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AQCQ] Initial Comments A0D0

An unannounced Reticensure, Complaint

{#2020001451, #2020004681, #2020016869,

#2020020415, #2021006694, #2021007420,

#2021007593, #2021008593, #2021012558,

#2022000193, and #2022003128) and Generator

Monitoring survey were conducted from

through at The Carfisle

Paim Beach. The facility had deficiencies

identified related fo the Relicensure and

Generator Monitoring at the time of the survey.

A0100 420.26( ) FS; 59A-36.006(4) FAC Admissions - A010

Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-
(1) The owner or administrator of a facilty is

for the
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 facilit
(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
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requires the use of assistive devices.

(c} A facility may admit o retain an individual
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
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 (), 2
facitity may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, 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 total
physical assistance; or

c. Sit safely in a chair or wheelichair without
personal assistance or a physical .

2. Aresident may continue to reside in a facility if,
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 attorney
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in fact. 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 department.

BYA ici ician assistant, or

practice registered nurse who is employed by an
assisted living facility to provide an initial
exarination 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
ission. As part of the i i
criteria, a resident must have a ~to-
medical examination by a heaith 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
s by 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 ficensed 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,

AD10
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or the facility has a limited nursing services
ficense and services are provided pursuant to 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.

) 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
faciiity, 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 all times.
{e} A hospice resident that meets the
qualifications 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 ficense.

{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ticense and total help with the activities of daily

AD10
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fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professional ficensure or training.

{0) Continued residency criteria for facifities
holding an extended congregate care license are
described in Rule 50A-36.021, FA.C.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that 1 out of 3 sampled residents
{Resident #4) received an updated -to-
Medicat Examination at least 3 years after the
resident's most recent Medical Examination
which must be recorded on the Health
Assessment AHCA Form 1823.

The findings included:

Review of Resident #4's most recent Medical
Examination completed on the Health
Assessment AHCA Form 1823 and dated on
, revealed that the resident was

diagnosed with | s
- and

and had an unsteady gait with
precautions, Review of this Health Assessment
indicated that the resident needed supervision
with ambulation, bathing, . and grooming,
and was independent with toileting, eating and
transfers. Review of this Health Assessment
indicated that the resident also needed
assistance with self-administration of his daily
medications. Further review of the resident's
record indicated that this was the resident's most
recent medical examination recorded on the
Health Assessment AHCA Form 1823 and with no
other Health Assessments documented within
this past 3-year period. {Photographic evidence
obtained).
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(r an interview conducted with the Director of
Health and Wellness on at 10:15 AM,
she stated that the facility did not ensure that
Resident #4 received an updated Medical
Examination which must be recorded on the
Health Assessment AHCA Form 1823 and kept
within the resident's record. She stated that the
resident’s condition has changed considerably
since the last Medical Examination he received
on . She stated that this included
changes in the resident's medical diagnoses and
functional status, and the resident presently
required assistance with all of his activities of
daily living and his daily medications.

Class Ili

A081) 429.52(1 & 7) FS; 59A-36.011( ) FAC Training
- Staff In-Service

429.52(1)
{1) Each new assisted living facility employee
who has not 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
must sign a statement that the employee

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

(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

AD10
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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
1.
(b} New staff must complete the preservice
orientation ptior to interacting with residents.
{c} Once complete, the employes and the facility
administrator must sign a statement that the

D the pr ientati
which must be kept in the employee's personnel
record.
{d) In addition to topics that may be chosen by
the facility 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 shail provide or
arrange for the following in-service training to
facitity staff;
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-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

ervice

A081
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offering 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, shall

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 59A-8.0095,

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.

2. Providing assistance with the activities of daily

fiving.

{e) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minirmum of 1-hour-in-service training

within 30 days of employment in safe food

handfing practices.

{f) All facility staff shali receive in-service training

regarding the facility's resident elopement
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response policies and procedures within thirty
(30) days of employment.

1. All facility staff shall be provided with a copy of
the facifity'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 record review and interview, the facility
failed to represent completion of the required
Efopement Response Policy and Procedure
training for 2 out of 6 sampled staff members
{Staff A and Staff B} by not keeping certification of
completion of this inservice training in each of the
employee's personnel record.

The findings included:

Review of Staff A's employee personnel record
indicated that this staff member presently worked
in the facility as a Licensed Practical Nurse (LPN)
and her initial date of hire was on to
work the 7:00 AM to 3:00 PM shift. Further review
of this personnel record revealed that LPN Staff A
did not have evidence of having received
Elopement Response Policy and Procedure
training. (Photographic evidence obtained).

Review of Staff B's employee personnel record
indicated that this staff member presently worked
in the facility as a Medication Technician (MT)
and her initial date of hire was on to
work the 7:00 AM to 3:00 PM shift. Further review
of this personnel record revealed that MT Staff 8

A081
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did not have evidence of having received
Elopement Response Policy and Procedure
training.

Ir an interview conducted with the Administrator
on at 10:20 AM, she stated that upon
her review of LPN Staff A and MT Staff B's
employee personnel records, she did not see
evidence 1o indicate that these staff members
received the required Elopement Response
Policy and Procedure training.

Class i

A 090 53A-36.011(11) FAC Training -

an

TRAINING.

(a} Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding

{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c} Training shal consist of the information
included in rule 59A-36.008, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to represent completion of the required

) Policy and
Procedure training for 2 out of 6 sampled staff
members (Staff A and Staff B) by not keeping

A0S0
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certification of completion of this inservice training
in each of the employee's personnel records.

The findings included:

Review of Staff A's employee personnel record
indicated that this staff member presently worked
in the facility as a Licensed Practicat Nurse (LPN)
and her initial date of hire was on to
work the 7:00 AM to 3:00 PM shift. Further review
of this personnel record revealed that LPN Staff A
did not have evidence of having received a
dedicated, one hour Policy and Procedure
training. (Photographic evidence obtained).

Review of Staff B's employee personnel record
indicated that this staff member presently worked
in the facility as a Medication Technician (MT)
and her initial date of hire was on to
work the 7:00 AM to 3:00 PM shift. Further review
of this personnel record revealed that MT Staff B
did not have evidence of having received a
dedicated, one hour Policy and Procedure
training. (Photographic evidence obtained).

In an interview conducted with the Administrator
on at 10:30 AM, she stated that upon
her review of LPN Staff A and MT Staff B's
employee personne! records, she did not see
evidence fo indicate that these staff members
received the one hour Policy and
Procedure training.

Class Il

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

{3) OTHER REQUIREMENTS.

A0S0

A152
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{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 roaintained in good

working order.

{b} Pursuant to section 429.27, F.S., residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the fumishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, 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
. o ensure easy access by the resident,

2. A closet 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 floor

iamp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

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 availabte linens and

personal laundry services for residents who

require such services. Linens provided by a

facliity must be free of tears, stains and must not

be .

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to provide a safe living
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environment by not ensuring that all existing
ical systems were maintai in good
working order.

The findings included:

In an observation conducted on at 9:00
AM, the facility's 2 central air conditioning (AC)
units, which were located on the roof of the main
facifity building, had several air filters which
presented to be excessively soiled and dirty. Inan
observation conducted at this time, it was also
noted that there was an AC contractor replacing
two AC condensing units on the roof of the facility .
{Photographic evidence was obtained).

Ir an interview conducted with the Maintenance
Director on at 9:10 AM, he stated that
he usually changed the central AC units air fillers
every 3 months and he recognized that these
filters were presently dirty. He stated that these
filters likely needed fo be changed at least every
2 months to properly maintain the central AC
units. He stated that the 2 central AC units which
had the dirty filters, supplied AC air fo the
common areas of the facility including the
hallways and to the activity and dining room areas
of the facility.

In an interview conducted with the Maintenance
Director on at 9:20 AM, he stated that
the facifity hired the AC contractor to replace the
individuat AC units, which were comprised of
condensing units on the roof and air handling
units inside the facility. He stated that each of the
AC units being replaced, supplied air to an office
in the first floor and 1o a resident room. He stated
that these AC units were being replaced without
any building permits because he believed that
permits and mechanical inspections by the
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Municipality were not necessary o ensure proper
ion of the new AC equi at the

faciiity.

Review of a Municipality's building official's email
dated on , indicated that the facility was
required to apply and seek permits for the
replacement of AC units at the facility.
{Photographic evidence was obtained).

Class Il

A 200 59A-36.025 FAC Emergency Environmentat
Control

59A-36.025 Emergency Environmental Control
for Assisted Living Facilities.
{1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shall prepare a detailed plan ("plan”) to serve as
a supplement to its Comprehensive Emergency
Plan, to address
environmental control in the event of the loss of
primary electrical power in that assisted living
facility which includes the following information:
{a) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
ticensees of assisted living facilities will be
equipped to ensure air temperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours in the
event of the loss of primary electrical power.
1. The required temperature must be maintained
in an area or areas, determined by the assisted
fiving facility, of sufficient size to maintain
residents safely at all times and thatis
appropriate for resident care needs and life safety
requirements. For planning purposes, no less
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than twenty (20) net square per resident
must be provided. The assisted living facility may
use eighty percent (80%) of its licensed bed
capacity as the number of residents to be used in
the to determine the required square
footage. This may include areas that are less
than the entire assisted living facility if the
assisted living facility's comprehensive
emergency management plan includes allowing a
resident to congregate when he or she desires in
portions of the building where temperatures will
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rule. This rule does not
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in section 408.821, F.S. and subsection
59A-36.019(5), F.A.C., are met. The plan shall
include information regarding the area(s} within
the assisted living facility where the required
temperature will be maintained.

2. The alternate power source and fuel supply
shail be located in an area(s) in accordance with
iocal zoning and the Florida Buliding Code.

3. Each assisted living facility is unique in size;
the types of care provided; the physical and
mental capabifities and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not limit the types of systems or
equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours in the
event of the loss of primary electrical power. The
plan shall include information regarding the
systems and equipment that wil be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
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pursuant to chapter 262, F, S. must maintain an
alternative power source and fuel as required by
this subsection at all imes when the assisted
tiving facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability if
evacuation is necessary.

b. Assisted living facilities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the
campus if such resources are sufficient to
support the requirements of each facility's
residents, as specified in this rule. Details
regarding how resources will be shared and any
necessary movement of residents must be clearly
described in the emergency power plan.

<. A multistory facility, whose comprehensive
emergency management plan is to move
residents to a higher floor during a flood or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
flooding or storm surge damage.

{b) The acquisition of sufficient fuel, and safe
maintenance of that fuel at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
alternate power source to maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours after the
{oss of primary electrical power during a declared
state of emergency. The plan must inciude
information regarding fuel source and fuel
storage.

1. Facilities must store minimum amounts of fuel
onsite as follows:

a. Afacility with a licensed capacity of 16 beds or
fess must store 48 hours of fuel onsite.

b. A facility with a licensed capacity of 17 or more

A200

AHCA Form 3
STATE FORM

20-0007

s

NRXB11

f continuation sheet 16 of 26




Agency for Health Care

PRINTED: 03/03/2023

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11965313

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

02/02/2023

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

450 EAST OCEAN AVENUE

CARLISLE PALM BEACH, THE

LANTANA,

FL 33462

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

o]
PREFIX
e

(xe
COMPLETE
DATE

A200

Continued From page 16

beds must store 72 hours of fuel onsite.

2. An assisted living facility located in an areain a
declared state of emergency area pursuant to
section 252.36, F.S. that may impact primary
power delivery must secure ninety-six {96) hours
of fuel. The assisted fiving facility may utiize
portable fuel storage containers for the remaining
fuel necessary for ninety-six (36) hours during the
period of a declared state of emergency.

3. Piped natural gas is an aliowable fuel source
and meets the onsite fuel supply requirements
under this rule.

4. If local ordinances or other regulations fimit the
amount of onsite fuel storage for the assisted
fiving facility's location, then the assisted living
facitity must develop a plan that includes
maximum onsite fuel storage aliowable by the
erdinance or regulation and a reliable method to
obtain the maximum additional fuel at teast 24
hours prior to depletion of onsite fuel.

{c} The acquisition of services necessary to
maintain, and test the equipment and its functions
to ensure the safe and sufficient operation of the
alternate power source maintained at the
assisted living facility.

(d} The acquisition and maintenance of a
monoxide alarm.

{2) SUBMISSION OF THE PLAN.

{a) Each assisted living facility licensed prior to
the effective date of this rule shall submit its plan
to the local emergency management agency for
review within 30 days of the effective date of this
rule. Assisted living facility plans previously
submitted and approved pursuant to emergency
Rule 58AER17-1 will require resubrmission only if
changes are made to the plan.

{b} Each new assisted living facility shall submit
the plan required under this rule prior to obtaining
alicense.
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{c} Each existing assisted living facility that
! any additions, ificati
alterations, refurbishment, renovations or
rect fon that require ification of its
systems or equipment affecting the facility's
compliance with this rule shalt amend its plan and
submit it to the local emergency management
agency for review and approval.
{3} APPROVED PLANS.
(a} Each assisted living facility must maintain a
copy of its approved plan in a manner that makes
the plan readily available at the licensee's
physical address for review by a legally
authorized entity, if the plan is maintained in an
electronic format, assisted living facility staff must
be readily available to access and produce the
plan. For purposes of this section, “"readily
available” means the ability to immediately
produce the plan, either in electronic or paper
format, upon request.
{b} Within two (2) business days of the approval
of the plan from the locat emergency
management agency, the assisted living facility
shail submit in writing proof of the approval to the
Agency for Health Care Administration.
(c} The assisted living facility shall submit a
consumer-friendly summary of the emergency
power plan to the Agency. The Agency shall post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on its website within ten
{10) business days of the plan’s approval by the
focal emergency management agency and
update within ten (10) business days of
imptementation.
{4) IMPLEMENTATION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than

, have implemented the plan
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required under this rule.
(b) The Agency shall allow an extension up to
P to providers in compliance with
paragraph (¢} below and who can show delays
caused by necessary construction, delivery of
erdered equipment, zoning or other regulatory
approval processes. Assisted living facilities shal
notify the Agency that they will utilize the
extension and keep the Agency apprised of
progress on a quarterly basis to ensure there are
no unnecessary delays. If an assisted fiving
facility can show in its quarterly progress reports.
that unavoidable delays caused by necessary
construction, delivery of ordered equipment,
zoning or other regulatory approvat processes will
occur beyond the initial extension date, the
assisted living facility may request a waiver
pursuant to section 120.542, F.S.
{c} During the extension period, an assisted living
facitity must make arrangements pending full
implementation of its plan that provides the
residents with an area or areas to congregate
that meets the safe indoor air temperature
requirements of subsection {1} {a) for a minimum
of ninety-six {96) hours.
1. An assisted living facility not located in an
evacuation zone must either have an alternative
power source onsite or have a contract in place
for delivery of an alternative power source and
fuel when requested. Within twenty-four (24)
hours of the issuance of a state of emergency for
an event that may impact primary power delivery
for the area of the assisted living facility, it must
have the alternative power source and no less
than ninety-six (86) hours of fuel stored onsite.
2. An assisted living facility located in an
evacuation zone pursuant to chapter 262, F.S.
must either:
a. Fully and safely evacuate its residents prior to
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the arrival of the event; or
b. Have an alternative power source and no less
than ninety-six (86) hours of fuel stored onsite,
within twenty-four (24) hours of the issuance of a
state of emergency for the area of the assisted
iving facility.
{d) Each new assisted living facility shalt
imptement the plan required under this rule prior
to obtaining a license.
() Existing assisted fiving facilities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
affecting the assisted living facility's compliance
with this rule shall implement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishment, renovations or
reconstruction.
{f) The Agency for Health Care Administration
may request cooperation from the State Fire
Marshal to conduct inspections to ensure
implementation of the pian in compliance with this
ne.
{5} POLICIES AND PROCEDURES.
{a) Each assisted living facility shall develop and
implement written policies and procedures o
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuet
required for the operation of the alternate power
source. The procedures shall ensure that
residents do not experience complications from

ions in air inside
the facility. Procedures must address the care of
residents occupying the facility during a declared
state of i ,a iption of
the methods to be used to mitigate the potential
for heat refated injury including:
1. The use of cooling devices and equipment;
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2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the
i e of ici requiring i {

3. Weliness checks by assisted living facility staff
to monitor for signs of and heat
injury; and

4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.

(b} Each assisted living facility shali maintain the
written policies and procedures in a manner that
makes them readily available at the licensee’s
physical address for review by a legally
authorized entity. If the policies and procedures
are maintained in an electronic format, assisted
tiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c) The written policies and procedures must be
readily available for inspection by each resident;
each resident's legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by

taw.
{8} REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by chapter 429,
part |, or chapter 408, part II, F.S., including, but
not fimited to, license revocation, license

ion, and the ition of ini

fines.

{7} COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN.

{a) Assisted living facilities whose comprehensive
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planis to it
must comply with this rule.
{b) Each facility whose plan has been approved
shail submit the plan as an addendum with any
future submissions for approval of its

compi plan.
(8) NOTIFICATION.
{a) Within five (5) business days, each assisted
fiving facility must notify in writing, unless

ission for electronic ication has
been granted, each resident and the resident's
iegal representative:
1. Upon submission of the plan to the focal
emergency management agency that the plan
has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.
(b} Each assisted living facility must maintain a
copy of each notification set forth in paragraph (a)
above in a manner that makes each notification
readily available at the licensee's physical
address for review by a legally authorized entity, If
the fcations are maintained in an i
format, facility staff must be readily available to
access and produce the notifications. For
purposes of this section, "readily available”
means the ability to immaediately produce the
nofifications, either in electronic or paper format,
upon request.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to submit an updated
Emergency Environmental Control Plan (EECP)
to the locat Emergency Management Agency
after it installed a new fixed power generator and
it failed to maintain an updated EECP readily
available for review.

The findings included:

A200

AHCA Form 3
STATE FORM

20-0007

s

NRXB11

f continuation sheet 22 of 26




Agency for Health Care

PRINTED: 03/03/2023

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11965313

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

02/02/2023

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

450 EAST OCEAN AVENUE

CARLISLE PALM BEACH, THE

LANTANA,

FL 33462

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

o]
PREFIX
e

(xe
COMPLETE
DATE

A200

Continued From page 22

In an observation conducted on at 1:.00
PM, the facility had a fixed power generator
installed on the south end of its property, which
was adjacent to the main entrance to the facility.
During this observation, it was noted that the
generator was labeled as a "Kohler” brand, model
250 generator. (Photographic evidence was
obtained).

Review of the facility's undated "Generator
Information” document, it indicated that the power
generator that was installed was a Kohler model
250REQZJE with serial number
33CFGMHMO026 generator. (Photographic
evidence was obtained).

In an interview conducted with the Maintenance
Director on at 1:05 PM, he stated that
he did not have the facility's most recent EECP
available for review. He stated that since he did
not have this EECP or its approval letter from the
{ocal Emergency Management Agency, he did not
know when it was [ast approved.

In an interview conducted with the focal
Emergency Management Agency Planner on

at 1:15 PM, he stated that the facility's
most recent EECP on file was approved in

and this EECP reflected that the facility
had a "Cummings" power generator, modet
25001 with serfal number 035200488 1. He stated
that the facility must have a copy of its most
recent and approved EECP available for review at
its physicat location. He also stated that shall the
facitity add or modify its power generator
equipment, including the generator's fuel capacity
and consumption, it must amend its EECP and
resubmit it to the local Emergency Management
Agency for approval.
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In an interview conducted with the Maintenance
Director on at 1:30 PM, he stated that
the facifity's Kohier generator was relatively new
and it was instalied sometime in the year 2019 or
2020, He stated that he did not know when it was
installed exactly because this happened before
he was employed at the facility and he did not
have documentation regarding the replacement
and modification of the facility's power generator.
He stated that he was not aware that the facility's
EECP reflected that the facility had a different
power generator installed and that this
information may be from the facility's previously
installed power generator. He confirmed the
EECP needs to be updated to reflect the current
power generator equipment.

Class Il

CZ814) 435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12 Care Provider Background Screening
Clearinghouse.-

{2){o} Until such time as the | are
enrolled in the national retained print

notification program at the Federal Bureau of
Investigation, an employee with a break in service
of more than 90 days from a position that
requires screening by a specified agency must
submit to a national screening if the person
returns to a position that requires screening by a
specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of ail employees within the clearinghouse.
Initial employment status and any changes in
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status must be reported within 10 business days.
(d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential

0l for electronic ., ission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain its Background Screening
(BGS) Clearinghouse Roster updated for 3 out of
20 sampled staff members (Staff AA, Staff BB
and Staff CC) who were not presently employed
by the facility.

The findings included:

Review of the facility's current employee list
indicated that Staff AA, Staff BB and Staff CC did
not presently work in the facifity in any capacity.
Review of the facility's BGS Ciearinghouse
Roster revealed that Staff AA, Staff BB and Staff
CC were listed on this Roster and were
represented to provide direct care to the
residents. Further review of this Roster indicated
that Staff AA was hired on ; Staff BB was
hired on ; and Staff CC was hired on

. {Photographic evidence was obtained).

Ir an interview conducted with the Administrator
on at 8:25 AM, she stated that she was
aware that Staff AA, Staff BB and Staff CC were
fisted in the facility's BGS Clearinghouse Roster,
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yet these staff member were no fonger current

employees at the facility. She stated that she

was aware the BGS Clearinghouse Roster must

be updated every time a qualifying employee is

hired, resigns or departs the facility.

Unclassified
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