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Initial Comments.

An unannounced Reticensure, Complaint
#2021001090 and #2021001157, Focused

Control and Generator Assessment
survey commenced on and
concluded on at Harborchase of
Wellington Crossing. The facility had deficiencies
at the time of the survey.

429.26( ) FS; 59A-38.006(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 formoron a
form adopted by agency rule. The medical
examination 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, o 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
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performed, becomes a permanent part of the
facifity ' s record of the resident and must be
made avallable to the agency during inspection or
upon request. An assessment that has been
through the Comp i
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.
(8} Any resident accepted in a facility and placed
by the Departrment 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 be submitted fo the facility owner or
administrator. Additionaily, in the case of a mental
heaith resident, the Department of Children and
Families must provide documentation that the

dividual has been by a psychiatrist,
clinical psychologist, clinical social worker, or
e nurse, or 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 upon dis froma
state mental hospital meets the requirements of
this ion related to appropri 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 shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
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her responsibilities under subsection (1). Further,
Department of Children and Families personnel
shail explain to the facility operator any special
needs of the resident and advise the operator
whom to call should problems arise. The
Department of Children and Families shal advise
and assist the facility administrator when the
special needs of residents who are recipients of

B . 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,

A008
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in the opinion of the examining health care
provider, the individual's needs can be metin an
assisted living facility; and,

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

A008
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admission to the facility must be obtained by the
administrator using AHCA Form 1823 within 30
days after admission.
{d) Medicai examinations of residents placed by
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.
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Continued From page 5

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined that the facility failed to ensure that
one (1) of two (2) sampled resident records
{Resident #1) reviewed had a completed Heaith
Assessment form (AHCA form 1823) and/or a
medical examination dated within 60 days of the
admission date to the facility.

The Findings Include:

During the Survey on , & review was
conducted of Resident #1's facility file and
documents. The review revealed that Resident #1
was admitted to the facilityon | s

. Further review indicated Resident #1's
Heaith Assessment form (AHCA Form 1823)
indicated the document was dated

In an interview with the Administrator on

at 11 AM, she was informed of the
AHCA Form 1823 was completed on
which Is 80-days prior to Resident #1s admission
to the facility. The Administrator reviewed the
documents and confirmed that the date was

. and that it was the only AMCA form
1823 in the resident’s file. No additional
documents were provided during the Survey.

Class Il

429.256( ), 59A-36.008(3) Medication -
Assistance with Self-Admin

429.256

A008

A052
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Continued From page 6

{3) Assistance with self-administration of
medication includes:

{a) Taking the medication, in its previously
dispensed, properly labeled container, inctuding
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilled by the manufacturer, from where itis
stored, and bringing it to the resident.

{b} In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident ' s medications or dosages change.

{c) Placing an oral dosage in the resident ' s

or placing the dosage in another container and
helping the resident by fifting the container to his
or her .

(d) Applying | medications.

{e) Returning the medication container to proper
storage.

{f) Keeping a record of when a resident receives
assistance with self-administration under this
section.

{g) Assisting with the use of a . including
removing the cap of a . opening the unit
dose of solution, and pouring the
p i p dose of icati
the dispensing cup of the

{hyUsinga , to perform -
ievel checks.

{i) Assisting with putting on and taking off

into

A05B2
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stockings.
() Assisting with applying and removing an
. but not with titrating the
prescribed settings.
{k} Assisting with the use of a continuous positive
airway pressure device but not with fitrating the
prescribed setting of the device.
{I) Assisting with measuring vitat signs.
{m) Assisting with , bags.
(4) Assistance with self-administration does not
include:
{a) Mixing, ., converting, or
. medication doses, except for

measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the

inistration of medications by any inj

route.
{c} Administration of medications by way of a tube
inserted in a . of the body.
(d} Administration of , preparations.
{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
{f) Assisting with Lor L,
preparations.
{g) Assisting with medications ordered by the
physician or heaith care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific

that prectude i judgment
on the part of the unficensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{h} Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or

A05B2
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discretion on the part of the unlicensed person.
(5) with the self-administration of

ication by an unli person as
in this section shall not be considered
administration as defined in s. 465.003.
59A-36.008
{3) ASSISTANCE WITH
SELF-ADMINISTRATION.
{a) Any unficensed person providing assistance
with self-administration of medication must be
. or older, trained to assist with self
administered medication pursuant to the training
requirements of rule 59A-36.011, F.AC., and
must be available to assist residents with
seif-administered medications in accordance with
procedures described in section 429.266, F.S.
and this rule.
(b} In addition to the specifications of section
429.256(3), F.S., assistance with
self-administration of medication includes, in the
presence of the resident, reading the medication
{abel aloud and verbally prompting a resident to
take medications as prescribed.
{c} In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container,
{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.
{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
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enable the resident to take medication as
prescribed:
1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,
2. The medication container may be given to the
resident, a friend, or family member upon ieaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or
4. icat may be p i and
dispensed in an easier to use form, such as unit
dose packaging.
{f) Assistance with self-administration of
medication does not include the activities detailed
in section 420.256(4), F.S
1. As used in section 429.256(4)(g), F.S., the
term "competent resident” means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.
2. As used in section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean
interpreting vital signs and fuating or
assessing a resident's condition.
{g) All trained staff must adhere to the facility’s
controf policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:

A05B2
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review, the facility faited to properly assist 1 out of
18 residents (Resident #13) with
self-administration of medication by not ensuring
the resident received the level of medication

i and p i ication dosage.

The findings included:

In an observation on at 8:15 AM, Staff A
assisted Resident #13 with the seif-administration
of her medications with exception of the
resident’s administration of 2 .\

tablets. )t was observed at this time Staff A
placed the resident's 2 . tablets on
the dining room table where Resident #13 was
seated at the time and told the resident she may
seif-administer these 2 tablets on her own after
the resident finished her breakfast.

In an interview with Staff Aon at 8:20
AM, she stated she was going to check on
Resident #13 later to ensure the resident
self-administered the 2 . tablets.
Review of Resident #13's medication observation
record {MOR) indicated the resident was ordered
one 500 milligram tablet as
needed.

In an interview with Staff Aon at 8:55
AM, she stated she was used fo giving Resident
#13 routinely 2 . tablets every
morning for , and she was not aware the MOR
indicated for the resident to receive 1

tablet as needed. She stated she
went to look for the resident in the dining room
and the resident was not there, so she was not
sure if the resident had taken the medications
she previously left for the resident to
seif-administer.
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In an interview conducted with the Administrator
on at 9:45 AM, she stated Staff A
provided inadequate medication assistance to
Resident #13 by leaving the 2 P
tablets for the resident to self-administer earlier
that morning and the facility was in the process to
request Resident #13's Physician to make this

ication dose & routine ication. She stated
the resident previousty had an order to receive
the same medication and dosage on a routine
basis. In an interview conducted with the
Administrator on at 10:10 AM, she
stated she ensured the resident received 1

. tablet that morning and the

facitity witl wait until the Physician approved the
new medication order to begin assisting the
resident with the self-administration of this
medication.

Class i

A 078 53A-36.010(2) FAC Staffing Standards - Staff

(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

A05B2
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Continued From page 12

basis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of

testing materials satisfies the annuat

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 individ:
must be immediately removed from duties untif 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 experit
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
quatifications, 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
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to each staff member;

The findings included:

date of hire of

date of hire of

date of hire of

Class Ili

13

more residents, the facility must:
1. Develop a written job description for each staff
position and provide a copy of the job description

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 interview and record review, it was
determined that the facility failed to ensure that 3
of 5 sampled staff records reviewed had
documented evidence of a negative

{ )examination on an annual basis.

Review of Staff A's employee record revealed a

as a Medication

Technician. Further review revealed the last
examination documentation was dated

Review of Staff B's employee record revealed a

as a Care Partner.

Further review revealed the last . examination
documentation was dated

Review of Staff C's employee record revealed a

as a Caregiver. Further

review revealed the last  examination
documentation was dated

In an interview conducted with the Administrator
on at 2:45 PM, she stated the facility
did not have any proof these staff had an updated
negative  examination.
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59A-36.011(11) FAC Training -

(an

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding .
{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c) Training shall consist of the information
included in rule 59A-36.008, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on employee record review and interview,
the facifity failed fo ensure 1 of 5 sampled staff
had received the required

( ) training (Staff B).

The findings include:

During the Reticensure Survey conducted on

, a review of employee records was
conducted. Review of Staff B's employee file
revealed she began employment on
Further review of the file revealed it did not
contain documentation of training.

In an interview conducted with the Business
Office Manager on at 1:49 PM, she
was informed Staff B did not have documentation
of training in her file. She was provided an
opportunity to review the file and was not able to
iocate documentation of the training.
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CZ814| 435.12(2)(b-d), FS Background Screening Cz814

Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse.-

{byUntit suchtime asthe ., are enrolied
in the national retained print notification
program at the Federal Bureau of Investigation,
an employee with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of ali employees within the clearinghouse,
Initial employment status and any changes in
status must be reported within 10 business days.
{d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential
employse for electronic | | submission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controlling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined that the facility failed to maintain the
employment status of all employees within the
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clearinghouse, for 2 out of 5 sampled employees
(Director of Nursing and Staff B} in its
Background Screening {BGS) employee roster.

The findings included:

Review of the facility records revealed the
Director of Nursing was hired on ina
capacity to perform supervisory nursing duties for
residents and to provide direct care to the
residents. Review of the BGS employee roster
revealed she was not listed.

Review of the facility records revealed Staff B

was hired on as a Caregiver. Review of
the BGS employee roster revealed she was not
fisted.

In an interview conducted with the Administrator
on at 2:35 PM, she acknowledged the
DON and Staff B were not listed in the facility's
BGS employee roster.

Unclassified

CZ830| 408.821 FS Emergency Management Planning CZ830

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

plan must i a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shaif
submit its comprehensive emergency
management plan to the local emergency
management agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
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Continued From page 17

ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.
{b} Submit the pian 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 nofification 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

1sive emergency plan for
up to 15 days. While in an overcapacity status,
aach provider must furnish or arrange for
appropriate care and services to ali 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.
{3)a} An inactive license may be issued to a
ficensee subject fo 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 licensed.
3. Does not have a provisional license.
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
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the agency for up to 12 additionat months upon
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license or to extend the previously approved
inactive pericd 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
emergency management planning,
communications, and operations. Licensees
providing residential or inpatient services must
utilize an online database approved by the
agency to repert 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 interview and record review, the facility
failed to report its daily emergency status,
planning or operations information through the
Agency's Emergency Status System (ESS).

The findings included:
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Continued From page 19

Review of the Agency reporting update dated on
documents that pursuant to the State of
Florida Governor's Executive Order 20-51 and at
the direction of State Surgeon General regarding
the Coronavirus (COVID-19}, the Agency
established the event "COVID-19 Monitoring” in
the ESS to monitor health care facility census,
inventory, needs, and other related facility
information, Further review of this update
documented each Assisted Living Facility must
report its current bed census, available beds and
additional COVID-19 status daily by 10:00 AM.

Review of the Agency reporting update dated on

documented each facility must meet
ESS reporting requirements and it was imperative
that facilities continue to report daily in the ESS to
maintain up to date and accurate information.
Review of this update indicated that the Agency
was going to cite facifities for deficiencies refating
to this daily 10:00 AM reporting deadline.

Review of the facility's ESS data entries revealed
the facility did not enter and update its daily £8S
information on ' , and

(r an interview with the Administrator on

at 10:20 AM, she stated she and her supervising
staff had access to the facility's ESS portal and
she was aware she was responsible to update
the facility's ESS information daily on or by 10:00
AM. She stated the facility did not recently update
the facifity's ESS information during the
weekends because she did not ensure the
supervising staff entered the facility’s £SS
information on these omitted days,

Unclassified

CZ830
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