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Initial Comments.

A Re-licensure with Limited Mental Health (LMH)
and Limited Nursing Services (LNS) was
conducted in conjunction to a complaint Survey
{complaint numbers 2023007804 and

02300! )and a itoring survey
at Elderly Pride Assisted Living LLC on

. Deficiencies were identified at the

time of survey.

58A-36.007(2) FAC Resident Care - Social &
Leisure Activities

(2) SOCIAL AND LEISURE ACTIVITIES,
Residents shall be encouraged to participate in
social, recreational, educationat and other
activities within the facility and the community.
(a) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident's needs, abilities, and interests.
(b} The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facitity must demonstrate residents' participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facitity,

{c) Scheduled activiies must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the
television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose to attend day
programs conducted at adult day care centers,
senior centers, mental heaith centers, or other
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day programs may count those attendance hours
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in common areas where residents
normally congregate.

(d} If residents assist in planning a special activity
such as an outing, seasonat festivity, or an
excursion, up to 3 hours may be counted toward
the required activity time.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to provide an ongoing
activities program, which encouraged all
residents to participate in social, recreational,
education, and other activities within the facility.

Findings Included:

Observations throughout survey, conducted on
from 09:30am through 12:45pm,
revealed that there were no activities offered to
residents. Resident #2 was ., around the
facitity. The other 3 residents were observed
sitting in the living area watching television.

Arecord review of the facility's posted activities
calendar conducted on was dated
from 2021.

During an interview conducted on at
12:30pm with the Administrator he stated he does
not always take the residents out too often
because one of the residents has some issues,

{Photographic Evidence Obtained)
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Continued From page 2

59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heslith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a ¢ i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

(b} Staff must be qualified to perform their
assigned duties consistent with their level of

training, pre fon, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
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responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.

{c} All staff must comply with the training
requirements of rule 59A-36.011, F.A.C.

{d) An assisted living facility Lo
provide sefvices to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff

the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

by

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure 1 (Administrator) of 3 sampled
staff were free from

Findings include:

A review of employee records conducted on
revealed that the Administrator who

had a hire date of has no

documentation stating she was free from
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During an interview conducted on at

10:18am with the Administrator he stated he did
nothave a . from last year.

Class i

A 085 59A-36.011(7) FAC Training - Nutrition & Food
$8=D| Service

{7} NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsibie for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facility. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
59A-38.012(1)(b). A certified food manager,
ticensed dietician, registered dietary technician or
heaith department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service,

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure the designated person
responsible for the facility's food service and
day-to-day supervision of food service obtained
an annual 2-hour continuing education.

Findings Included:

Record review conducted on of the
employee records revealed the Administrator had
not had an annual 2-hour continuing education in
food services since 2021.
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During an interview conducted on at
10:18am with the Administrator he stated he was
in charge of making sure the food services was in
order. He also stated he had never heard of the
required trainings before.
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