PRINTED: 02/11/2022
FORM APPROVED
Agency for Health Care

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETED

AL11968284 R ———— 02/08/2022

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1910 W FERN ST
TAMPA, FL 33604

DANIELLA’S LIFE ALF

x4y SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION x6)

PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coupLeTE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) e GROSS-REFERENCED TO THE APPROPRIATE OATE

DEFIGIENCY)

CZ830 408.821 FS Emergency Management Planning CZ830
85=D
408.821 Emergency management planning;
emergency operations; inactive license.-
(1} Alicensee required by authorizing statutes
and agency rufe to have a comprehensive

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

plan to the locat

management agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.
{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
(¢} Submit necessary plan revisions within 30
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approval of its plan by the local emergency
management agency, county health department,
or Department of Health.
{2) An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

compl sive gl plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services fo alt 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 to this section when the provider
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is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

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

2. Is currently ficensed,

3. Does not have a provisional 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
the agency for up to 12 additional months upon
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
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, Upen 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} ... Licensees providing residential or inpatient
services must utilize an online database

CZ830
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Continued From page 2

approved by the agency to report information to
the agency regarding the provider's emergency
status, planning, or operations.

This Statute or Rule is not met as evidenced by:

Based on record review and interview , the facility
failed to submit their Comprehensive Emergency

Management plan (CEMP) annually.

Findings Included:

A facility record review conducted on
revealed there was no approved CEMP and the
{ast facility CEMP was submitted to the county on

An interview conducted on at 12:18pm
with Administrator, she stated she did not have
an approved CEMP and agreed the last CEMP

was submitted in , of 2021.

Class Ili

CZ830
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DANIELLA’S LIFE ALF

A 000 Initial Comments AD00

A complaint investigation (Complaint Number:
2022001897) was conducted at Daniella’s Life
Assisted Living Facility on

Deficiencies were identified at the hme of survey.

A054] 59A-36.008(5) FAC Medication - Records A054
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
is taken, any missed dosages, refusals to take

fon as pl , of ication errors.
{c} For medications that serve as chemical
, the facility must, pursuant to Section

429.41, F.8., maintain a record of the prescribing
physiclan's annual evatuation of the use of the
medication.
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Continued From page 1

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain daity medication observation
record {MOR) for 2 residents (Resident #1 and
#2) who received assistance with
self-administration of medications of 3 resident
samples.

Findings Included:

Areview on of the Medication
Observation Record {(MOR) for Resident #1
revealed the MOR had not been updated since

PR , and the facility did not have a
MOR for the month of

Areview on of the Medication
observation record (MCR) for Resident #2
revealed the facility did not have a MOR for the
month of .

An interview on at 10015 a.m. the Owner
stated she did not have MORs for Resident #1
and Resident #2.

Class Il

58A-36.008(6) FAC Medication - Storage and
Disposal

(8) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their

A0B4

A058
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Continued From page 2

rooms or apariments if either the room is kept
iocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b} Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facility must maintain a fist of all medications
being stored pursuant to such a request;

3. The ication is ined and

by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The faciiity's rules and reguiations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.006, F.A.C.

{c} Centrally stored medications must be:

1. Kept in a locked cabinet; focked cart; or other
focked storage receptacle, room, or area at all
times;

2. Located in an area free of dampness and
abnormat . except that a i
requiring must be kept refrigs
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;

3. Accessible to staff responsible for filling

ADBS
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A055| Continued From page 3 ADBS
pifi-organizers, assisting with self-administration
of or inisteri ication. Such

staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed,
{d) Medication that has been discontinued but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's health care provider.
(e) When a resident's stay in the facility has
ended, the administrator must retum ail
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
atleast 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f icati that have been or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may retum

i icinal drugs to the
pharmacy pursuant to Rule 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
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Based on observation and interview the facility
Failed to centrally store and secure medication
for 5 (Residents #1,#2, #3, #4, and #5) of 5
residents sampled.
Findings included:
An observation on at9:15a.m,
medication cabinet was not locked, and 8- and
one-half individual pills were observed in an
ication cup, ication pill bottles
and pill packs were observed in unlocked cabinet.
{photographic evidence obtained)
An interview on at 12:06 p.m. with the
Owner she stated those foose pills belonged to
Resident #4and she had been sent to the hospital
on
Class Ili
A Q79 59A-36.010(3) FAC Staffing Standards - Levels AO79
88=J
(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
0-5 168
212
16-25 253
26-35 294
38-45 335
46-55 375
56-65 418
66-75 457
76-85 408
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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,
limited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
3. At least one staff member who has access to
facility and resident records in case of an
emergency must be in the facility at all imes
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
facility 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 alf
hours of the day and night.
5. A staff member who has completed courses in
First Aid and p .
{ }and holds a currently valid card
documenting completion of such courses must be
in the facility at alf 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
medical technician or paramedic currently
certified under chapter 401, part i, F.S., is
considered as having met the course
requirements for both First Aid and
8. During periods of temporary absence of the
administrator or manager of more than 48 hours
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Continued From page 6

when residents are on the premises, a staff
member who is at least . mustbe
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 requirement.

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
facitities, 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 58A-36.007,

{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.

AD079
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A079| Continued From page 7 AD79

{d) The facility must provide staff immediately
when the agency determines that the
requirernents 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
facility 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.A.C., until such time as the local fire
safety authority informs the agency that fire safety
requirements are being met.
1. When additional staff is required above the
minimum, the agency will 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
requirements for the facility and the facility will 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
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Continued From page 8

meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facitities holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 59A-36.020,
59A-36.021 or 50A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to employ qualified
direct care staff to provide appropriate
supervision and oversight to meet the needs of
residents. Specifically, the facility left 3 (Residents
#1, #2, and #3,} of 3 medically and .

B residents with unqualified personnel in
the facility placing all residents at imminent risk of
harm and exacerbation of their hesith
conditions due to missed medications, lack of
provision of activities of daily living (ADL) care
and lack of supervision from or presence of a
quatified staff member.

Findings Included:

Upon entry of the facility on at 8:00
am, a female individual {Witness A) answered
and opened the entrance door. She identified
herself with a fake name. During further interview
conducted on at 9:55 am, Witness A
provided her legal name and stated she was not
an employee of the facility. There were no
employees present in the facility.

During a phone conversation via speakerphone
on at 9:056 am between the Owner
and Witness A, the Owner stated, "Hay Dios mio!
Me cojio AHCA contigo ahi, no digas nada." (Oh!
My God AHCA caught me with you in the faciiity,

AD079
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don't say anything.)

Observations were conducted on

from 9:00am until 9:55am when the Owner
arrived, there was no direct care staff in the
facility and there were 3 residents in the facility,

An interview was conducted with the Owner on

beginning at 9:55am, she stated that
she cannot get any staff fo work at the facility, she
had been at the facility every day and needed a
break, so she contacted Witness A to be at the
facitity, however, Witness A was not an employee
of the facility,

An interview was conducted on at
10:00am, the Owner confirmed that on

at approximately 11:40am, when
another state agency was at the facility, there was
no quatified direct care staff present.

Observations were conducted on of
Residents #1, #2 and #3 from 9am untif 12:15pm,
they were observed watching television. There
were no observations of Activities of Daily Living
(ADL) care.

Record review conducted on revealed
Resident #1 was diagnosed with Type it

. B e . History of

. and .
Additionally, Resident #1's health assessment
noted poor short-term memory and needed
assistance with self-administration of
medications. Additionally, Resident #1's
medication observation record (MOR) was blank

AD079
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MOR.

Medication reconciliation conducted on

for Resident #1 revealed medications
had not been given as ordered since
Record review conducted on revealed
Resident #2 was diagnosed with .

and s . Resident's
#2's health assessment noted she was
and a risk. Additionally, Resident #2 had a
blank MOR since and there was no
, (MOR),

Medication reconciliation conducted on
for Resident #2 revealed medications
had not been given as ordered since
Record review conducted on revealed
Resident #3 had diagnosis of .
. B > Type ll

s . and

Destructive - and she was a

risk. Additionally, Resident #3's health

assessment noted she required assistance with
self-administration of medications.

Medication reconciliation conducted on
for Resident #3 revealed medications
had not been given as ordered since

An interview was conducted with the Owner on

at 12:30pm, she confirmed there was
not a written staff schedule and that there was no
plan on how to staff the facility. The Owner stated
that they could not find staff to staff the facility
and that she is working every day. She did not
know what else to do to staff the facility. The

AD079
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medications as ordered but agreed that the
MORs were not completed accurately.

Class |

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
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
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 retum 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

AD079
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Continued From page 12

{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
food services and the food service contractor's
ficense or certificate to operate.

(k) Al fire safety inspection reports issued by the
{ocal 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.

(1) All sanitation inspection reports issued by the
county health depariment pursuant to section

A180
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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 record review and interview, the facility
failed to maintain an up-to-date admission and
discharge log that included the required

i and di L ion for two
{Residents #3 and #5) out of 6 residents
reviewed.

Findings Included:

In a review of the facility's Admission and
Discharge Log conducted on Resident
#3 was present in the facility was listed on the log
as discharged . Resident #5 was not
listed in the log.

In an interview with the Owner conducted on

at 9:57 am, she spoke of Resident #5
that she admitted from another facility that week
and sent out to the hospital after that.
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Ir an interview with the Administrator conducted
on at 2:35pm she said Resident #3 was
discharged in 2017. She was not able to say why
she was not added to the log after readmission.

Class Ili
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