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Initial Comments.

A blennial re-licensure survey was conducted at
Esperanza's ALF Inc on . Deficiencies
were identified at the time of the survey.

59A-36.007(2) FAC Resident Care - Social &
Leisure Activities

{2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in
social, recreational, educational and other
activities within the facility and the community.
{a) The facility must provide an ongoing activities
program, The program must provide diversified
individual and group activities in keeping with
each resident's needs, abilities, and interests.
{b} The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facility must demonstrate residents’ participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facitity.

(c) Scheduled activities must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unfess the
television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose fo attend day
programs conducted at adult day care centers,
senior centers, mental health centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in comimon areas where residents
normally congregate.
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Continued From page 1

{d) If residents assist in planning a speciat activity
such as an outing, seasona festivity, or an
excursion, up to 3 hours may be counted toward
the required activity time.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to encourage the
residents to participate in social, recreational, and
other activities within the facility and the
community.

Finding include:

Areview of the facility's Activity Schedule for the
month of | showed that for s

the facility had scheduled dominos as the
resident activity.

From 9:40 AM to 2:53 PM on Litwas
observed that the facility did not encourage the
residents to participate in the schedule activity.

In an interview on at 2:22 PM,
regarding activities, Resident #1 stated that there
were no activities. The resident further stated that
the staff did not encourage them to participate in
activities.

In an interview on at 2:30 PM,
Resident #4 stated that there were no organized
activities.

In an interview on at 2:50 PM, the
Administrator stated, "They do not want to do
activities”.
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Continued From page 2

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 iptit
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
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 heaith 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
medication as prescribed, or medication errors.
{c} For medications that serve as chemical

, the facility must, pursuant to Section
429.41, F.S., maintain a record of the prescribing
physician’s annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an accurate Medication
Observation Record (MOR) for one out of four
sample residents (Resident #4).
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Finding include:

Areview of Resident #4 Medication Observation
Record (MOR) for the month of | Lt
showed that the medication route, by , was
not included in the MOR.

I an interview with Staff B on at 12:16
PM, Staff B acknowledged that the MOR did not
include the medication route.

I an interview with the Administrator on

, the Administrator stated that she does
not have Resident #4 medication prescriptions in
his record.

Class Il

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 log
fisting the names of all residents and each
resident’s:
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Continued From page 4

1. Date of admission, the facifity 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 fo 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. [f the resident dies while in the care of the
facifity, the log must indicate the date of

{c} Alog listing the names of all termporary
emergency placement and respite care residents
if notincluded 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, F.A.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in rule 59A-36.006, F.AC.
{h} If the facility advertises that nt provldes speciat
care for persons with or
related ., acopy of ali such facility
advertisements as required by section 429.177,
F.s.

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in rule
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59A-36.007, FA.C.
() All food service records required in rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facifities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ticense or certificate to operate.
{k} All fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant
to section 429.41, F.S., and rule chapter 69A-40,
F.A.C., issued within the [ast 2 years.
{1} 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 S_, all

survey, i ion and i
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
fast b years.
{n} The facility's resident elopement response
policies and procedures.
{o} The facility's documented resident elopement
response drills.
(p} For facilities licensed as limited 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 provide documentation of a physician's
order for medications for maintain an one out of
four sample residents (Resident #4).

Finding Include:
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Areview of Resident #4 Medication Observation
Record (MOR) for the month of |
showed that MOR was handwritten.
Areview of Resident #4's record found no
documentation of a medication order from the
health care provider.
(r an interview with the Administrator on
, the Administrator stated that she does
not have Resident #4 medication prescriptions in
his record.
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