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Initial Comments.

A re-icensure survey was conducted at the
Howard Home Care Assisted Living Facility on

. Deficiencies were identified at the
time of survey.

589A-36.008(5) FAC Medication - Records

{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

ication as p , 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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This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interviews, the facility failed to ensure accurate
administration of medication in accordance with
the time indicated on the Medication Order
Record (MOR) for 2 (#1, and #2) of 2 sampled
residents observed during medication pass
observation.

Findings included:

Areview of Resident #1 medical chart revealed
the following physician orders:

1. . Tab 25 mg to be taken daily by

, 3times a day

: Inj Flex, inject L 10
units daily

3, POW 100000 to be apply
externally to the affected area twice daily.
The MOR for Resident #1 indicated the following
administration /observation times:

1. , Tab 25 mg daily at 8:00 AM,
12:00 PM and 5:00 PM.

2. Inj Flex daity at 8:00 AM

3. POW 100000 daily at 8:00 AM
and 5:00

PM

An observation of the facility's medication pass
was conducted on at 11:31 AM. This
observation revealed no evidence that these
medications were given on

at the time indicated on the MOR. Photo
evidence obtained.

Areview of Resident #2 medical chart revealed
the following physician orders:
1. .. . 3 mg Tab to be taken by

twice at day
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Continued From page 2

2. QOIN 0.05%

The MOR for Resident #2 indicated the following
administration /observation times:
.. . 5mg Tab - 5: 00 PM
2. OIN 0.05% at 12:00 PM and
5:00 PM.

An observation of the facility's medication pass
was conducted on at 11:31 AM. This
observation revealed no evidence that these
medications were a given on and

at the time indicated on the MOR. Photo
evidence obtained.

These findings were discussed during an
interview with Owner on at 11:34 AM
During this interview the Owner confirmed the
findings and stated, "Sometimes the medication
are not available ...I called the pharmacy and
doctor yesterday saying that we needed a refill,
but it has not came yet."

Class Ili

59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms.
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than § months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
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or ownership.

1. Evidence of a negative

examination must be documented on an annual

basis. Documentation provided by the Florida

Department of Health or a licensed health care

orovider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An

individual with a positive test must

submit a health care provider's statement that the

individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a col i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of fransmitting a communicable

{b} Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre ion, and
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident’s record,
and to report the observations to the resident's
heaith care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 59A-36.011, F.AC.
(d) An assisted living facility Lto
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
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specifically describe the services the staffing
agency or contractor wifl provide to residents,

{e) For faciities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff

the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

by

This Statute or Rule is not met as evidenced by:
Based on employee record reviews and interview,
the facifity failed to provide evidence of an annual

and a one-time free of
communicable statement for three
{Administrator, Owner, Staff A) of three sampled
employee records.

Findings included:

A review of employee records conducted on
revealed the Owner became an

Assisted Living Facility provider on

Administrator was hired on

was hired on

. the
and Staff A

The review of the Owner, Administrator and Staff
A employee records revealed no evidence of a
one-time free from communicable

statement or evidence of an annual

These findings were discussed during an
interview with Owner on at 12:22 PM.
During this interview confirmed the findings and
stated, "Yes | understand. | will take care of this,
yes."
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Continued From page 5

Class Ili

59A-36.011(7) FAC Training - Nutrition & Food
Service

{7} NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsibie for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facility. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
59A-38.012(1)(b). A certified food manager,
ticensed dietician, registered dietary technician or
heaith department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide evidence that the person
responsible for food service andfor the
supervision of food service, received annuat
continuing education.

Findings included:

Areview of employee records conducted on

revealed the Owner became an
Assisted Living Facility provider on
Administrator was hired on

Jthe

A turther review of the Owner employee record
revealed a Nutrition and Food Service (NFS)
training certificate that expired on and
the Administrator NFS training certificate expired
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Continued From page 6

on

This review revealed no evidence of 2 hours of
annual continuing food service training.

These findings were discussed during an
interview with Owner on at12:22 PM.
During this interview confirmed the findings and
stated, "Yes | understand. { will take care of this,
yes."

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
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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
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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 employee record reviews and interview,
the facility failed to provide proof of required
in-service trainings for two (Owner, Administrator)
of three employee records reviewed.

Findings included:

A review of employee records conducted on
revealed the Owner became an
Assisted Living Facility provider on and
the Administrator was hired on . The
review of the Owner and Administrator employee
records revealed no evidence of Elopement
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These findings were discussed during an
interview with Owner on at 12:22 PM.
During this interview confirmed the findings and
stated, "Yes | understand. | will take care of this,
yes."
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408.821 FS Emergency Management Planning

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
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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 provide evidence of an approved

i Plan

Comp!
(CEMP)
Findings included:

A review of the facility records on

revealed no evidence of an approved CEMP, A
further review of the facility records revealed no
evidence of an annual review or recent
submission of the facility's CEMP.

These findings were discussed during an
interview with Owner on at 12:22 PM.
During this interview confirmed the findings and
stated, "l have an | today with the
county to do a 1 on 1 interview to help me walk
through the process of submitting the CEMP ...
The whole process has been changed and { need
help with it.”

Class Ili
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