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59A-35.110 Reporting Requirements; Electronic
Submission.
{1) During the two year licensure period, any
change or expiration of any information that is
required to be reported under Chapter 408, Part
Wi, F.8., or authorizing statutes for the provider
type as specified in Section 408.803(3), F.S.,
during the license application process must be
reported to the Agency within 21 days of
oceurrence of the change, including:
{a) Insurance coverage renewat;
{b) Bond renewal;
{c} Change of administrator or the similarly titled
person who is responsible for the day-to-day
operation of the provider;
{d) Annual sanitation inspections;
{e) Fire inspections.

i i 1of i
{a) The following required information must be
submitted electronically through the Agency's
Single Sign On Portal located at
hitps: ahca.myflorida i ignOnPo
rtal:
1. Nursing homes:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the cccurrence of the incident as
required in Section 400.147, F.S. on Nursing
Home Adverse incident, AHCA Form 3110-0010
oL, , which is hereby incorporated by
reference and available at:
nttps:/iwww firules org/Gateway/reference.asp?N
0=Ref-08777, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
https://apps.ahca.myflorida.com/SingleSignOnPo
rtal.
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2. Assisted living facitities:
Adverse incident reports must be submitted
electronically to the Agency within 1 business day
after the ocourrence of the incident, and within 15
calendar days after the occurrence of the incident
as required in Section 428,23, F.S., on Assisted
Living Facility Adverse Incident, AHCA Form
3180-1025 OL, | , which is hereby
incorporated by reference and avaitable at:
hitps:/iwww firules.org/Gateway/reference.asp?N
o=Ref-08778, and thraugh the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps:f/apps.ahca.myfiorida.com/SingleSignOnPo
rtal.
3. Hospitals:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 395.0197, F.S., on Hospitat
Adverse Incident, AHCA Form 3140-5001 OL.,

; , which is hereby incorporated by
reference and available at:
hittps:/iwww firules.org/Gateway/reference.asp?N
0=Ref-08779, and through the Agency’s adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
https: _ahca.myflorida
rtal.
4. Ambulatory Surgical Centers:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the accurrence of the incident as
required in Section 395.0197, £.S., on
Ambulatory Surgical Center Adverse Incident,
AHCA Form 3140-5004 OL, | , which is
hereby incorporated by reference and available

OnPo
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at:
https:/fwww.firules.org/Gateway/reference asp?N
0=Ref-08780, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps:f/apps.ahca.myfiorida.com/SingleSignOnPo
rtal.

5. Hospitals and ambulatory surgical centers
must submit annual reports pursuant to Section
395.0197 F.8,, electronically to the Agency on
Annual Report, AHCA Form 3140-5005 OL,

. which is hereby incorporated by reference
and available at:
http:/vww. firules. asp?No
=Ref-12123, and through the Agency's Single
Sign On Portal located at:
hitps://apps.ahca.myflorida. i ignOnPo
rtal.
6. For the purposes of this rule, the following
applies for submitting adverse incident reports:
a. Abusiness day means any day other than a
Saturday, Sunday, or legal holiday as designated
in Section 110.117, F.S.
b. A preliminary (1-Day) report is deemed late
when submitted more than 1 business day after
the day of the incident.
c. Nursing Homes, Hospitals, and Ambutatory
Surgical Centers: A full report (15- Day) is
deemed late when submitted more than 15
calendar days after the day of the incident.
d. Assisted Living Facilities: A full report (15-Day)
is deemed late when submitted more than 15
calendar days after the day of the incident or
more than 3 business days after the Agency
issues the reminder pursuant to Section
429.23(5), F.8., whichever is later.
e. Assisted Living Facilities and Nursing Homes
that submit reports deemed late may be fined up
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to $50 per day late not to exceed $500.

(b) The licensee must retain a copy of all

documentanon generated at time of repomng as
irmation of f L

(c) if the Agency 's Single Sign On Portal or the

enline adverse incident reporting system is

temporarily out of service the licensee may

contact the Agency directly at 1(888)419-3456 for

assistance. Reporting will resume as soon as

online access is restored.

This Statute or Rule is not met as evidenced by:
Based on facility's documentation, resident record
review and interview, the facility fajled to submit a
report of an incident within 1 business day to the
agency timely as a prefiminary report and fuil
report within 15 calendar days as required for 1 of
1 sampled resident (#1).

Findings:

Resident #1's record review revealed an
admission date of . The last 1823
Health Assessment dated listed
medical history , multiple s with
residual left side and .- Resident #1

currently resides in the Memory Care unit. He
needed assistance with all activities of daily living
(ADLs) except supervision with grooming and
eating. He has a mechanical soft meal diet and
needs assistance with self-administration of

. Resident #1 witha
walker and wheelchair. Photographic evidence
was obtained.

Afacility report dated revealed that

resident #1  around 4 PM hitting his , had

a on the left , and stated that

he had | in the right . Resident #1 was
AHCA Form 3020-0001
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taken to the local hospital. The family notified the
facifity later that day to inform that resident #1 had
aright

Afacility note, dated at 2:04 PM,
revealed that the resident's son notified the facility
that resident #1's surgery went well fo the

right | . Ahospital record, dated

, revealed that resident #1 had injury
caused bya  thatresulted ina right

Afacility note, dated at4:26 PM,
revealed that the son had notified the facility that
resident #1 was being transported from the
hospital to a rehabilitation center for

.., and strengthening.

The facility was not able to provide a copy of the
electronic report that was filed with the Agency for
Health Care Administration.

On at 12:30 PM, the Assistant
Administrator confirmed the findings, stated that
she did not have access into the system, and was
not able to access any reports.

Class Ili

CZ830| 408.821 FS Emergency Management Planning CZ830
§8=D
408.821 Emergency management planning;
emergency operations; inactive license.-
{1) Alicensee required by authorizing statutes
and agency rule to have a comprehensive

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

AHCA Form 3020-0001
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management plan to the local emergency
management agency, county health depariment,
or Department of Health as follows:
{a) Submit the pian 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 pian annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
{c} Submit necessary plan revisions within 30
days after nofification 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

1sive emergency plan for
up to 15 days. While in an overcapacity status,
aach provider must furnish or arrange for
appropriate care and services to ali 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 fo this section when the provider
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 licensed.
3. Does not have a provisional license.
4. Will be temporarily unable to provide services

CZ830
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but is reasonably expected to resume services
within 12 months.

{b} An inactive license may be issued for & 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
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 the facility documentation and
interview, the facility failed to submit a

P Pian
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Continued From page 7

{CEMP) annually to the local emergency
management agency as required.

Findings:

A review of the last submitied CEMP was dated

, three years ago. There was no
documented evidence that the CEMP was
submitted for 2020, 2021 and 2022. Photographic
evidence was obtained.

On at 2:15 PM, the Assistant
Administrator confirmed the findings.

Class Ili
Initial Comments

Complaint Investigations #2022011120 and
#2022013186 and a Generator Monitoring were
conducted on . Gentry Park Orlando
had deficiencies at the time of the visit.

59A-36.006(1) FAC Admissions - Criteria

{1} ADMISSION CRITERIA.
{a) An individual must meet the following
minimum criteria in order to be admitted to a
facitity holding a standard, fimited nursing
services, or limited mental health license:
1. Beatleast .
2. Be free from signs and symptoms of any
communicable that is likely to be
transmitted to other residents or staff. An
individual who has .

) may be admitted to a facility,
provided that the individual would otherwise be
eligible for admission according to this rule.

CZ830

AGO0

A 007

3. Be able to perform the activities of daily living,
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with supervision or assistance if necessary.

4. Be able to transfer, with assistance if
necessary. The assistance of more than one
person is permitted.

5. Be capable of taking medication, by either
self-administration, assistance with
self-administration, or administration of
medication.

a. If the resident needs assistance with
self-administration of medication, the facility must
inform the resident of the professional
quatifications of facility staff who will be providing
this assistance. If unlicensed staff will be
providing assistance with self-administration of
medication, the facility must obtain written
informed consent from the resident or the
resident's surrogate, guardian, or attorney-in-fact.
b. The facility may accept a resident who requires
the administration of medication if the facility
employs a nurse who will provide this service or
the resident, or the resident's legal
representative, designee, surrogate, guardian, or
attorney-in-fact, contracts with a third party
ticensed to provide this service to the resident.

6. Not have any special dietary needs that cannot
be met by the faciiity.

7. Not be a danger to self or others as
determined by a health care practitioner, or a
mental health practitioner ficensed under Chapter
490 or 491, F.S.

8. Not require 24-hour licensed professional
mental health treatment.

9. Not be bedridden, unless the resident is
receiving licensed hospice services pursuant to
Section 429.26(1)(c), F.S.;

10. Not have any or4
resident requiring care ofa ..
may be admitted provided that:
a. The resident either:

LA

A0O7
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{1} Resides in a standard or fimited nursing
services licensed facility and contracts directly
with a licensed home health agency or a nurse to
provide care; or

{11} Resides in a limited nursing services licensed
facility and care is provided by the facility
pursuant o a plan of care issued by a health care
practitioner;

b. The condition is documented in the resident's
record and admission and discharge logs; and,

¢. If the resident's condition fails to improve within
30 days as documented by a health care
practitioner, the resident must be discharged
from the facility.

11. Residents admitted to standard, limited
nursing services, or fimited mental heaith
ficensed facilities may not require any of the
following nursing services:

a. airway management of any kind,
except that of continuous positive airway
pressure may be provided through the use of a
CPAP or bipap machine;

b. Assistance with

©. Monitoring of gases,
d. Management of post-surgical drainage tubes
and vacuum devices;

e. The administration of products in the
facility; or

{. Treatment of surgical or .
unless the surgical or and the
underlying condition have been stabilized and a
plan of care has been developed. The plan of
care must be maintained in the resident’s record.
12. In addition to the nursing services listed
above, residents admitted to facilities holding only
standard and/or fimited mental health licenses
may not require any of the following nursing
services:
a.

and performed

A0O7
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in the facility;
b. ., performed in the facility.
13. Not require 24-hour nursing supervision,
unless the resident is receiving licensed hospice
services pursuant to Section 429.26(1)(c), F.S.;
14. Not require skilled rehablilitative services as
described in Rule 59G-4.290, F.AC.
15. Be appropriate for admission to the facility as
determined by the facility administrator. The
ini must base the ination on:

a. An assessment of the strengths, needs, and
preferences of the individuat;
. The medical examination report required by
Section 429.26, F.S,;
¢. The facility's admission policy and the services
the facility is prepared to provide or arrange in
order to meet resident needs. Such services may
not exceed the scope of the facility's license
uniess specified elsewhere in this rule; and,
d. The ability of the facility to meet the uniform
fire safety standards for assisted living facilities
established in rule Chapter 69A-40, F A.C.
{b) Aresident who otherwise meets the
admission criteria for residency in a standard
ficensed facility, but who requires assistance with
the administration and regulation of portable

L. orassistance with routine , care
of site . placement, may be admitted
to a facility with a standard license as long as the
facility has a nurse on staff or under contract to
provide the assistance or to provide training to
the resident on how to perform these functions
themselves.
{c) Nursing staff may not provide training to
unficensed persons, as defined in Section
429.256(1)(b}, F.S., to perform skilled nursing
services, and may not delegate the nursing
services described in this section to cerfified
nursing assistants or unlicensed persons. This

A0O7
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provision does not restrict a resident or a
resident's representative from L witha
ticensed third party to provide the assistance if
the facility is agreeable to such an arrangement
and the resident otherwise meets the criteria for
admission and continued residency in a facility
with a standard license.

{d) Not withstanding any other provisions of this
rule, an individual enrolled in and receiving
ficensed hospice services may be admitted to an
assisted living facility pursuant to Section
429.26(1)(d), F.S.

{e} Resident admission criteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, FA.C.

This Statute or Rule is not met as evidenced by:
Based on facility's documentation, observation,
resident record review and interview, the facility
failed to determine the appropriate admission
criteria and retained inappropriately for 1 of 4
sampled resident (#1).

Findings:

Resident #1's record revealed an admission date
of . The last 1823 Health Assessment
dated listed medical history of

, muitiple ,

{ ) with residuat left side and

.- Resident #1 resided in the Memory Care

unit. He needed assistance with all activities of
daily living (ADLs) except supervision with
grooming and eating. He required a mechanical
soft diet and needed assistance with
seif-administration of medications.

Afacility report dated revealed that
resident #1 had an unwitnessed . around 4 PM
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hitting his ,had a on the left

,and had | in the right . Resident
#1 was taken to the local hospital at 8 PM that
day. The family notified the facility that resident
#1 had a right

Afacility note of at 10:39 PM indicated
that the Director of Nursing {DON) went to the
rehabilitation facility to assess resident #1 to
determine if he could return to the assisted living
facility. The DON documented that the resident
was able to stand and pivot, and able to walk with
a walker on his own.

Afacility note dated at 11:23 AM,
revealed resident #1 returned to the assisted
fiving facility with . and had no complaint
of, or discomfort.

There was no other documentation or
assessment completed showing that he was
appropriate to be re-admitted to the assisted
fiving facility and that his level of care could be
met.

On at 3:20 PM, caregiver B attempted
to assist resident #1 with transferring and get the
resident up out of his recliner chair to go to the
pathroom, but he could not stand and pivot at all.
Awheelchair and adult briefs were seen on top of
the dresser and a was at his side. At 3:22
PM, caregiver B confirmed that resident #1 could
not stand and pivot on his own. She said he
always needs one person to help him up into his
wheelchair and with ADLs such as toileting,
bathing, showers, grooming and transferring.

On at 5:10 PM, the Assistant
Administrator confirmed the findings.
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Class Ili

429.26( ) FS; 59A-36.006(4) FAC Admissions -
Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-
(1) The owner or administrator of a faciity is
ible for i the i

of admission of an individuat to the facility and for

ining the continued appropri of
residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
inlaw or rule related to admission criteria or
continued residency for the type of license held
by the facility under this part, The following
criteria apply to the determination of
appropriateness for admission and continued
residency of an individual in a facility:
(a} A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.
{b} A facility may admit or retain a resident who
requires the use of assistive devices.
(c} A facility may admit o retain an individuat
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
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the facility and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.
{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (c), a
facliity may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
upervision. For purposes of this the
term "bedridden” means that a resident is
confined to a bed because of the inability to:
a. Move, turn, or reposition without total physical
assistance;
b. Transfer to a chair or wheelchair without totat
physical assistance; or
. Sit safely in a chair or wheelchair without
personal assistance or a physical .
2. Aresident may continue to reside in a facility i,
during residency, he or she is bedridden for no
more than 7 consecutive days.
3. If a facility is licensed to provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days.

(2} A resident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident's representative or designee or the
resident's family, guardian, surrogate, or atterney
infact. in the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable depariment.

{3} A physician, physician assistant, or
practice registered nurse who is employed by an
assisted fiving facility to provide an initial

AD10
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examination for admission purposes may not
have financial interests in the facility.

59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facitity must be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a o~
medical examination by a health care practitioner
at least every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The results of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
isi y in (2)(b)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant to
Section 429 26(1)(c), F.S.
{b) A resident requiring care of a
may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's
record; and,
3. If the resident’s condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.
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{c}A , it resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions.
are met:

1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident's file.

{d) The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at alf times.
{e) A hospice resident that meets the
quatifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license.

{f} Assisted living facility staff may provide any
nursing service permitted under the facility's
ficense and total help with the activities of daity
tiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professional ficensure or training.

(g} Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview,

AD10
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Assessment Agency for Health Care

ini ion (AHCA) Form by the
healthcare provider after a significant change for
2 of 4 sampled residents (#3 & #4) as required for
continued residency.

Findings:

1. Resident #3's record revealed an admission
date of . The last 1823 Health
Assessment completed was on listed
medicaf history including .y
» . displaced of base of
of right , subsequent encounter for closed
with routine healing, , ., not due to
a substance or known physioclogical condition,
. . Ltype 2 .
. . ,and
{vaive} . She needed
assistance with activities of daily living (ADLs)
with all except eating. She needed assistance
with self-administration of medications. Her
interdisciplinary certification dated
showed admitted to hospice care.

There was no documented evidence of a new
1823 Heaith Assessment completed by the
healthcare provider in the file of the significant
change.

2. Resident #4's record revealed an admission
date of . The last 1823 Health
Assessment completed was on listed
medical history of , s

- ,and .He
needed asistance with all ADLs except for eating.

Afacility note dated at 2:13 PM,
reflected that nurse D documented she observed

AD10
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wheelchair. Resident #4 now needed total help
with all ADLs due to declining

Afacility note dated at 1:36 PM,
revealed that nurse D documented that resident
#4 was physically declining and required 2o 3
persons with ADLs.

A facility note dated at 9:35 PM,
revealed that the Director of Nursing (DON)
documented a social worker came from the
Veteran's Administration fo assess resident #4 for
hospice care referred by resident #4's primary
care physician. The facility and social worker
were to speak with family to consider hospice
care.

A facility note dated at 11:59 AM,
revealed that nurse D documented resident #4
was declining. She observed staff feeding him on
most days.

Afacility note dated at 11:14 PM, the
DON documented that resident #4 required

with ADLs, requiring 2
people all the time. Resident #4 could not transfer
himseif from the wheelchair to the bed anymore
without 2 people helping.

Observation on at 11:30 AM, revealed
that an attempt by caregiver F and caregiver G to
transfer resident #4 from the bed to the
wheelchair for a bathroom break found that
resident #4 could not stand on his own and pivot.

There was no updated 1823 Health Assessment
completed for the significant changes to continue
residency in the assisted living facility, aging in
place and being admitted onto Hospice care.
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On at 5:10 PM, the Assistant
Administrator confirmed the findings, and stated
the family would not respond to attempts to speak
to the them about a new level of care or hospice
admission.

Class Il

428.26(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 notification
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
designes 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 located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services fo 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 fo the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,

AD10
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including the following:

(a} Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, FAC.

{b} Daily observation by designated staff of the
activities of the resident while 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 record review, facility documentation,

observation, and interview, the facility failed to

provide appropriate supervision to prevent

and failed to put interventions in place to prevent
for 1 of 4 sampled residents (#1).

Findings:
Resident #1's record revealed an admission of

date - The last 1823 Health
Assessment dated listed medical

A025
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accident { ) with residuat left side

and .- Resident #1 resided in the
Memory Care unit. He needed assistance with alf
activities of daily fiving (ADLs} except supervision
with grooming and eating. His diet was a
mechanical soft and needed assistance with
self-administration of medications. Resident #1
ambulated with a walker and wheelchalir.
Photographic evidence was obtained.

On at 9:38 PM, a note by the Director
of Nursing (DON) reflected that she found
resident #1 on the floor near his bed, -
the left side of his . Emergency Medical
Services ( ) was called and resident #1 was
transferred to the local hospital. The family and
the healthcare provider were notified. Resident #1
returned to the facility the same day by his son.
There were no new orders. There was no other
documentation for interventions to prevent
resident #1 from further

on

On , a facility report revealed that
resident #1 had an unwitnessed |, was found
on the floor in his apartment bathroom around 4
PM, hitting his , sustained a on the
feft ,and had | inthe right

Resident #1 was taken to the local hospital. The
family notified the facility later that day that
resident #1 had a right that required
surgery.

On at 4:26 PM, a facility note reflected
that the resident's son notified the facility that
resident #1 was being transported from the
hospital to a rehabilitation facility for |

.., and strengthening.

On at 10:39 PM, a facility note

A025

revealed that the Director of Nursing (DON) went
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to rehabilitation facility to assess resident #1 to
determine if the resident could return o the
assisted living facility (ALF). The DON
documented that the resident could stand and
pivot and was able to walk with a walker on his
own,

On at 11:23 AM, a facility note

reflected that resident #1 returned to the ALF with
, and did not have any complaint of |

or discomfort.

On at 3:20 PM, observation of
caregiver B found that she attempted to assist
resident #1 with transferring the resident from the
recliner to the chair to go to the bathroom, but he
coutd not stand and pivot at all.

On at 3:22 PM, caregiver B confirmed
that resident #1 could not stand and pivot on his
own. She said he always needed one person to
help him up into his wheelchair and with daily
activities of daily living such as toileting, bathing,
showers, grooming and transferring.

On at 5:10 PM, the Assistant
Administrator confirmed the finding.

Class Il

59A-36.007(6) FAC Resident Care - Third Party
Services

{6) THIRD PARTY SERVICES.

{a) Nothing in this rule chapter is intended to
prohibit a resident or the resident's represemative
from independently arranging,

paying for services provided by a third party of the
resident's choice, including a licensed home
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health agency or private nurse, or receiving
services through an out-patient clinic, provided
the resident meets the criteria for admission and
continued residency and the resident complies
with the facility's poficy relating to the defivery of
services in the facility by third parties. The
facility's policies must require the third party to
coordinate with the facility regarding the
resident's condition and the services being
provided,

{b) When residents require or arrange for
services from a third party provider, the facility
administrator or designee must allow for the
receipt of those services, provided that the
resident meets the criteria for admission and
continued residency. The facility, when requested
by residents or representatives, must coordinate
with the provider to facilitate the receipt of care
and services provided to meet the |

resident's needs.

{c} The administrator or designee must ensure
that:

1. Care coordination includes documented
communications about the resident’s condition
and response to treatment or services ordered by
the physician which may impact the resident's
appropriateness for continued residency in the
facility;

2. Communications ocour at least once every 30
days and whenever there is a significant change
in the resident's condition; and

3. If physician ordered treatments or services
occur less often than once a month,
communications must be conducted according to
the ordered treatment or service schedule and
whenever there is a significant change in the
resident's condition.

4. When communication with the third party
provider is unsuccessful, at least two attermnpts at

A031
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communication on two separate days must be
documented. Documentation must include the
name of the person from the third party provider
with whom contact was attempted, the method of
communication, and the date and time of the
attempts, This documentation must be included
in the resident's record in accordance with the
timeframes in subparagraphs 59A-36.007(6)(c)2.
and 3.

(d} If residents accept assistance from the facility
in arranging and coordinating third party services,
the facility's assistance does not represent a
guarantee that third party services will be
received, If the facility's efforts to make
arrangements for third party services are
unsuccessful or declined by residents, the facility
must include documentation in the residents’
record explaining why its efforts were
unsuccessful. This documentation will serve to
demonstrate its compliance with this subsection.

This Statute or Rule is not met as evidenced by:
Based on facility documentation and interview,
the facility failed to create and implement a
third-party policy for the assisted living facility to
coordinate care with outside providers.

Findings:

On at 3 PM, the contract agreement
briefly listing all third-party providers offered to the
residents at the facility to choose was reviewed.
Photographic evidence was obtained.

There was no facility's third-party policy to outline
all the criteria and requirements of an outside
provider to provide care to residents in the facility.
The third-party policy must include details about
communication written and verbal, and steps for

filing a grievance if third party services are
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unsuccessful.

On at 4:30 PM, the Assistant
Administrator confirmed the finding. She
acknowledged that alf the facility had was the
verbiage in the contract agreement about the
names and choices of third-party providers
offered at the facility but no actual third-party
policy to outline ail requirements.

Class Il

59A-36.007(8) PHYSICAL

{8) PHYSICAL . Residents for

whom a physician has prescribed a physical
must have a written care plan for the use

of the physical . The care plan must be

developed within 14 days of the device being

prescribed, and prior to use on the resident.

{a) The care plan must specify:

1. The device prescribed for use;

2. The maximum amount of time the resident is

to have the applied each day; and,

3. In what manner and frequency staff will

monitor, observe, and report to the physician any

injuries, increase in agitation, signs and

symptoms of | , or decline in mobility or

function refated to the use of the prescribed

{b}) Facility staff must ensure that the device is
applied appropriately and safely.

{c} The resident's physician must review the
appropriateness of the continued use of the
physical annually, and documentation of
this review must be maintained in the resident's
record. If the resident's ability to independently
remove or avoid the device fluctuates, the device
must be considered a physical and all
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requirements of this subsection apply.

This Statute or Rule is not met as evidenced by:
Based on observation, resident record review and
interview, the facility failed to obtain a written
order by the healthcare provider, and failed to
have a written care plan for the use of physicat

for 1 of 4 sampled residents (#3) as
required within 14 days of the device being
prescribed and prior to use,

Findings:

Resident #3's record revealed an admission date
of . The last 1823 Health Assessment
completed was on listed medical
history including . .
" , displaced of base of
of right , subsequent encounter for closed
with routine healing, , ., not due to
a substance or known physiological condition,
. . ,type 2 .
. . ,and
{valve) . She needed
assistance with activities of daily living (ADLs)
with all except eating. She needed assistance
with seif-administration of medications. Her
interdisciplinary certification dated
reflected that she was admitted to hospice care.

On at 11 AM, a haif rail hospital bed
physical was seen in resident #3's room.
At 11:07 AM, caregiver F confirmed that the half
rail hospital bed was used for safety.

There was no documented evidence for the

rail hospital bed order by the healthcare provider
and there was no written care plan on file for the
haif rail on the hospital bed.
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Continued From page 27

On at 4:45 PM, the Assistant
Administrator confirmed the findings.

Class Ili

59A-36.007(9) ASSISTIVE DEVICES

(9) ASSISTIVE DEVICES, Facilities are
responsible for ensuring the safe usage of a
resident’s assistive devices.

{a) The facility must have policies and procedures
that include the requirements and methods for
assessing the physical condition of assistive
devices that may injure the resident and
procedures for recommending repair or
replacement for the continuing safety of a
resident's assistive device.

{b} Documentation of each assistive device a
resident uses must be included in the resident's
record.

{c} Direct care staff using assistive devices while
rendering personal services to residents must
know how to operate and utilize the equipment.
(d) All assistive devices must be clean, in good
repair, and free of hazards.

{e) The facility must encourage and allow the
resident to function with independence when
using the assistive device.

This Statute or Rule is not met as evidenced by:
Based on observation, resident record review and
interview, the facility failed to obtain written
documentation of the use for an assistive device
for 1 of 4 sampled residents (#3).

Findings:

Resident #3's record revealed an admission date
of . The fast 1823 Health Assessment
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Continued From page 28

listed medical
, displaced

completed was on
history including
base of of right , subsequent
encounter for closed with routine healing,
nd,. ., not due to a substance or known
physiological condition. She needed assistance
with activities of daily living (ADLs) with all except
eating. She needed assistance with
seif-administration of medications. Her
interdisciplinary certification dated

showed she was admitted to hospice care.

of

On at 11 AM, an above the
triangutar lift device was on resident #3's bed. At
11:07 AM, caregiver F confirmed that the lift
device was to help resident #3 lift herself upina
safe manner.

There was no documented evidence for triangle
fift device and its use in the file.

On at 4:45 PM, the Assistant
Administrator confirmed the findings.

Class i

429.52(1 & 7) FS; 59A-36.011(
- Staff In-Service

) FAC Training

429.52(1)

{1} Each new assisted living facility employee
who has net previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon compietion, the
employee and the administrator of the facility
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must sign a statement that the employee

the required pr i i
The facility must keep the signed statement in the
employee’s personnel record.

rvi

(7} Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

(a} Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
).

{b} New staff must complete the preservice
orientation prior to interacting with residents.

{c} Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee’s personnel
record.

{d} In addition to topics that may be chosen by
the facifity administrator, the preservice
orientation must cover:

1. Resident's rights; and,

2. The facility's license type and services offered
by the facility.

(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
faciiity staff:

A081
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{a) Staff who provide direct care to residents,
cther than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
58A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
effering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
. . may be used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c} Staff who provide direct care to residents, who
have not taken the core training program, shalt
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facifity.
2. Recognizing and reporting resident .
neglect, and | . The facility must use its

prevention policies and procedures when

offering this training.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 53A-8.0098,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs.
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2. Providing assistance with the activities of daily
tiving.

{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.

{fy All facility staff shall receive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30) days of employment.

1. All facility staff shall be provided with a copy of
the facility's resident elopement response policies
and procedures.,

2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure that 1 of 5 sampled
staff completed 2 hours preservice orientation
training before interacting with the residents to
include resident rights, facility's license type and
services offered by the facifity as required (A).

Findings:

Caregiver A's personnel record revealed a date of
hire of . There was only a 30-minute
preservice orientation training and 30 minutes of
resident rights training completed in the file dated
, totaling only 1 hour of the required 2
hours. There was no other documented evidence
included to meet the 2-hour requirement.

A081

Photographic evidence was obtained.
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Continued From page 32

On at 2:30 PM, the Assistant
Administrator confirmed the finding.

Class i

59A-36.011(10) FAC Training - ADRD

{10) AND RELATED
("ADRD") TRAINING
REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,

or who maintain secured areas as described in
Chapter 4, Section 464.4.6 of the Florida Building
Code, as adopted in rule 81G20-1.001, FAC.,
Florida Building Code Adopted, must ensure that
facliity staff receive the following training.
{a) Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct
care to such residents and staff who provide
direct care to residents with ADRD, shall obtain 4
hours of initial training within 3 months of
employment. Completion of the core training
program between | | and
shail satisfy this requirement. Facility staff who
meet the requirements for ADRD training
providers under {g) of this
will be considered as having met this
requirerment. Inftial training, entitied ™

and Related Level | Training.”
must address the following subject areas:
1. Understanding 's and related

2. Characteristics of
3. Communicating with residents with

4. Family issues;
5. Resident environment; and,
6. Ethical issues.

A081
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{b) Staff who have successfully completed both
the initiat one hour and continuing three hours of
ADRD training pursuant to sections 400.1755,
429.917 and 400.6045(1), F.S., shall be
considered to have met the initial assisted living
facility and Related

Level | Training.
{c} Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitled "
and Related Levet il Training," within 9
months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph (g} of this subsection, will be
considered as having met this requirement.

and Related Level

I Training must address the following subject
areas as they apply to these :
1. Behavior management,
2. Assistance with ADLs,
3. Activities for residents,
4. Stress management for the care giver; and,
5. Medical information.
{d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a) and (b)
of this subsection, can be found in the document
"Training Guidelines for the Special Care of
Persons with 's and Related

" dated , incorporated by
reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32398-7000.
(e} Direct care staff shall participate in 4 hours of
continuing education annuatly as required under
section 429.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by section 429.52, F.8,, and subsection

A088
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{1) of this rule, or 3 of the 6 hours of continuing
education for extended congregate care required
by subsection (7) of this rule.
{f} Facifity staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
section 429.178, F.S., within three (3} months of
employment. “Incidental contact” means all staff
who neither provide direct care nor are in regular
contact with such residents.
{g) Persons who seek to provide ADRD training in
accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor's degree from an
accredited coltege or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with

or related ,of
2. Three years of practical experience in a
program providing care to persons with

or related ,or
3. Completed a specialized training program in
the subject matter of this program and have a
minimum of two years of practical experience ina
program providing care fo persons with

or related
(h) With to requi in
(g}, a Master's degree from an accredited college
or university in a subject related to the content of
this training program can substitute for the
teaching experience. Years of teaching
experience related to the subject matter of this
training program may substitute on a year-by-year
basis for the required Bachelor's degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,

A088
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the facility failed to ensure that 3 of 5 sampled
staff (A, C & E) completed the 4 hours Level one
training within 3 months of
employment and 4 hours Leve! two within 9
months of employment in ‘s
and Related {ADRD) training; 2) the
facility failed to ensure that 2 of 5 sampled staff
{B & D) completed the 4 hours annual ADRD
update training as required.

Findings:

1. Caregiver A's personnel record revealed a date
of hire of . There was no evidence of
4-hour Level One and 4-hour Level Two

and Related
{ADRD) training completed in the file.

2. Caregiver C's personnel record revealed a date
of hire of . There was a 4-hour Level
One ADRD training completed on but
no evidence of the 4-hour Level Two ADRD
training completed.

3. Director of Nursing E's personnel record
revealed a date of hire of . There was a
4-hour Level One ADRD training completed on

but no evidence of the 4-hour Level
Two ADRD training completed.

4. Caregiver B's personnel record revealed a date
of hire of . The 4-hour Level One ADRD
training was completed on and 4-hour
Level Two ADRD training was completed on

. There was no annual 4-hour ADRD
update training completed for 2022.

5. Nurse D's personne! record revealed a date of
hire of . The 4-hour Levet One ADRD

A088
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Level Two ADRD training on . There
was no annual 4-hour ADRD update training
completed for 2022,

On at 4:45 PM, the Assistant
Administrator confirmed the findings.

Class Ili

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to

section 429.28(1)(a), F.S;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

waorking order.

{b} Pursuant to section 428.27, F.S., residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or steeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
to ensure easy access by the resident,

2. Acloset or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or ficor

famp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate

A088
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keys to resident bedrooms to be used in the
event of an emergency.

{d) Residents who use portable bedside
commodes must be provided with privacy during
use.

(e} Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facitity must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to obtain an up-to-date Certificate of
Operation for elevator car #1 to provide a safe
{iving environment and ensure that all mechanical
and structural systems maintained in good
working order.

Findings:

On at 10:20 AM, while riding elevator
car #1 during tour observation, the Certificate of
Operation in elevator car #1 was noted to be
expired on . Photographic evidence
was obtained.

On at 11 AM, the Maintenance
Director stated that elevator car #1's Certificate of
Operation was expired, and she was in contact
with the contractors to send the renewed updated
Certificate of Operation. At 4:20 PM, the
Maintenance Director confirmed the finding and
stated that the contractors only sent the updated
Certificate of Operation for elevator car #2 and
dupticated elevator car #2 instead of issuing a
separate Certificate of Operation for elevator car
#1,

Class Ili
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