the preservice
orientation must cover:
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.
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2. Recognizing and reporting resident .
neglect, and | . The facility must use its
prevention policies and procedures when
offering this training.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 53A-8.0095,
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 record review and interview the facility
failed to ensure two (Staff A and B) of two
employees hired after whose records
were reviewed included documentation of a
preservice orientation of at least 2 hours to all
new assisted living facility empleyees prior fo
interacting with residents.
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Continued From page 3

Findings included:

An employee record review was conducted for
Staff Aon . with a date of hire of
. Staff A's record did not include
ion of a preservice ori ion of at
feast 2 hours to all new assisted living facility
employees prior to interacting with residents.

An employee record review was conducted for
Staff B on , with a date of hire of
Staff B's record did not include
ion of a pr i ion of at
feast 2 hours to all new assisted living facifity
employees prior to interacting with residents.

ervi

During an interview Administrator conducted on

at 7:00 PM she confirmed that the newly
hired staff had not received the required 2 hours
of pre-service orientation.

Class Ill

59A-36.012(2) FAC Food Service - Dietary
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. firules.o ce.asp?No
=Ref-04003, and the current 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 available for
review at:

A081
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hitp:/fiom.edu/Activities/Nutrition/SummaryDRis/~
‘media/Fi tivity%20F il ition/DRIs/New
%20l DRI%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 fo the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes, For facilities with a
ticensed capacity of 16 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 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 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
facitity files and include the original signature of
the reviewer, registration or license 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,
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

AD093

AHCA Form 3
STATE FORM

20-0007

s

VONY 11

If continuation sheet 5 of 20




Agency for Health Care

PRINTED: 11/05/2020

FORM APPROVED

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

AL11965499

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

10/26/2020

NAME OF PROVIDER OR SUPPLIER

619 PRINCETON STREET
BRANDON, FL 33511

SOUTHERN LIVE-IN OF BRANDON

STREET ADDRESS, CITY, STATE, ZIP CODE

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
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A093

Continued From page 5

must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facitity for 6 months.

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

1. Facifities that offer residents a varisty of food
choices through a setect menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
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 facitity must document a resident's refusal
to comply with a therapeutic diet and provide
notification 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
hotrs nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
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
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on the number of weekly meais the facility has
with residents o serve, must be on

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

This Statute or Rule is not met as evidenced by:
Based on, record review, observation and
interview, the facility failed to maintain a 3-day
supply of nonperishable food and water sufficient
for drinking and food preparation for a census of
nine residents and a fog of menu substitutions
dating six months.

Findings Included:

Arecord review conducted on of the
facitity's substitution log reveated only the last four
months were in the record.

Observation of the facility’s non-perishable food
and water supply conducted on

revealed that the facility had an inadequate
supply of food and water for a census of nine.

An interview with the Administrator conducted on

at 2:00 pm she confirmed that the food
and water supply does not meet the needs of a
census of nine. She stated that she had not
found the missing substitution log forms and that
she would keep looking for them. The forms
were not provided at exit.

Class Ili
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must be submitted for

plan, such revisions m

revised.

ownership has been tr:

number, or position of
not considered substas
purposes of this rule.

approval.

facilities.
{e) Any plan approved
management agency i

rule,

{2) EMERGENCY PLAN APPROVAL. The plan

review and approval to the

focal emergency management agency.
{a) If the local emergency management agency
requires revisions to the emergency management

ust be made and the plan

resubmitted to the local office within 30 days of
receiving notification that the plan must be

(b} A new facility as described in Rule
59A-36.014, F.A.C,, and facilities whose

ansferred, must submit an

emergency management plan within 30 days
after obtaining a license.

{c} The facility must review its emergency
management plan on an annuai basis. Any
substantive changes must be submitted to the
iocal emergency agency for review and approval,
1. Changes in the name, address, telephone

staff listed in the plan are
ntive revisions for the

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

{d) The local emergency management agency is
the final administrative authority for emergency
management plans prepared by assisted fiving

by the local emergency
s considered to have met

all the criteria and conditions established in this

This Statute or Rule is not met as evidenced by:
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Based on record review and interview, the facility
failed to submit and obtain approval for the
Compi i Plan
(CEMP).

Findings Included:

Record review conducted revealed a
fetter, dated from Hilisborough County
attached to the Comprehensive Emergency
Management Plan (CEMP). The letter stated: in
order to meet the annual Comprehensive
Emergency Management Plan (CEMP)
requirements for your license, please submit your
plan to our office for review.

Ir an interview with the Administrator conducted
on at 4:20 PM she stated that she had
not sent the CEMP in because she was walting
on a reply to an emait she had sent them.

Class Ill

408.809(2a-c) 435.05(2) 58A-35.090(2d-3¢
Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-

{2) Every 5 years following his or her ficensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's |

to the Federal Bureau of Investigation for a

A181
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nationat criminal history record check unless the
person's are enrolied in the Federal
Bureau of Investigation's national retained print
notification program. If the | of

such a person are nof retained by the
Department of Law Enforcement under s,
943.05(2)(g) and (h}, the person must submit

. slectronically to the Department of
Law Enforcement for state processing, and the
Departmem of Law Enforcement shall forward

the to the Federal Bureau of
Investigation for a national criminal history record
check. The ., shall be retained by the

Department of Law Enforcement under s.
943.05(2)(g) and (h) and enroiled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal history records checks
required by level 2 screening may be borne by
the licensee or the person ., . The
agency may accept as satisfying the
requirements of this section proof of compfiance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or
professional licensure requirements of the
Department of Financial Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 651,
provided that:

{a) The screening and

offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;

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

{c) Such proof is accompanied, under penalty of
perjury, by an attestation of compliance with
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Continued From page 10

chapter 435 and this section using forms.
provided by the agency.

435.05 Requirements for covered employees and
employers.-Except as otherwise provided by law,
the following requirements apply to covered
employees and employers:

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

58A-35.090 Background Screening.
{2) Processing Screening Requests, Required
Documents and Fees.
(d} An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . . herein incorporated by
reference, available at
hitp:/iwww. firules.ol asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
hitp:/fahca.myflorida.com/MCHQ/Central_Service
0 i ions_Forms.sht
mi. This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
disqualifying offense.
{e) An administrator or chief financial officer must
be screened and quafified prior to | | to
the position.
(3) Results of Screening and Notification,
{a) Final results of background screening

CZ816
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requests will be provids

{b) If a Level 2 criminal

regular mail. Pursuant

request or the individu:
435.06(3), F.S.
and the signed Aftesta

employee's personnel
provider.

failed to provide proof

ed through the Agency's

secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is located at;
apps.ahca.myflorida.com/SingleSignOnPortatl.

| history is incomplete, a

certified letter will be sent to the individual being
screened requesting the repert and court
disposition information. If the letter is returned
unclaimed, a copy of the letter will be sent by

to section 435.05(1)(d),

F.8., the missing information must be filed with
the Agency within 30 days of the Agency's

al is subject to

disqualification in accordance with section

{c} The eligibility resuits of employee screening

tion referenced in

subsection 59A-35.090(2), F.A.C., must be in the

file, maintained by the

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

that employees completed

an affidavit of compliance with background
i nts {Ci Affidavit) for

employee records revi
Findings included:

A review of employee
showed th:

Administrator's record
Compliance Affidavit.

three {Administrator, Staff A and Staff B) of three

lewed.

records conducted on
at the Administrator was

hired on . The review of the

revealed an absence of a
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showed th:

showed th:

Administrator on
concerning the lack of
the records. The Admil

Unclassified

A00Q] Initial Comments
investigation (Complai
was conducted at Sou

were identified at the ti

$8=D| Services
59A-36.007

{a) Nothing in this rule

12

Areview of employee records conducted on

at Staff A was hired on

. The review of Staff A's record
revealed an absence of a Compliance Affidavit.

A review of employee records conducted on

at Staff 8 was hired on

. The review of Staff B's record
revealed an absence of a Compliance Affidavit.

An interview was conducted with the

at 7:00 pm
a Compliance Affidavit in
nistrator confirmed that the

records did not have Compliance Affidavits.

Abiennial re-licensure and complaint

nt Number: 2020005774}
thern Live-in of Brandon

Assisted Living Facility on . Deficiencies

ime of survey.

A 031 59A-36.007(7) FAC Resident Care - Third Party

{7) THIRD PARTY SERVICES.

chapter is intended to

prohibit a resident or the resident's representative
from independently arranging, o and
paying for services provided by a third party of the
resident’s choice, including a licensed home
health agency or private nurse, or receiving
services through an out-patient clinic, provided

CZ816

A0O0

A031
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the resident meets the criteria for admission and
continued residency and the resident complies
with the facility's policy relating to the delivery of
services in the facility by third parties. The
facitity's policies must require the third party to
coordinate with the facility regarding the
resident's condition and the services being
provided.

{b) When residents require or arrange for
services from a third party provider, the facility
administrator or designee must allow for the
receipt of those services, provided that the
resident meets the criteria for admission and
continued residency. The facility, when requested
by residents or representatives, must coordinate
with the provider to facilitate the receipt of care
and services provided to meet the ,

resident’s needs.

{c} If residents accept assistance from the facility
in arranging and coordinating third party services,
the facifity's assistance does not represent a
guarantee that third party services will be
received. If the facility's efforts to make
arrangements for third party services are
unsuccessful or declined by residents, the facility
must include documentation in the residents’
record explaining why its efforts were
unsuccessful. This documentation will serve to
demonstrate its compliance with this subsection.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview, the facility
failed to have a third-party service policy requiring
the third-party company to coordinate with the
facliity regarding the resident’s condition and the
services being provided.

Findings included:

An attempted record review conducted on

A031
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revealed that the facility did not have a
policy for third-party services to coordinate with
the facility regarding the resident's condition and
the services being provided.

In an interview with the Administrator conducted
on at 2:50 PM it was confirmed that the
facility did not have a poticy relating to the delivery
of services by third parties.

Class Il

59A-36.008(5) FAC Medication - Records

{6} MEDICATION RECORDS.
(a} For residents who use a pill organizer
managed in subsection {2}, the facility must keep
either the original labeled medication container;
ora ication listing with the pl ipti
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident’s name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of
or

medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known

the resident may have;
2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication

A031
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is taken, any missed dosages, refusals to take
ication as pt , or medication errors.
{c} For medications that serve as chemical
, the facility must, pursuant to section
429.41, .S, maintain a record of the prescribing
physician’s annual evatuation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain daily Medication Observation
Records (MORs) that were immediately updated
each time a medication was offered to seven
Residents (# 1, #4, #5, #6, #7, #8 and #8) of nine
sampled residents.

Findings included:

AMOR review conducted for Resident # 1 on
. revealed that there was no
documentation on for a 9:00 pm dose of
.\ 200 milligrams.

AMOR review conducted for Resident # 4 on

. revealed that there was no
documentation on and fora
5:00 pm dose of Omega-3 and on fora
7:00 pm dose of

AMOR review conducted for Resident # 5 on
, revealed that there was no
documentation on for a 9:00 am dose of
10 milligrams and 5:00 pm dose of
8.6 milligrams.

AMOR review conducted for Resident #6 on

. revealed that there was no
documentation on for a 8:00 am dose of
/ .. 25/100 milligrams.
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AMOR review conducted for Resident #7 on
. revealed that there was no
documentation on for a 9:00 pm dose of
18 mitligrams.

A MOR review conducted for Resident #8 on
, revealed that there was no
documentation on for a 5:00 pm dose of
. 500 milligrams, f
wixela inhub, and , 0.5 milligrams.

AMOR review conducted for Resident #9 on
, revealed that there was no
documentation on and fora
9:00 am dose of 5 milligrams and on
and for 9:00 am and 5:00 PM
dose of , tablet.

In an interview with the Administrator conducted
on at 1:01 pm she confirmed that the
MOR's were not being signed after a medication
had been given.

Class Ili

A 058 59A-36.008(6) FAC Medication - Storage and
$8=D| Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
iocked when residents are absent or the
medication is stored in a secure place that is out

A0B4

A055
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of sight of other residents.
(b} Both prescription and over-the-counter
medications for residents must be centrally stored
if:
1. The facility administers the medication;
2. The resident requests central storage. The
facliity must maintain a list of all medications
being stored pursuant to such a request;
The ication is i and

by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;
4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;
5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or
6. The faciiity's rules and reguiations require
central storage of medication and that policy has
been provided to the resident before admission
as required in rule 59A-36.006, F.A.C.
{c} Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

fol , except that a i
requiring refrigeration must be kept
Refrigerated medications must be secured by
being kept in & locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;
3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of or inisteri ication. Such
staff must have ready access to keys or codes to

ADBS
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the medication storage areas at all times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed.
{d) ication that has been di: i but
has not expired must be returned fo the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's health care provider.
{e) When a resident's stay in the facility has
ended, the administrator must return all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
atleast 15 days, the resident's medications are
stifl at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{fy Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{0) Facilities that hold a Special-ALF permit
tssued by the Board of Pharmacy may re(urn
drugs to the di
pharmacy pursuant to rule 64B16-28.870, FA.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to properly secure medication in a safe
manner for 8 of 8 residents by leaving the
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medication cart keys on top of the medication
cart.

Findings included:

During a tour of the facility conducted on
at 10:00 arn a set of keys were observed on top
of the medication cart.

In an interview with Staff A, a med tech, with a
date of hire of stated that the keys were
to the medication cart and that is where she
feaves them during her shift.

An observation and interview were conducted on
at 11:00 am reveafed the following:

*the keys that uniock the medication cart were
sitting on top of the cart.

*The Administrator stated they were her set of
keys to the medication cart and that she leaves
them on the cart. The Administrator put the keys
in her pocket,

Class Ili
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