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A 000 Initial Comments AD00

A re-icensure survey, controt

monitoring, and generator monitoring were

[ at i i Center on
. The facility had deficiencies at the time

of the survey.

A 032 59A-36.007(7) FAC Resident Care - Elopement A032
$8=D | Standards

59A-36.007

(7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopernent must be identified
so staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facifity. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. 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 this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10){a) or {¢),
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
atall imes.

2. The facility must have a photo identification of
at risk residents on file that is accessible fo alt
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facility staff and law enforcement as necessary.
The facility's filte must contain the resident's photo
identification upon admission or upon being

at risk for to
admission. The photo identification may be
provided by the facility, the resident, or the
resident’s representative.
{b} Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. Ata
minimum, the policies and procedures must
provide for:
1. An immediate search of the facility and
prerises,
2. The identification of staff responsible for
H ing each part of the
response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b}1.; and,
4. The continued care of all residents within the
facility in the event of an elopement.
{c} Facility Resident Elopement Drifls. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k), F.S.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility did not have evidence that all direct care
staff participated in the facility's elopement drilis
yearly.

Findings:

On at 11:45 AM, caregiver B said she

A032
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had been employed by the facility since
and she had not participated in any of facility's
resident elopement drilfs.

Review of the facility 's elopement drills revealed
there were elopement drills conducted on
s after her hire date.

Review of the drilt for revealed staff
B's printed name and signature was listed.
Although she said she had not participated in any
drifls.

On at 3 PM, the administrator
confirmed there was no evidence to confirm that
staff B had participated in 2 drills yearly as
required.

Class Il

A052| 429.256(. .); 59A-36.008(3) Medication -
88=D | Assistance with Self-Admin

429.256

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

{a) Taking the medication, in its previously
dispensed, properly labeled container, including
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

A052
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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 lifting 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 potrring the

p ' pl dose of icati

the dispensing cup of the .

(hyUsinga to perform -

tevel checks.

{i) Assisting with putting on and taking off
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.

into

{4) Assistance with self-administration does not
include:
{a) Mixing, . converting, or

. medication doses, except for
measuring a prescribed amount of fiquid

A05B2
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medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
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 freatment of a skin condition.
{f) Assisting with ' , o
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific

that preciude i judgment
on the part of the unlicensed 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
discretion on the part of the unlicensed person,

(5) Ass with the self-administration of
medication by an unlicensed person as described
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

A05B2
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administered medication pursuant to the training
requirements of Rule 59A-36.011, FAC., 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, orally
advising the resident of the name and dosage of
the medication 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
tacitity staff, the following options are available to
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

A05B2

AHCA Form 3
STATE FORM

20-0007

s

11511

If continuation sheet 6 of 28




Agency for Health Care

PRINTED: 02/11/2022

FORM APPROVED

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

AL11922141

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

01/12/2022

NAME OF PROVIDER OR SUPPLIER

300 WEST AIRPORT BLVD.

RENAISSANCE RETIREMENT CENTER

SANFORD,

FL 32773

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

A052

Continued From page 6

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. icati may be ol j 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 429.266(4), F.S,

{g) As used in Section 429.256{(4)(h), F.S., the

terms "judgment” and "discretion” mean

interpreting vital signs and juating or

assessing a resident's condition.

{h) 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:
Based on record review and interview, the facility
failed to follow required regulations for 1 of 3
residents (#6), for the assistance of
self-administration of medication.

Findings:

On at 10:35 AM, in an interview with
Resident #6, it was observed the resident was
eating her breakfast in her apartment. While
talking with Resident #8, she was observed
playing with a small cup. When the agency staff
asked her to move her the cup contained a
stack of five pills. The agency staff asked
Resident #6 is she controlled her own medication
and she stated no, the nurses bring them to her
apartment in a cup and let her take them on her
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own. Agency staff asked if they watched her take
the medication and she stated no they just give
her the cup of pills.

On , in & record review of Resident #6's
Agency for Health Care Administration 1823
health assessment, it documented Resident #6
needed assi; with the self- inistration of
medication. (Photographic evidence obtained).

Class Il

A 054 59A-36.008(5) FAC Medication - Records
88=D
{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

A054
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Continued From page 8

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:
On at 10:35 AM, in an interview with
Resident #6, it was observed the resident was
eating her breakfast in her apartment. While
talking with Resident #6, she was playing with a
small medication cup. When the Agency staff
asked het to move her the cup contained a
stack of five pills. The Agency staff asked
Resident #6 if she controlled her own medication
and she stated no, the nurses bring them to her
apartment in a cup and let her take them. The
Agency staff asked if they watch her take the
medication and she stated no they just give her
the cup.

On in @ record review of Resident #6's
Agency for Health Care Administration 1823
health assessment, it documented Resident #6
needed asst with the self- inistration of
medication. (Photographic evidence obtained).

59A-36.009 FAC
( )

{1) POLICIES AND PROCEDURES.

{a) Each assisted living facility must have written

policies and procedures that explain its

implementation of state laws and rules relative to
An

assisted living facility may not require execution

ofa as a condition of admission or

A0B4
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Continued From page 9

treatment. The assisted tiving facility must
provide the following to each resident, or
resident’s representative, at the time of
admission:
1. Form SCHS- . “Heaith Care Advance
Directives - The Patient's Right to Decide,” |

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

i {C_Advance_Di 4

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

Form, , 2004, which is hereby
incorporated by reference. This form may be
obtained by calfing the Department of Health's toll
free number 1(800)228-1911, extension 2780 or
online at:
hitp:/iwww. firules.o
=Ref-04005.
{b) There must be documentation in the
resident’s record indicating whether a DH Form
1896 has been executed. If a DH Form 1896 has
been executed, a yeliow copy of that document
must be made a part of the resident's record. If
the assisted living facility does not receive a copy
of a resident’s executed DH Form 1896, the
assisted living facility must document in the
resident's record that it has requested a copy.
(c) The executed DH Form 1896 must be readily
available to medical staff in the event of an
emergency.
{2} LICENSE REVOCATION. An assisted living
facility's license is subject to revocation pursuant
to section 408.815, F.8., if, as a condition of

asp?No
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treatment or admission, the facility requires an
individual to execute or waive DH Form 1896,
{3) PROCEDURES. Pursuant to section
429.255, F.S., an assisted living facility must
honor a properly executed DH Form 1896 as
follows:
{a} In the event a resident experiences or
, staff trained in .,

} or a health care provider
present in the facility, may withhold

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

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

This Statute or Rule is not met as evidenced by:
Based on facility record reviews and interview,
the facitity failed to have written poticies and
procedures that explained its implementation of
state laws and rules relative to

( 9
Findings:

On at 11:22 a.m., staff A said if she was
not sure whether a resident had a , she
would begin resuscitative measures until
someone could find out for her.

On at 12:50 p.m., the surveyor requested
the facility's policies and procedures regarding

. The administrator provided an advanced
directive policy however, it did not explain the
fagility's implementation of state laws and rules
relative to including provisions that

AD78
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indicated in the event a resident experiences
or , staff trained in
. . { }ora health
care provider present in the facility, may withhold

and )and in the event a

resident is receiving hospice services and
experiences or . , facitity

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

The administrator was unable to provide
additional documentation.

Class i

A 083 59A-36.011(8) FAC Training - First Aid and A083
$8=0D
(5) FIRST AID AND

( ). 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.

{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
orovide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose training
is ited by the Commission on itati
for Pre-Hospital Continuing Education satisfies
this requirement.

{b} A nurse shall be considered as having met the
training requirement for First Aid. An emergency

AHCA Form 3020-0001
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medical technician or paramedic currently
certified under chapter 401, Part ill, F.S., shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:

Based on review of staffing schedules and

interview, the facility failed to ensure a staff

member who held a current valid first aid and
card was in the facility at all times.

Findings:

On at 2 p.m., the surveyor requested
proof of and first aid for each shift on

The administrator provided only a valid card
for staff E, who worked from 3 p.m. to 11 p.am.
and a valid first aid card for staff F, who worked
from 11 pm to7am.

Class Il

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

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe fiving environment pursuant to
section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,
mechanical, electricat and structural systems,
and appurtenances are maintained in good
working order.

{b) Pursuant to section 429.27, F.8,, residents
must be given the option of using their own
belongings as space permits. When the facility

A083

A152
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Continued From page 13

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with 2 mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. . to ensure easy access by the resident,

2. Acloset 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.

(d} Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facilities must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation and interviews, the facility
placed the resident community (81 residents)
at-risk by failing to maintain a safe environment
that is free of hazards.

Findings:

On at 9:55 AM, in a tour of the
community faundry room, the following was
observed by Agency staff: the facility maintains
three washers, three dryers and table for folding
faundry. (Photographic evidence obtained).

A152

" One of the three washers was in disrepair
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Continued From page 14

with the front panel of the machine taken off the
machine.

" The two working washers, exteriors were dirty
and covered in a black substance.

" The inside of the two working washers were
covered in hair and a black substance.

" Walls with patched holes not painted.
Support flooring for washers has peeling
paint and covered in dirt.

" Reach spray can wedge between the support
flooring and washer which is in disrepair.

" The washer in disrepair was sitting on a hard
plastic tub which was covered in hair, dirty and
black substance.

" Buckets laying out around the room, on their
sides.

3 holes in walls.

Dryers missing handles.

Hole in ceiling partially covered by sheet rock.
Missing foor tile, exposed to plywood
{concern related fo resident trip hazard).

" Dryer vents covered in lent and dust.

Water stains on ceiling.

On at 10:08 AM, in an interview with
Resident #7, it was observed the resident was
using a free-standing air conditioning unit. The
Agency requested permission from Resident #7
to enter his bedroom and observed a portable air
condition unit vented out an exterior window. The
venting only covered a portion of the exterior
window with the remaining portion covered by
cardboard. An open space between the
cardboard and window ceil had a whole. When
asked, Resident #7 stated that is how the facifity
fixed it.

On at 10:50 AM, in an interview with
the Maintenance Manager and the Administrator,

A152

it was stated the laundry room observed by the
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Continued From page 16

Agency is used by both staff and residents to do
faundry. The Administrator stated the laundry
room is in disrepair because the building is going
through renovation. The Maintenance Manager
stated they do not have a preventative
maintenance plan and the cleaning of the laundry
room is done by housekeeping. The Administrator
stated she is just now becoming aware of the
concern refated to the air conditioning in Resident
#7 room,

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 licensee'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
fisting 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

A152

A160
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Continued From page 16

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
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
(b).

{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.
() If the facility advertises that it provides special
care for persons with s or
related . a copy 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

A180

AHCA Form 3
STATE FORM

20-0007

s

11511

f continuation sheet 17 of 28




Agency for Health Care

PRINTED: 02/11/2022

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11922141

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

01/12/2022

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

300 WEST AIRPORT BLVD.

RENAISSANCE RETIREMENT CENTER

SANFORD,

FL 32773

0@y D
PREFIX
TAG

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

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

o]
PREFIX
e

(xe
COMPLETE
DATE

A180

Continued From page 17

food services and the food service contractor's
ficense or certificate to operate.
{k} All fire safety inspection reports issued by the
iocal authority or the State Fire Marshal pursuant
to section 428.41, F.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,,
igsued 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 facility record reviews and interview,
the facility failed to maintain a satisfactory group
care health department inspection.

Findings:
Review of the facility’s group care health
department inspection report, dated N

revealed the inspection was unsatisfactory.

Review of the revisit report, dated .
revealed the revisit inspection remained

A180

unsatisfactory.
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Continued From page 18

On at 11 a.m., the administrator
confirmed the findings.

Class i

59A-36.026 FAC Emergency Environmentat
Control

59A-36.028 Emergency Environmentat Controt
for Assisted Living Facilities.
(1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shaif prepare a detailed plan ("plan”) to serve as
ast to its Compl i

Plan, to address
environmental control in the event of the loss of
primary electrical power in that assisted living
facitity which includes the following information:
(a} The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
ficensees of assisted living facilities will be
equipped to ensure air temperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six {96) hours in the
event of the loss of primary electrical power.
1. The required temperature must be maintained
in an area or areas, determined by the assisted
fiving facility, of sufficient size to maintain
residents safely at all imes and that is
appropriate for resident care needs and life safety
requirements. For planning purposes, no less
than twenty (20) net square per resident
must be provided. The assisted living facility may
use eighty percent (80%) of its licensed bed
capacity as the number of residents to be used in
the to determine the required square
footage. This may include areas that are less

A180

A 200
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Continued From page 19

than the entire assisted living facifity if the
assisted living facility's comprehensive
emergency management plan includes allowing a
resident to congregate when he or she desires in
portions of the building where temperatures will
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rule. This rule does not
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in section 408.821, F.S. and subsection
59A-36.019(8), F.A.C., are met. The plan shai
include information regarding the area(s} within
the assisted living facility where the required
temperature will be maintained.

2. The alternate power source and fuel supply
shail be located in an area(s) in accordance with
{ocal zoning and the Florida Building Code.

3. Each assisted living facility is unique in size;
the types of care provided; the physical and
mental capabiliies and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not fimit the types of systems or
equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six {96) howrs in the
event of the loss of primary electrical power. The
plan shall include information regarding the
systems and equipment that will be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to chapter 252, F, S. must maintain an
alternative power source and fuel as required by
this subsection at all imes when the assisted
fiving facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability If
evacuation is necessary.

A200
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Continued From page 20

b. Assisted living facilities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the
campus if such resources are sufficient to
support the requirements of each facility's
residents, as specified in this rute. Details
regarding how resources will be shared and any
necessary movement of residents must be clearly
described in the emergency power plan,

c. A multistory facility, whose comprehensive
emergency management plan is to move
residents to a higher floor during a fiood or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
flooding or storm surge damage.

(b} The acquisition of sufficient fuel, and safe
maintenance of that fuel at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
alternate power source o maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours after the
foss of primary electrical power during a declared
state of emergency. The plan must include
information regarding fuel source and fuel
storage.

1. Facilities must store minimum amounts of fuel
onsite as follows:

a. Afacility with a licensed capacity of 16 beds or
fess must store 48 hours of fuel onsite.

b. Afacility with a licensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facility located in an areain a
declared state of emergency area pursuant to
section 252.36, F.S. that may impact primary
power delivery must secure ninety-six {86) hours
of fuel. The assisted living facility may utilize

A200
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Continued From page 21

portable fuel storage containers for the remaining
fuel necessary for ninety-six (96) hours during the
period of a declared state of emergency.
3. Piped natural gas is an alfowable fuel source
and meets the onsite fuel supply requirements
under this rule.
4. If local ordinances or other regulations limit the
amount of onsite fuel storage for the assisted
fiving facility's focation, then the assisted living
facility must develop a plan that includes
maximum onsite fuel storage allowable by the
ordinance or reguiation and a reliable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.
{c} The acquisition of services necessary to
maintain, and test the equipment and its functions
to ensure the safe and sufficient operation of the
alternate power source maintained at the
assisted fiving facility.
{d) The acguisition and maintenance of a
monoxide alarm.
(2) SUBMISSION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shaif submit its plan
to the local emergency management agency for
review within 30 days of the effective date of this
rute. Assisted living facility plans previously
submitted and approved pursuant to emergency
Rule 58AER17-1 will require resubmission only if
changes are made to the plan.
{b) Each new assisted living facility shalf submit
the plan required under this rule prior to obtaining
a license.
(c) Each existing assisted living facility that

any additions, i {
alterations, refurbishment, renovations or
rect ion that require ication of its
systems or equipment affecting the facility's
compliance with this rule shall amend its plan and

A200
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submit it to the local emergency management
agency for review and approval.
{3) APPROVED PLANS.
{a) Each assisted living facility must maintain a
copy of its approved plan in a manner that makes
the plan readily available at the licensee's
physical address for review by a legally
authorized entity. If the plan is maintained in an
electronic format, assisted living facility staff must
be readily available to access and produce the
plan. For purposes of this section, "readily
available” means the ability to immediately
produce the plan, either in electronic or paper
format, upon request.
{b) Within two (2) business days of the approval
of the plan from the locat emergency
management agency, the assisted living facility
shail submit in writing proof of the approval to the
Agency for Health Care Administration.
{c} The assisted living facility shall submit a
consumer-friendly summary of the emergency
power plan to the Agency. The Agency shall post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on its website within ten
(10) business days of the plan's approval by the
focal emergency management agency and
update within ten (10) business days of
implementation.
{4) IMPLEMENTATION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than
. have implemented the plan

required under this rule,
{b) The Agency shall allow an extension up to

P to providers in compliance with
paragraph (¢} below and who can show delays
caused by necessary construction, delivery of
ordered equipment, zoning or other regulatory
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approval processes. Assisted living facilities shalt
notify the Agency that they will utilize the
extension and keep the Agency apprised of
progress on a quarterly basis to ensure there are
no unnecessary delays. If an assisted fiving
facility can show in its quarterly progress reports.
that unavoidable delays caused by necessary
construction, delivery of ordered equipment,
zoning or other regulatory approvat processes will
oceur beyond the initial extension date, the
assisted living facility may request a waiver
pursuant to section 120.542, F.S.

{c} Puring the extension period, an assisted living
facility must make arrangements pending full
implementation of its plan that provides the
residents with an area or areas to congregate
that meets the safe indoor air temperature
requirements of subsection {1} {a} for a minimum
of ninety-six (96) hours.

1. An assisted living facility not focated in an
evacuation zone must either have an alternative
power source onsite or have a contract in place
for delivery of an alternative power source and
fuel when requested. Within twenty-four (24)
hours of the issuance of a state of emergency for
an event that may impact primary power delivery
for the area of the assisted living facility, it must
have the aiternative power source and no less
than ninety-six (96) hours of fuel stored onsite.

2. An assisted living facility located in an
evacuation zone pursuant to chapter 252, F.S.
must either:

a. Fully and safely evacuate its residents prior to
the arrival of the event; or

b. Have an alternative power source and no less
than ninety-six (36) hours of fuel stored onsite,
within twenty-four (24) hours of the issuance of a
state of emergency for the area of the assisted
fiving facility.
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{d) Each new assisted living facility shalf
imptement the plan required under this rule prior
to obtaining a license.

{e) Existing assisted living facifities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
affecting the assisted living facility's compliance
with this rule shall implement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishment, renovations or
reconstruction.

{f) The Agency for Health Care Administration
may request cooperation from the State Fire
Marshal to conduct inspections to ensure

1 of the plan in with this

rule.
{5} POLICIES AND PROCEDURES.
{a) Each assisted living facility shall develop and
implement written policies and procedures to
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuel
required for the operation of the alternate power
source. The procedures shall ensure that
residents do not experience complications from

fons in air es inside
the faciiity. Procedures must address the care of
residents occupying the facility during a declared
state of A i ,a iption of
the methods to be used to mitigate the potential
for heat related injury including:
1. The use of cooling devices and equipment;

2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the
i of ici requiring refri i
3. Weliness checks by assisted tiving facility staff
to monitor for signs of and heat

injury; and
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4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.
{b) Each assisted living facility shali maintain the
written policies and procedures in a manner that
makes them readily available at the licensee's
physical address for review by a legally
authorized entity. if the policies and procedures
are maintained in an electronic format, assisted
fiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available" means the ability to
immediately produce the policies and procedures,
efther in electronic or paper format, upon request.
{c} The written policies and procedures must be
readily available for inspection by each resident;
each resident's legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by
faw.
{6) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by chapter 429,
part 1, or chapter 408, part II, F.$,, including, but
not limited to, ficense revocation, license
pension, and the i ition of ini
fines,
{7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN.
{a) Assisted living facilities whose comprehensive
planis to
must comply with this rule.
{b} Each facility whose pian has been approved
shail submit the plan as an addendum with any
future submissions for approval of its
comp 1sive emergency plan.
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{8) NOTIFICATION.

(a) Within five (5) business days, each assisted
fiving facility must notify in writing, unless

ission for electronic ication has
been granted, each resident and the resident's
iegal representative:
1. Upon submission of the plan to the focal
emergency management agency that the plan
has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.
{b} Each assisted living facility must maintain a
copy of sach notification set forth in paragraph (a)
above in a manner that makes each notification
readily available at the licensee’s physical
address for review by a legally authorized entity. If
the notifications are maintained in an electronic
format, facility staff must be readily available to
access and produce the nofifications. For
purposes of this section, "readily available”
means the ability to immediately produce the
notifications, either in electronic or paper format,
upon request.

This Statute or Rule s not met as evidenced by:
Based on facility record reviews and interview,
the facitity failed to maintain a copy of its
approved emergency environmental control plan
and failed to develop and implement written
policies and procedures to ensure that the
assisted living facility can effectively and
immediately activate, operate and maintain the
alternate power source and any fuel required for
the operation of the alternate power source,
including procedures to ensure that residents do
not i e ications from fons in

air temperatures inside the facility and
procedures that addressed the care of residents
oceupying the facility during a declared state of

5 ifi ,a iption of the
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methods to be used to mitigate the potential for

heat refated injury including:

1. The use of cooling devices and equipment.

2. The use of refrigeration and freezers to

produce ice and appropriate temperatures for the
e of icines requiring refri i

3. Weliness checks by assisted living facility staff

to monitor for signs of . and heat

injury; and

4. A provision for obtaining medical intervention

from emergency services for residents whose life

safety is in jeopardy.

Findings:

Review of facility documents revealed the
facility's emergency environmental control plan
was approved by the emergency management
agency on

Arequest was made by the surveyor to review the
facility's plan and the required written policies and
procedures.

On at 3:15 p.m., the administrator said
she was unable fo locate the plan and any refated
policies and procedures.

Class i
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