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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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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 facifity
failed to submit their Comprehensive Emergency
Management Plan (CEMP) to the Emergency
Management agency for review and approval on
an annual basis.

Findings:

On a review of the last CEMP approved
was from

At 8:20am in an interview with the Administrator
via telephone. She said she submitted the plan in

. and has not received it. She said
Emergency Management said she would receive
the 2021 and the 2022 approval letters at the
same time. The 2022 CEMP was submitted for
approval

At 9:40am in an interview with the owner, she
confirmed she could not provide any
documentation of submission or approval for
2021 CEMP.

Unclassified

A 000 Initial Comments

The re-license survey was conducted at Aging
Home Paradise LLC Kissimmee, Florida on

. The facility had deficiencies at the time
of the visit.
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Initial Comments

Arevisit to the attempted re-licensure survey was
completed on at Aging Home Paradise
Assisted Living Facility. The deficiency was
found to be corrected at the time of survey.

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7} The facility shall notify a licensed physician
when a resident exhibits signs of or

o , or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The noification
must ocour within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facility must notify the resident’s representative or
designee of the need for health care services and
must assist in making |, for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident's
representative or designee cannot be tocated or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1} SUPERVISION, Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{A000)
{A000)
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{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, F.AC.

{b} Daily observation by designated staff of the
activities of the resident white on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule Is not met as evidenced by:
Based on observation, record review, and
interviews, the facility failed to provide care and
services for 1 of 2 sampled residents (#5) by not
following physician orders.

Findings:

Resident #5 record review revealed he was
admitted on . His Resident Heaith
Assessment form (1823) was dated . His
diagnoses included . R

both ., ., and, P
He required assistance with seif-administration of

A025

AHCA Form 3
STATE FORM

20-0007

s

FT8Z12

If continuation sheet 5 of 10



Agency for Health Care

PRINTED: 11/14/2022

FORM APPROVED

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

AL11968018

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

R
1025/2022

NAME OF PROVIDER OR SUPPLIER

AGING HOME PARADISE LLC

O WAY

STREET ADDRESS, CITY, STATE, ZIP CODE
118 ZACALY
KISSIMMEE, FL 34743

0@y D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG 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

A025| Continued From page 5

medication.

At 12pm Staff A was observed assisting resident
#5 with self-medication. She removed an
multi dose .. .aneedle, , . and an
swab from the medicine cart in the office.
8he took those items and the MOR to resident
#5. She assisted resident #5 with . His
level was 265. She advised the
resident of his . level. She reviewed
the MOR and handed the .. and needle
fo the resident. She told the resident he needed
6 units. Resident #5 placed the needle and
dialed the pen with verbal cueing from staffA. He
then injected the into his right lower
abdomen.

Review of resident #5 physician orders revealed
his current order was to inject 5 units
, 3times a day per

Review of the Medication Observation Record
revealed resident #5 order was
documented as inject 10 units

before meals as follows:

150-200 =2 units, 201-250 =4 units, 251-300 =6
units, 301-350 =8 units, 351-400 =10 units

On att:15pm in an interview with the
owner, she confirmed the for resident #5
needed to be clarified. She said he only gets the

Class Il
A Q78| 59A-36.010(2) FAC Staffing Standards - Staff

88=D
(2) STAFF.
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Continued From page 6

{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a heaith 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
or ownership.
1. Evidence of a negative
examination must be docurmented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
provider 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 individuat
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 itting a ¢ i

{b) Staff must be qualified to perform their
assigned duties consistent with their level of

ion, training, ion, and i
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,

A078
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Continued From page 7

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
specifically describe the services the staffing
agency or contractor will provide to residents.

() For faciiities 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 alf 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.8.

by

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have evidence of a negative

{ )examination documented on
an annual basis for 1 of 3 staff Sampled
(Administrator).

Findings:

On an employee file review revealed the
Administrators last documented negative was

. There was no documentation the staff
had an annual examination for . for years 2021
and 2022,

A078
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administrator confirmed she did not have a
test in 2021 or 2022 because she had a baby and
did not feel comfortable getting it.

Class lli

59A-36.019(2) FAC Emergency Plan Approval

{2) EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval to 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
59A-36.014, F.A.C., and facilities whose
ownership has been transferred, must submit an
emergency management plan within 30 days
after obtaining a license.

{c} The facility must review its emergency
management plan on an annual 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
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 living
facilities.
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{e) Any plan approved by the focal emergency
management agency is considered to have met
alf 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 submit their Comprehensive Emergency
Management Plan (CEMP) to the Emergency
Management agency for review and approval on
an annual basis.

Fingings:

On
was from

a review of the last CEMP approved

At 9:20am in an interview with the Administrator
via telephone. She said she submitted the plan in

. and has not received it. She said
Emergency Management said she would receive
the 2021 and the 2022 approval letters at the
same time. The 2022 CEMP was submitted for
approval

At 9:40am in an interview with the owner, she
confirmed she could not provide any
documentation of submission or approval for
2021 CEMP,
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