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Initial Comments.

A complaint {complaint numbers 2021002478} in
conjunction with a COVID-19 focused

control and generator monitering survey was
conducted at Wild Flower inn Assisted Living
Facifity on . Deficient practice was
identified at the time of the survey.

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

(3) OTHER REQUIREMENTS.
{a) All facilities must:
1. Provide a safe living environment pursuant to
section 429.28(1)(a), F.S.;
2. Be maintained free of hazards; and,
3. Ensure that all existing architectural,
mechanical, electrical and structural systems,
and appurtenances are roaintained in good
working order.
{b} Pursuant to section 429.27, F.S., residents
must be given the option of using their own
belongings as space permits. When the facility
supplies the fumishings, each resident bedroom
or sleeping area must have at least the following
furnishings:
1. A clean, comfortable bed with a mattress no
fess than 36 inches wide and 72 inches long, with
the top surface of the mattress at a comfortable

. o ensure easy access by the resident,
2. A closet or wardrobe space for hanging
clothes,
3. Adresser, or other furniture designed for
storage of clothing or personal effects,
4. Atable or nightstand, bedside lamp or floor
tamp, and waste basket; and,
5. A comfortable chair, if requested.
{c) The facility must maintain master or duplicate
keys to resident bedrooms to be used in the
event of an emergency.
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Continued From page 1

{d) Residents who use portable bedside
commodes must be provided with privacy during
use.

{e) Facilities must make availabte linens and
personal laundry services for residents who
require such services. Linens provided by a
facliity must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on observations and interviews, the facility
failed to provide a safe and clean-living
environment free from pests including roaches
and rodents.

Findings included:

A tour of the facility conducted at 7:56 AM on

revealed a cock roach in the
employee bathroom along with rodent feces on
the bathroom sink. (Photographic evidence
obtained)

In an interview conducted with Resident # 2 on
at 8:13 AM he stated,” There are rats
here all the time."

During an interview with Staff A on at
9:11 AM, she stated, " Yes, we have had a
problem with the rats, They come out at night.
Last month we killed two of them [..]"

An interview was conducted with Resident #3 on

at 10:23 AM she stated,” I'm kind of
scared to say something about the rats. | don't
want to leave this house because | fike it here,
but ! had a bad incident. it's over now though but |
was sleeping cne night, and they came on my
body and skin. They come out at night. "
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Continued From page 2

During an interview conducted with the
Administrator on at8:21 AM, he
acknowledged the rodent issue and stated, "1
have to be honest most of the issue is related to
resident behavior. We have residents hoarding
food in their rooms.”

Class Ili

429.275(2) FS; 59A-36.015(2) FAC Records -
Staff

429.275
{2) The administrator or owner of a facility shalf
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if

i ion of i with all
training requirements of this part or applicable
rule, and a copy of all licenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015
{2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with alf staff
training and continuing education required by rule
59A-36.011, FAC,,
2. Copies of all licenses or certifications for alf
staff providing services that require licensing or
certification,
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Continued From page 3

3. Documentation of compliance with level 2
background screening for all staff subject fo
screening requirements as specified in section
429.174, F.8., and rule 59A-36.010, FAC,,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to rule
59A-36.010. FAC,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
FAC.
{b} The facility is not required to maintain
personnel recerds for staff provided by a licensed
staffing agency or staff employed by an entity

.. to provide direct or indirect services to
residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in rule 59A-36.010, F.AC.
{c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by rule 59A-36.010,
FAC.

This Statute or Rule is not met as evidenced by:
Based on an interview the facility failed to
maintain a personnel file or evidence of a
background screening for 1 (Staff A) of 1 sampled
employee.

Findings included:
An attempted employee record review for Staff A
was conducted on - There was no

record available for review.

During an interview with the facility's Administrator
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Continued From page 4

on @ 9:41 AM, the Administrator
confirmed that Staff A had been employed for

i 1 year and r " She
recently had her driver license updated and |
need that to complete her record."

Class Il

58A-35.090(3)(c), FAC Resuits of Screening &
Notification in File

59A-35.090 Background Screening.

{3) Results of Screening and Notification.

{c} The eligibility results of employee screening

and the signed Attestation referenced in

subsection 59A-35.090(2), F.A.C., must be in the
's file, mainta by the

provider.

This Statute or Rule is not met as evidenced by:
Based on an interview the facility failed to provide
evidence of a background screening for 1 (Staff
A} of 1 sampled employee.

Findings included:

An attempted employee record review for Staff A
was conducted on . There was no
record available for review.

During an interview with the facility's Administrator
on at 9:41 AM | Staff A personnel file
was requested. The Administrator confirmed that
Staff A had been employed for approximately 1
year and responded, " Sorry, | don't have all of
her record here.”

Unclassified
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Continued From page 5

408.821 FS Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.-
{1} Alicensee required by authorizing statutes
and agency rule fo have a comprehensive

plan must i a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shail
submit its comprehensive emergency

plan to the local

management agency, county health department,
or Department of Health as follows:
(a} Submit the plan within 30 days after initial
ticensure and change of ownership, and natify the
agency within 30 days after submission of the
plan.
(b} Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
{c} Submit necessary plan revisions within 30
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approval of its plan by the local emergency
management agency, county health department,
or Department of Health.
{2) An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved
comp 1sive emergency plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services fo al clients. in
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the
receiving and sending providers.
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Continued From page 6

{3){a} An inactive license may be issued to a
ficensee subject to this section when the provider
is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

1. Suffered damage to its operation during the
state of emergency.

2. Is currently ficensed.

3. Does not have a provisional ficense.

4. Will be temporarily unable to provide services
but is reasonably expected to resume services
within 12 months.

{b} An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
ficense or to extend the previously approved
inactive period must be submitted in writing to the
agency, accompanied by written justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers
and appropriate licensure fees. Upon agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the license
expiration date, and all licensure fees must be
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
ficensure fees and agency inspections indicating
compliance with all requirements of this part and
applicable rules and statutes.

{4) The agency may adopt rules relating to
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emergency management planning,
communications, and operations. Licensees
providing residential or inpatient services must
utilize an online database approved by the
agency to report information to the agency
regarding the provider's emergency status,
planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on a interview , the facility failed to
provide evidence of an approved emergency
management plan.

Findings included:

A copy of the facility comprehensive emergency
management plan was requested during an
entrance conference with Staff Aon

at 7:36 AM. During this conference Staff A
stated,” | don't have access to any of those
documents.” Staff A then called the administrator
to informed him of the survey activity and
requested access to the documents. Staff A then
hung up the phone and stated,"He said he will be
here in 15 minutes.”

The facility administrator arrived to the facility at
8:11 AM and exited the building at approximately
9:45 AM on without providing
evidence of an emergency management plan.

Class i

CZ830

AHCA Form 3
STATE FORM

20-0007

s

T3GLN

f continuation sheet 8 of 8



