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Initial Comments.

Complaint investigations #2021010480 and
#2021010039 were conducted on at
Renaissance Retirement Center. The facility had
deficiencies at the time of the investigation.

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

429.26

{5) Each resident must have been examined by a
licensed 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 facifity, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner's form oron 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, or the delivery of services at the
facitity 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
examination form, reflecting the resident's
condition on the date the examination is
performed, becomes a permanent part of the
facifity's record of the resident and must be made
available to the agency during inspection or upon
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request. An that has been
through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfills the requirements for a medicat
examination under this subsection and s.
429.07(3)(b)6.

{6) Any resident accepted in a facility and placed
by the Department 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 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 a p: iatrist,
clinical psychologist, clinical social worker, or
s 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 evaluation completed upon discharge from a
state mental hospital meets the requirements of
this ion refated 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
her responsibifities under subsection (1). Further,
Department of Children and Farmilies personnel
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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 shail advise

and assist the facility administrator when the

special needs of residents who are recipients of
e require such

assistance.

59A-36.008

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-fo- 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.S. 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 limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of daily living,

3. Any nursing or

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,

6. Whether the individual has signs or symptoms

of .

.. services required by the

. . or any other
communicable , which are likely to be
fransmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
provider, the individual's needs can be metin an
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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 464, 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 Faciliies, . which is
incorporated by reference and available online at:
hitp/iww firules.o ce.asp?No
=Ref-09170. 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 facility 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
admission to the facility must be obtained by the
administrator using AHCA Form 1823 within 30
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days after admission.
{d) Medical examinations of residents placed by
the department, by the Department of Children
and Famifies, 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
facility may be attached to the health
assessment. A health care provider may attach a
DH Form 1896, Florida
Form, for residents who do not wish

s 1o be administered
in the case of or ., . .
{0) 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.8,, 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
faciiity's admission and discharge log and
counted in the facifity census. A facility may not
exceed its licensed capacity 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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This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facitity did not ensure 2 of & residents (#1 and #2)
had completed health assessments form 1823 as
required by regulation.

Findings:

1. On , in a record review of Resident
#1's file, the file documented Resident #1's date
of admission as . Resident #1's 1823

was signed by a medical professional on
. Resident #1's 1823 did not have a
properly completed section 3.

2. On , In @ record review of Resident
#2's file, the file documented Resident #2's date
of admission as - Resident #2's 1823

was signed by a medical professional on
- Resident #2's 1823 did not have a
properly completed section 3.

On , at 2:45 PM, in an interview with the
administrator, the administrator stated she was
not aware of the 1823's for residents #1, and #2
being out of compliance. The administrator stated
she would work with staff to have them corrected.

Class Il

A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care
$8=D1 . Supervision

429.26
{7} The facility shall notify a licensed physician
when a resident exhibits signs of or

" , or has a change of condition
in order to rule out the presence of an underlying
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physiological condition that may be contributing to
such or . The notification
rust occur within 30 days after the
acknowledgment of such signs by facility staff. If
an undertying condition is determined to exist, the
facifity must notify the resident's representative or
designee of the need for health care services and
must assist in making |, for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident's
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1} SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, FAC.

{b} Daily observation by designated staff of the
activities of the resident white on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.
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{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{fy Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to follow physicians' orders for 2 of 5
sampled residents #2 and #3.

Findings:

On , at 2:15 PM, in an interview with the
Weliness Coordinator, the Weliness Coordinator
was asked about providing the progress notes for
Residents #2 and #3. The Wellness Coordinator
stated she will have to contact the management
company. The Weliness Coordinator stated, "The
progress notes are not in the residents' files, they
are kept electronically, and the facility does not
have access to them”.

1. On , in @ record review of Resident
#2's file, Resident #2's file documented a
physiclan order dated , "Home Health to
do and administer ". Resident
#2's file documented the orders had not been
signed until by Staff K. Resident #2's
file did not document if the orders had been
completed.

On , at 12:02 PM, in an interview with

Staff K, Staff K stated she was unaware of why it
took so fong to sign the order for Resident #2.
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Staff K stated she is not aware if the order had
been completed for Resident #2.

2. On , in & record review of Resident
#3's file, Resident #3's file contained
documentation of a physician order dated

L for, work and Home Heaith to
evaiuate, teach and train resident to
self-administer injection". Resident #3's file
documents the order was accepted by the
Wellness Coordinator. Resident #3's file does not
document if the order had been completed.

On , at 2:15 PM, in an interview with the
Wellness Coordinator, the Wellness Coordinator
stated she had no explanation for either Resident
#2 or #3's physician orders. The Wellness
Coordinator was not aware if the orders had been
completed.

Class Ili

59A-36.008(5) FAC Medication - Records

{5) 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 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
ications or medication inistrati
medication observation record must be

A025
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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 recerding each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication efrors.
{c} For medications that serve as chemical

. the facility must, pursuant to Section
429.41, F.8., 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 reviews and interviews, the
facitity did not ensure that dependent
placed three of five residents (Resident #2, #3
and #4) at-risk by failing to maintain the required
medication observation records (MORs) for
residents.

Findings include:

On , in & record review of Resident #2's

MORs for the month of | . the

MORs for Resident #2 provided the following

documentation: - testing stopped on
B . was provided on

only.

On 112021, in a record review of Resident
#3's MORs for the month of . | L the
MORs for Resident #3 provided the following
documentation: was provided up to

and then documentation stopped.
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On , in a record review of Resident #4's

MORs for the month of . | \ the

MORs provided the following documentation:

was not provided after N
provided on only, not
provided on and from to
, ho documentation of of
" testing.
On , at 12:02 PM, in an interview with

Staff K, Staff K stated the facility had access to
three trained nurses: Staff K, Weliness
Coordinator and Staff P. Staff K stated the facility
show be documenting if the residents are taking
the . even if they are giving it to themselves
since we have control over the medication.

On , at 2:15 PM, in an interview with the
Weliness Coordinator, the Weliness Coordinator
stated the residents provide their own and

" checks, she was not sure why
some days it shows staff providing the medication
and fisting on the MORs.

Class Il

A 079! 59A-36.010(3) FAC Staffing Standards - Levels
88=D
(3) STAFFING STANDARDS.

{a) Minimum staffing:

1. Facilities must maintain the following minimum

staff hours per week:

Number of Residents, Day Care Participants, and
Respite Care Residents Staff Hours/Week
0-5

212
16-25 283

AD79
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26-35 294

36-45 335

46-55 375

56-65 416

66-75 457

76-85 498

86-95 539

For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week.
2. Independent living residents, as referenced in
subsection 59A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personal,
fimited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
3. Atleast one staff member who has access to
facitity and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facitity administrator, manager or other staff are
absent from the facility.
4. In facifities with 17 or more residents, there
must be at least one staff member awake at alt
hours of the day and night.
5. A staff member who has completed courses in
First Aid and . Y
{ )and holds a currently valid card
documenting completion of stich courses must be
in the facility at all imes,
a. Documentation of attendance at First Aid or
courses pursuant to subsection
59A-36.011(5), F.A.C., satisfies this requirement.
b. Anurse is considered as having met the
course requirements for First Aid. An emergency
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medical technician or paramedic currently
certified under chapter 401, part Hil, F.8., is
considered as having met the course
requirements for both First Aid and

6. During periods of temporary absence of the
administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is at least | . Mmust be
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a facility for a consecutive period of
21 days or more, or for a total of 60 days within a
calendar year, without being an administrator or
manager.

7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours reguirement.

8. The administrator or manager's time may be
counted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facility's staffing schedule.

9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
(b} Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
facilities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents’ scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 59A-36.007,
F.AC.
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{c} The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facility
must make the daily work schedules of direct
care staff available to residents or their
representatives.
{d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph {a) are not met. The
facility must immediately increase staff above the
minimum levels established in paragraph (a}, if
the agency determines that adequate supervision
and care are not being provided to residents,
resident care standards described in rule
59A-36.007, F.A.C., are not being met, or that the
facitity is failing to meet the terms of residents’
contracts. The agency will consult with the facility
ini and residents ing any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter
B69A-40, F.AC., until such time as the jocal fire
safety authority informs the agency that fire safety
requirements are being met.
1. When additional staff is required above the
minimum, the agency wili require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved to meet
resident service needs. The plan will be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet resident
needs.
2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
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requirements for the facility and the facifity wili no
fonger be required to maintain a plan with the
agency.

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

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

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to ensure there was a staff member
who has completed courses in First Aid and

. . ) and holds
a currently valid card documenting completion of
such courses must be in the facility at all times,

Findings:

On , in a record review of the facility
work schedule for the period of to

, for the date of 112021, it showed
coverage on the 11:00 PM to 7:00 AM shift was
provided by Staff H, Aand G.

On , in a record review of employee
work files, the files documented Staff H, Aand G
did not have documentation of having completed
First Aid training as required.

On , at 9:00 AM, in an interview with the
administrator, the administrator stated the work
schedule provided to the Agency was correct for

AD079
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Continued From page 15

On , at 12:02 PM, in an interview with
Staff E, Staff E stated it was correct that Staff H,
Aand G, did not First Aid training. When Staff E
was asked who had the required training, she
stated, "No one”.

Class Ili

59A-36.015(1) FAC Records - Facility

The facility must maintain required records in a
manner that makes such records readily available
at the ficensee's physical address for review by a
tegally authorized entity. if records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily available" means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
{b} An up-to-date admission and discharge fog
{isting the names of all residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha . s and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a

AD079
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bed for a resident who is out of the facility but
intending to return pursuant to rule 59A-36.018,
F.A.C. If the resident dies while in the care of the
facitity, the log must indicate the date of

{c} Aleg listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
().

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in rule 59A-36.013, FAC.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
rule 59A-36.013, FA.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in rute 59A-36.006, F.A.C.

{h} If the facility advertises that n prcvndes speciat
care for persons with or
related . acopy of alf such facility
advertisements as required by section 429.177,
F.8.

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in rule
59A-36.007, FA.C.

{i) Alt food service records required in rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate.

{k} All fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant

A180
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1o section 428.41, £.S., and rule chapter 69A-40,
F.A.C., issued within the last 2 years.
{I) All sanitation inspection reports issued by the
county health department pursuant to section
381.031, F.S., and chapter 64E-12, FAC,,
issued within the last 2 years.
{m) Pursuant to section 429.35, F.8., all

survey, i ion and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.
{n) The facility's resident elopement response
policies and procedures.
{0} The facility's documented resident elopement
response drills.
{p} For facilities licensed as fimited mental health,
extended congregate care, or limited nursing
services, records required as stated in rules
59A-36.020, 59A-36.021 and 59A-36.022, FAC,,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain required records in a manner
that makes such records readily available at the
ficensee's physical address for review by a legally
authorized entity. If records are maintained in an
electronic format, facility staff must be readily
available to access the data and produce the
requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request for 4 of 5 sampled residents
(#1, 2, 43 and #4).

Findings:

On , in an attempted record review, the

A180
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Agency requested the facility provide progress
notes for four residents (Resident #1, #2, #3 and
#4).
On , at 2:16 PM, in an interview with the
Weliness Coordinator, the Wellness Coordinator
was asked about providing the progress notes for
Residents #1, #2, #3, and #4. The Weliness
Coordinator stated she will have to contact the
management company. The Wellness
Coordinator stated, "The progress notes are not
in the residents’ files, they are kept electronically,
and the facility does not have access to them".
Class Ili
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