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Initial Comments.

A complaint investigation (complaint number:

023006865) and a itoring were
conducted at Angel Care Assisted Living Fagility
on - Deficiencies were identified at the
time of survey.

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 facility is
ible for i the i

of admission of an individuat to the facllity 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 refated 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 aff 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 or 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,
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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 (c), a
facliity may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
upervision. For purposes of this
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
. 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.

the

(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.
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(3HA assistant, or

practice registered nurse who is employed by an
assisted living facility to provide an initial
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 ination by a health care
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 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 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,
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Continued From page 3

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.

{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
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described in Rule 59A-36.021, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to obtain a health assessment that noted
the required nursing services of hospice on page
one. Additionally, the facility failed to obtain an
interdisciplinary care plan, which specified the
services provided by hospice and those provided
by the facility and agreed upon by hospice, the
facility, and the resident {or resident’s responsible
party} for two Residents (#1 and #7) of two
sampled residents admitted to Hospice services.

Findings Included:

Arecord review for Resident #1, conducted on

, revealed that Resident #1 was
admitted to the facllity on and into
hospice services on . There was no
order from Resident #1's primary care provider
that the resident may be admitted to hospice
services. Resident #1's health assessment form
dated did not note that the resident
required the nursing services of hospice on page
one. The interdisciplinary care plan dated

had no evidence that the care plan
was agreed upon by Resident #1 or the resident's
responsible party.

Arecord review for Resident #7, conducted on

, revealed that Resident #7 was
admitted to the facility on and into
hospice services on . There was no
order from Resident #7's primary care provider
that the resident may be admitted to hospice
services. Resident #7's health assessment form
dated did not note that the resident
required the nursing required services of hospice
on page one and that the resident required
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Continued From page 5

medication administration. There was no
interdisciplinary care plan that specified the care
and services that the hospice provided and those
that the facility provided was found in Resident
#7's record.

During an interview with the Administrator,
conducted on at 03:18pm, the
Administrator agreed that Resident #1 and 7's
health assessments did not include the required
nursing services of hospice on page 1. The
Administrator agreed that Resident #1's
interdisciplinary care plan was not signed in
agreement by the resident or the resident's
responsible party. The Administrator agreed that
Resident #7 did not have an interdisciplinary care
plan that specified the services that hospice
provided and those that the facility provided.

Class Ili

59A-36.008(4) FAC Medication - Administration

(4) MEDICATION ADMINISTRATION,

{a) For facifities that provide medication
administration, a staff member licensed to
administer medications must be available to
administer medications in accordance with a
health care provider's order or prescription label.
{b} Unusual reactions to the medication or a
significant change in the resident's health or
behavior that may be caused by the medication
must be documented in the resident's record and
reported immediately to the resident's health care
provider. The contact with the heaith care
provider must also be documented in the
resident's record.

{c} icati 1 includes

any examination or other procedure necessary

AD10
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for the proper administration of medication that
the resident cannot conduct personally and that
can be performed by licensed staff.

{d) A facility that performs clinical laboratory tests
for residents, including o testing,
must be in compliance with the federal Clinical
Laboratory Improvement Amendments of 1988
{CLIA) and Chapter 483, Part |, F.S. A valid copy
of the federal CLIA Certificate must be
maintained in the facility. A federal CLIA
certificate is not required if residents perform the
test themselves or if a third party assists
residents in performing the test. The facility is not
required to maintain a federal CLIA Certificate if
facility staff assist residents in performing clinical
iaboratory testing with the residents’ equipment.
Irformation about the federal CLIA Certificate is
available from the Laboratory and In-Home
Services Unit, Agency for Health Care
Administration, 2727 Mahan Drive, Mail Stop 32,
Tallahassee, FL 32308 telephone
(850)412-4500.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have licensed Nurses to administer
medications to one Resident (#7) of one sampled
resident that required medication administration.

Findings Included:

Acrecord review for Resident #7, conducted on
. revealed that Resident #7 was
admitted to the facifity on . According
to Resident #7's health assessment form dated
, the resident required medication
administration.

Areview of the staffing list, conducted on
, revealed that the facility employed
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Continued From page 7

unficensed Medication Technicians to assist
residents with self-administration of medications.
The facifity did not employ licensed Nurses to
administer medications.

During an interview with the Administrator,
conducted on at 03:18pm, the
Administrator agreed that the facility did not
employee ficensed Nurses to administer
medications. The Administrator agreed that
according to Resident #7's health assessment
form, the resident required medication
administration.

Class Il

59A-36.008(7) FAC Medication - Labeling and
Orders

(7) MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.S,, and
Rule 64B16-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individual container:
1. The resident's name; and,

2. The identification of each medicinal drug in the
container.

{b) Except with respect to the use of pill

organizers as ibed in on (2), no
individual other than a pharmacist may fransfer
medications from one storage container fo
another.

{c} If the directions for use are “as needed” or "as

AD053
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Continued From page 8

directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed” prescription, the
circumstances under which it would be
appropriate for the resident to request the

ication and any limitati must be ified;
for exarmple, "as needed for |, not to exceed 4
tablets per day." The revised instructions,
including the date they were obtained from the
heaith care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
(d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmacist or place an "alert” abel on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e} A nurse may take a medication order by
telephone. Such order must be promptly

in the resident's icati

observation record, The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
(f) The facility must make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of

ication or ication inistration are filled
or refilled in a timely manner.
{g) Pursuant to Section 485.0276(5), F.S., and
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Rule 61N-1.008, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident's name for whom they were dispensed,
and the date they were dispensed. if the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
tabel containing the following:

1. Practitioner's name,

2. Resident's name,

3. Date dispensed,

4. Name and strength of the drug,

5. Directions for use; and,

6. Expiration date.

(h) Pursuant to Section 465.,0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electonic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to provide prescribed
medications as ordered from a primary care
provider for one Resident (#1) of one sampled
resident that required assistance with
1f- ini fon of ications. Fur

the facifity failed to notify Resident #1's primary
care provider that the resident completed an

treatment and continued with a fungal
to both

Findings Included:

An observation of Resident #1's , conducted
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on , revealed that Resident #1's
continued with peeling green tinged skin
consistent with a fungal

Arecord review for Resident #1, conducted on
, revealed that Resident #1 was
admitted to the faclility on . According
fo Resident 1's health assessment form dated
, the resident required assistance with
self-administration of medications. On
, Resident #1 had new orders for
100mg every day for five days and
. . powder to both for fourteen
days to treat the resident's diagnosed fungal
- Resident #1's medication observation
records noted that the resident received the
prescribed 100mg on
through . There was no
documentation that Resident #1 received the last
dose of on . The
prescribed . , , powder ended on
. There was no evidence that the
facility notified Resident #1's primary care
provider that the fungal to Resident #1's
was not completely healed.

During an interview with the Business Office
Manager, conducted on at 03:00pm,
the Business Office Manager reviewed Resident
#1's medication observation records and stated
that the resident did not receive the last dose of
on . The Business Office
Manager stated that the was set up
for four days and not the prescribed five days.
The Business Office Manager stated that the
prescribed powder ended on

During an interview with the Administrator,

A058

conducted on at 03:08pm, the
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Administrator was unable to provide evidence
that Resident #1's primary care provider was
notified that Resident #1 continued with a fungal

to both and that the treatment had
ended.

Class Il

59A-36.011(5) FAC Training - First Aid and

{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 fraining
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
medicaf technician or paramedic currently
certified under chapter 401, Part 1|, F.S., shall be
considered as having met the training
requirermnents for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide staff on each shift with training in

. . ) and first
aid for seven of twelve sampled employees
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Continued From page 12

{Administrator and Staff A, C, D, E, F, and G).
Furthermore, the facility failed te obtain
certifications that required the employees to
demonstrate performance and accredited by
the American Red Cross, the American
Association, or the National Safety Council for
five employees (Staff B, H, J, K, and L} of twelve
sampled employees {photographic evidence
obtained).

Findings Included:

An employee record review for the Administrator
and Staff A, C, D, E, F, and G, conducted on

, revealed that the Administrator and
Staff Ahad a and first aid training certificate
that had expired. Staff C, D, £, F, and G did not
have evidence of and first aid training. The
Administrator was hired on . StaffA
was hired on as a Medication
Technician and Resident Care Aide. Staff C was
hired on as a Medication Technician
and Resident Care Aide. Staff D was hired on

as a Medication Technician and
Resident Care Aide. Staff E was hired on

as a Medication Technician and
Resident Care Aide. Staff F was hired on

as the Resident Care Coordinator.
Staff G was hired on as a Medication
Technician and Resident Care Aide.

An employee record review for Staff B, H, J, K
and L., conducted on . revealed that
Staff B, H, J, K, and L had active and current

and first aid training certificates that had no
evidence that the training included a performance
demonstration or that the trainings were
accredited by the American Red Cross, the
American Association, or the National
Safety Councit. Staff B was hired on
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as a Medication Technician and Resident Care
Aide and obtained the and first aid training
on . Staff H was hired on as
a Medication Technician and Resident Care Aide
and obtained the and first aid training on

. Staff J was hired on asa
Medication Technician and Resident Care Aide
and obtained the and first aid training on

. Staff K was hired on asa
Medication Technician and Resident Care Aide
and obtained the and first aid training on

. Staff L was hired on asa
Medication Technician and Resident Care Aide
and obtained the and first aid training on

Areview of the staffing schedule for the 11:00pm
through 07:00am shifts for ,

. ,and N
conducted on , revealed that the
facitity did not staff a person with and first
aid training on the 11:00pm through 07:00am
shifts for . ' .
and .On , Staff Aworked
with Staff K. On , Staff A worked alone
in the facility. On . Staff K worked with
StaffL. On + Staff A was scheduled to

work with Staff L.

During an interview with the Administrator,
conducted on at 03:18pm, the
Administrator agreed that her employee record
and Staff A, C, D, E, F, and G's employee records
did not contain evidence that the employees
obtained training for and first aid. The
Administrator was unable to provide evidence
that the Staff B, H, J, K, and L obtained and
first aid training that included a performance
demonstration and accredited by the American
Red Cross, the American Association, or
AHCA Form 3020-0001
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the National Safety Council. The Administrator
agreed that the facility did not provide staff on
each shift with training in and first aid.

Class i

59A-36.015(1) FAC Records - Facility

59A-36.015 Records.

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
tegally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information, For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
fisting the names of all residents and each
resident’s:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha ... . ., ;and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of 2
resident is not required if the facility is holding a
bed for a resident who is out of the facifity but
intending to refurn pursuant to Rule 59A-36.018,
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Continued From page 16

F.A.C. [f the resident dies while in the care of the
facifity, the log must indicate the date of

{c} Alog listing the names of all termporary
emergency placement and respite care residents
if notincluded on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C,, that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 59A-36.013, FA.C.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, F.A.C.

{g) The admission package presented to new or
prospective residents (less the resident’s
contract) described in Rule 59A-36.006, F.A.C.
{h} If the facility advertises that nt provlues speciat
care for persons with or
related . acopy of all such facility
advertisements as required by Section 429.177,
F.s.

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007. F.AC.

{j) Al food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facifities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ticense or certificate to operate.

{k} All fire safety inspection reports issued by the
focal authority or the State Fire Marshal pursuant
to Section 429.435, F.8., and rule Chapter
69A-40, F.A.C,, issued within the last 2 years.
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{1} All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S,, and Chapter 64E-12, FAC.,
issued within the last 2 years.
{m) Pursuant to Section 428.35, F.S_, all

survey, i ion and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
fast b years.
{n} The facility's resident elopement response
policies and procedures.
{o} The facility's documented resident elopement
response drills.
(p} The facility's policies and procedures pursuant
to subsection 58A-36.007(10}, F.A.C;
{a) The facility's prevention poficies and
procedures;
{r) The facility's medication practices;
{s} The facility's policy on physical 5
{t} The facility's policy on assistive devices;
{u) The facility's policy on third-party providers;
(v} The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.S.;
{w) For facilities licensed as limited mental heaith,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, FAC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an up-to-date admission and
discharge log that included residents' dates and
places of admission for five Residents (#2, #3,
#4, #5, and #6) of six sampled current residents.
Furthermore, the admission and discharge log did
not include dates, reasons, and places of
discharge for eight Residents (#13, #14, #15,
#16, #17, #18, #19, and #20) of eight sampled

A180

former residents that were discharged from the
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facitity.
Findings Included:

Areview of the admission and discharge log,
conducted on , revealed that the
admission and discharge log did not include
current Residents #2, #3, #4, #5, and #6's dates
of admission or the places from where they were
admitted. There were no dates of discharge,
reasons for discharge, or the places that
Residents #13, #14, #15, #16, #17, #18, #19, and
#20 were discharged to.

Areview of the facility's list of residents,
conducted on . revealed that
Residents #2, #3, #4, #5, and #6 were listed as
current residents and Residents #13, #14, #15,
#16, #17, #18, #19, and #20 were not noted as
current residents.

During an interview with the Administrator,
conducted on at 03:18pm, the

ini reviewed the ission and
discharge {og and agreed that it was not up to
date.

Class Ili
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