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Initial Comments.

A Standard Biennial revisit survey was conducted
on at Petshirl Group Home, Licence
#11895, had the following deficiencies found at
the time of the survey:

58A-5.0182(2) FAC Resident Care - Social &
Leisure Activities

(2) SOCIAL AND LEISURE ACTIVITIES,
Residents shall be encouraged to participate in
social, recreational, educationat and other
activities within the facility and the community.
(8) 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
facitity must demonstrate residents * participation
through one or more of the following methods:
resident meetings, committees, a resident
council, suggestion box, group discussions,
questionnaires, or any other form of
communication appropriate to the size of the
facitity,

{c) Scheduled activiies 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 unless the
television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose to attend day
programs conducted at adult day care centers,
senior centers, mental heaith 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 common areas where residents
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Continued From page 1

normally congregate.

(d) If residents assist in planning a special activity
such as an outing, seasonat 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 record review and interview, the facility
failed to provide social, recreational or

educational, and other activities for all residents.

Finding included:

Record review of the facility's bulletin board
revealed activity calendar posted had Basic
Computer Lesson scheduled from PM.

On at 11:32 AM, Resident #1 said "
Occasionally, there are games that are available
but there is not a set time for activities. "

On at 11:33 AM, Resident #5 said "
We do not do any activities here. ”

On at 12:06 PM Resident #3 said "
We never have activities offered here.”

Uncorrected Class il

58A-5.0185(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
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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 (MOR) for each resident who
receives assistance with seif-administration of
or

medication observation record must include the
name of the resident and any known .- the
resident may have; the name of the resident ' s
health care provider, the health care provider's
telephone number; the name, strength, and
directions for use of each medication; and a chart
for recording each time the medication is taken,
any missed dosages, refusals fo take medication
as prescribed, or medication errors. The
medication observation record must be
immediately updated each time the medication is
offered or administered.
{c} For medications that serve as chemicai

, the facility must, pursuant to Section
429.41, F.S., maintain a record of the prescribing
physiclan ' 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 up to date medication
observation record (MOR) for one out of five
sampled residents who receives assistance with
self-administration of medications (Resident #3).

Findings included:

On at 12:00 PM Requested Staff B to
observe medication pass for Resident #3 at
12:00 PM, staff said she already had gave
resident his medication.

Areview of Resident #3's medication record
sheet for 12:00 PM medication 10 MG,
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1 tab 3 x a day,
75 MG 2 x aday, and .
tab 3 x a day were not signed for
12:00 PM.
Interview on at 12:23 PM Resident #3
stated "yes, | received my medication when | was
having lunch."
Interview on at 12:30 PM Staff B
stated, “| did not signed the book because | didn't
see it, you guys had it and | was going to wait for
you to finish with the book."

0.3 MG 1 tab 3 x a day.
25MG1

Class i

58A-5.0185(8) FAC Medication - Storage and
Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommedate 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; or
in their rooms or apartments, which must be kept
locked when residents are absent, unless the
medication is in a secure place within the rooms
or apartments or in scme other secure place that
is out of sight of other residents. However, both
p iption and over-the-counter ications for
residents must be centrally stored if:

1. The facility administers the medication;

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

3. The ication i and dos

by the heaith care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;
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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 regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 58A-5.0181, F.AC.
{b} Centrally stored medications must be:
1. Kept in a focked cabinet, locked cart, or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

fol , except that a i
requiring refrigeration must be refrigerated.
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 refrigerator is
focated locked;
3. Accessible to staff responsible for filling
pill-organizers, assisting with self administration,
or administering medication. 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,
{c} 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 faility 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
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medication. " Such medication may be reused if
prescribed by the resident ' s heaith care
provider.
{d) When a resident ' s stay in the facility has
ended, the administrator must return all
medications to the resident, the resident's
family, or the resident ' s guardian unless
otherwise prohibited by law. If, after notification
and waiting at least 15 days, the resident's.
medications are still at the facility, the

fcati are i and may
disposed of in accordance with paragraph (e).
{e) Medications that have been abandoned 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 takento a
pharmagcist for disposal or may be destroyed by
the administrator or designee with one withess.
{f} Facilities that hold a Special-ALF permit issued
by the Board of Pharmacy may return dispensed
medicinal drugs fo the dispensing pharmacy
pursuant to Rule 64816-28.870, FA.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure medications were kept locked at
all the times.

Findings included:

On at 1:03 PM observed in

refrigerator were five bottles of 10 ML
medication for Resident #3 that were not

in a locked container.

On at 1:06 PM Staff B stated, "that

belongs to Resident #3, he manages his

own . we do not keep it locked, and we
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Continued From page 6

have it there so he can have it available all the
time."

Class Ili

429.176 FS; 58A-5.018(1) FAC Staffing
Standards - Administrators

429.176

Notice of change of administrator.-If, during the
period for which a license is issued, the owner
changes administrators, the owner must notify
the agency of the change within 10 days and
provide documentation within 80 days that the
new administrator has completed the applicable
core educational requirements under s, 429,52,

58A-5.019

Staffing Standards.

(1) ADMINISTRATORS, Every facifity must be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facifity including the management of all staff
and the provision of appropriate care to alt
residents as required by Part il, Chapter 408,
F.S., Part |, Chapter 428, F.S., Rule Chapter
53A-35, F.A.C., and this rule chapter.

(a} An administrator must:

1. Beatleast | i

2. If employed on or after

have, at a minimum, a high school dlploma or
GED,;

3. Be in compliance with Level 2 background
screening requirements pursuant to Sections
408.809 and 429.174, F.S.; and

4. Complete the core training and core
competency test requirements pursuant to Rule
58A-5. 0191 F.AC,, no later than 90 days after
as a facility i

ADBS
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(ndivid

s who have
these requirements before s
are not required to take either the 40 hour core
training or test uniess specified elsewhere in this
rule. Administrators who attended core training
priorto , are not required to take the
competency test unless specified elsewhere in
this rule.
5. Satisfy the continuing education requirements.
pursuant to Rule 58A-5.0191, FA.C.
Administrators who are not in compliance with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
{b} In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraphs (1)(a)4. of this rule to temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day periad, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to Rule
58A-5.0191, FAC.; and
2. Complete all additional training requirements if
the facility maintains licensure as an extended
congregate care or limited mental health facility.
{c} Administrators may supervise a maximum of
either three assisted fiving facilities or a group of
facitities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an
ini supervising a i of three
assisted living faciliies, each licensed for 16 or
fewer beds and all within a 15 mile of each
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other, is only required to appoint two managers to
assist in the operation and maintenance of those
faciiiies.
{d) An individual serving as a manager must
satisfy the same quatifications, background
screening, core training and competency test
requirernents, and continuing education
requirements of an administrator pursuant to
paragraph (1)(a) of this rule. Managers who
attended the core training program priorto

, are not required to take the competency
test unless specified elsewhere in this rule. in
addition, a manager may not serve as a manager
of more than a single facility, except as provided
in paragraph {1)(c) of this rule, and may not

, serve as an administrator of any

other facility.
(e) Pursuant to Section 429,176, F.S., faility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator
form, AHCA Form 3180-1006, , which is
incorporated by reference and avaifable onfine at
http:/iwww flrules.org/Gateway/reference.asp?No
=Ref-04002.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the
facility failed to have the Administrator's CORE
exam documentation.
Findings included:
Record review revealed the Adminisirator, hired
on , did not have proof of successful
completion of the CORE exam.
Interviewed Administrator's husband on

at 3:00 PM, he was advised that the
Administrator needed to have the Core card in
her file at all imes and the card was not found in
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Continued From page 9

the file at the time of the survey. He stated that
he thought that the card was in the file, but will
advise the Administrator of the finding.
Uncorrected Class il

58A-5.020{2) FAC Food Service - Dietary
Standards

{2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facitity must be planned based on the current
USDA Dietary Guidelines for Americans, 2010,
which are incorporated by reference and
available for review at:

http/iwww firules.org/Gateway/reference.asp?No
=Ref-04003, and the current summary of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2010, which are
incorporated by reference and available for
review at:
hitp:/fiom.edu/Activities/Nutrition/SummaryDRis/~
'media/Fil tivity % 20F it ition/DRIs/
New%20Material/SDRI%20Values%20SummaryT
ables%2014.pdf. Therapeutic diets must meet
these nutritional standards to the extent possible.
{b} The residents ' nutritional needs must be met
by offering a variety of meals adapted te the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c} Al regular and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed

o7y
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nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facifity files and include the original signature of
the reviewer, registration ot ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

(d} Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a heaith care
provider ' s order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the faciity.

2. The facility must document a resident ' s
refusal to comply with a therapeutic diet and
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provide notification to the resident ' s health care
provider of such refusal.
{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hours nor more than 6 hours between the end of
cne meal and the beginning of the next. For
residents without access to kitchen facifities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of . the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on
{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority

This Statute or Rule is not met as evidenced by:
Based on observations and record review, the
facitity failed to follow the menu, and substitute
meals with comparable nutritional value. The
substitutions were not noted before or when the
meal was served.
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Findings included:

On at 11:43 AM observed lunch
served to residents. The lunch included pasta
with sauce, lettuce and tomato salad with
chocolate pudding.

Reviewed posted Menu for

Tuesday/2016. Menu included soup of the day,
egg salad (3 oz), pasta salad {  cup), crackers
{6), tomato salad ¥; {cup), pineappte {  cup).
The substitutions were not posted to the menu
before or during meal being served.

Class Il

58A-5.026(2) FAC Emergency Plan Approval

{2) EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval 1o the
iocal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

(b} A new facility as described in Rule 58A-5.023,
F.A.C., and facilities whose ownership has been
transferred, must submit an emergency
management plan within 30 days after obtaining a
ficense.

{c} The facility must review its emergency
management plan on an annuat basis. Any
substantive changes must be submitted to the
iocal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
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purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

{d) The local emergency management agency is
the final administrative authority for emergency
management plans prepared by assisted fiving
facilities.

{e) Any plan approved by the local emergency
management agency is considered to have met
all the criteria and conditions established in this
rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have documentation of the emergency
management plan submitted it to the county
emergency agency for review and approval.

Findings included:

Record review of the facility's posted board did
not have the letter of the approved emergency
management plan.

On at 2:30 PM interview with Staff A
revealed the facility did not have the Emergency
Plan approval letter.
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