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Initial Comments.

A re-icensure survey was conducted in
conjunction with a complaint survey (complaint #s
2022011766, 2022015912, and 2023001632) at
Magnotia Manor at Daytona Beach on

and . The provider had deficiencies at the
time of the visit.

59A-36.007(7) FAC Resident Care - Elopement
Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

(@) i at Risk for .
All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision, All residents must be assessed
for risk of elopement by a heaith care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.10561, F.S., is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10)(a) or (c),
F.A.C., must be generally aware of the location of
alt residents assessed at high risk for elopement
at all times.

2. The facility must have a photo identification of
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at risk residents on file that is accessible to alt
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being

atrisk for it o
admission, The photo identification may be
provided by the facility, the resident, or the
resident’s representative.
{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. Ata
minimum, the policies and procedures must
provide for:
1. Animmediate search of the facility and
premises,
2. The identification of staff responsible for

each part of the

response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,
4. The continued care of all residents within the
facility in the event of an elopement.
{c} Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k}, F.S.

This Statute or Rule is not met as evidenced by:
Based on a review of facility records and
interviews with staff, the facility falled to meet the
minimum requirement of resident elopement
drills for two of two years reviewed.

The findings include:
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A review of the facility's active employee roster
found there were 34 staff employed at the time of
survey.

During an interview with Employee E, Medication
Technician, on at 3:30 pm, he stated he
had worked in the facility for 7 to 8 months. When
asked if he had participated in an elopement drill,
he stated “No."

Employee F, Medication Technician, stated in an
interview on at 1:40, she stated she had
worked in the facility since . ., .
Employee F stated she has not yet participated in
an elopement response drill.

Areview of facility elopement drills for the last two
years found the most recent drill was conducted
on ; one year ago. There was no signature
page and no list of participants, therefore it was
not possible to determine how many staff
participated in the drifl. Review of 2021
elopement driis found one was conducted
with only 4 staff in attendance and on

with only 6 staff participants.

Photographic evidence was obtained,

An interview was conducted with the
Administrator on at 9:55 am. He stated
the elopement dritls he provided were all he could
locate. Afier review of the drills provided, the
Administrator acknowledged that not al staff had
participated in a drill twice a year, as required by
the Florida Statutes. The Administrator stated he
had only been employed for 3 months and has
not had a drill yet. He acknowledged the
requirements that all staff and the Administrator
participate in an elopement drill twice a year,
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{6} FIRST AID AND

). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all imes.
{a} Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose training
is accredited by the Commission on Accreditation
for Pre-Hospital Continuing Education satisfies
this requirement.
(b} A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical techniclan or paramedic currently
certified under chapter 401, Part 1), F.S., shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on staff interview and record review, the
facility failed to ensure a staff member with a valid

. . { ) and First
Aid certificate was always working in the facility to
ensure the safety of the 63 residents.

The findings include:

Areview of the current employee schedule
provided by the facility revealed that Employee C
was scheduled to work on the 3:00 PM to 11:00
PM shift and Employee D was scheduled to work
on the 11:00 PM to 7:00 AM shift.
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59A-36.011

A083| Continued From page 4

Record review of the employee file Employee C
found no evidence Employee C had First Aid
training. Record review of the employee file for
Employee D found no evidence the employee
held a currently valid card documenting

or First Ald training.

During an interview with the Administrator on

at 12:25 PM, he was asked to provide
evidence Employee C had current training in First
Aid and Employee D has current training in

During further interview with the Administrator on
at 9:55 AM, he was notified evidence
of the training that was still needed for Employee
Cand D. Evidence was requested to show that
he had an employee working in the facility at alt
times with current

and First Aid training.

On at 11:52 AM, the Administrator
provided a highlighted employee schedule and
stated he was not able to show the facility had
someone working in the facility at all times that
and First Aid training.

Photographic evidence obtained.

A084| 59A-36.011(B) FAC 429.52(6), FS Training -
88=D| Assis Self-Admin Meds & Med Mgmt

(6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the

A083
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Continued From page 5

if- ini ion of ications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 428.52(6), F.S.,
prior to assuming this responsibitity. Courses
provided in fulfilment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requirements with respect to the supervision,

i inistration, and of
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
oroviding the right medications 1o the right
resident; common medications; the importance of
taking icati as pf ibed; re ition of
side effects and adverse reactions and
procedures to follow when residents appear fo be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include ions of proper techniques,
including techniques for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

{b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to.

1. Read and understand a prescription abel;

2. Provide assistance with self-administration in
accordance with section 429.256, F.8,, and rule
59A-36.008, F.A.C., including:

a. Assist with oral dosage forms, | dosage
forms, and .., . . and

dosage forms;

b. Measure liquid medications, break scored

AD084
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Continued From page 6

tablets, and crush tablets in accordance with
prescription directions;
¢. Recognize the need to obtain clarification of an
"as needed" prescription order;
d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
of such orders;
e. Complete a medication observation record;
f. Retrieve and store medication;
g. Recognize the generaf signs of adverse
reactions to medications and report such
reactions;
h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and . that are prefilled by the

by taking the ication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i. Assist with :
L Usea, to perform »
testing;
k. Assist residents with .
and continuous positive airway pressure {CPAP)
devices, excluding the titration of the
fevels;
1. Apply and remove stockings and
hosiery;
m. Placement and removal of , bags,
excluding the removal of the L, or
manipulation of the site; and,
n. Measurement of N s rate,
temperature, and | . rate.
{c} Unlicensed persons, as defined in section
429.256(1)(b), F.S., who provide assistance with
seif-administered medications and have
successfully completed the initial 6 hour training,

AD084
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must obtain, annually, a minimum of 2 hours of
continuing education training on providing
i with self-admini; d i

and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided ontine.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
seif-administration of medication and have

4 hours of
with self-administration of medication training
must complete an additionat 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (8)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures listed in
sub-subparagraphs {6)}(b)2.h.-n.

429.52

{6) Staff assisting with the self-administration of
medications under s. 429.256 must complete a
minimum of & additional hours of training
provided by a registered nurse or a licensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on employee record review and staff
interview, the facility failed to ensure 1 of 2
employees reviewed that assisted with
self-administration of medication at the facility
{Employee B} completed a minimum of 6 hours of
training provided by a registered nurse or a
ficensed pharmacist before providing assistance.

The findings include:
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During an interview with Employee B on
at 9:00 AM, she stated she is a
Medication Technician at the facility and provided
i with self-administration of medicati

Record review for Employee B revealed she was
hired as a Medication Tech on - Further
review of her employese file found no evidence of
medication training.

During an interview with Administrator on

at 12:25 PM, he was notified evidence
of the medication training was missing from the
employee file, On at 10:00 AM, the
Administrator was notified again that evidence of
the employse's 6-hour training was still needed.

At the time of exit conference on at
1:00 PM with the Administrator and Health &
Weliness Director, the facility was not able to
provide proof that Employee B had the required
training.

Class Ili

A 093 59A-36.012(2) FAC Food Service - Dietary
$8=F | Standards

{2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facitity must be planned based on the current
USDA Dietary Guidetines for Americans,
2020-2025, which are incorporated by reference
and available for review at:

http:/iwww firules.org/Gateway/reference.asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2018, which are

AD084
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Continued From page 9

incorporated by reference and avaitable for
review at:
hitps://ods.od.nih.gov/Healthinformation/Dietary_
Reference_intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.

{b) The residents' nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat fess, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c} All reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technictan
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facitity files and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

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

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

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to

AD093
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Continued From page 10

participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

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

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

2. The facility must document a resident's refusal
to comply with a therapeutic diet and provide
nofification to the resident's health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervais between meals must be evenly
distributed throughout the day with not tess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen faciliies,
snacks must be offered at least once per day.
Snacks are not considered fo be meals for the
purposes of .. the time between meals.
(g} Food must be served atiractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaplive equipment if needed by any
resident, must be on

AD093
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{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

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

This Statute or Rule is not met as evidenced by:
Based on observations and interview with staff,
the facility failed to maintain a 3-day supply of
water for use in the event of an emergency. This
had potential to impact all residents in event
emergency water was needed.

The findings include:

Inspection of the facility's emergency water
supply was conducted with the Dietary Manager
on at 3:55 pm. The facility had one
broken 12-pack of 12 ounce bottles of water and
three 5-gatlon water dispenser bottles full of
water. The Dietary Manager confirmed this was
all of the water on site, and that the facility did not
have refillable asa up,

The Administrator was interviewed on at
4:00 pm. He confirmed there was insufficient
water on site for the census of 43 residents.
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