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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 completion, the
employee and the administrator of the facility
must sign a statement that the employee

the required preservice ori 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
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 ieast 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 prior to interacting with residents,

{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
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record.
{d} In addition to topics that may be chosen by
the facifity administrator, the preservice
orientation must cover:
1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
faciiity staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home heaith 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
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.
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2. Recognizing and reporting resident .
neglect, and | . The facility must use its
prevention policies and procedures when
offering this training.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 53A-8.0095,
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.
() Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.
{f) All facility staff shall receive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
(30) days of employment.
1. All facility staff shall be provided with a copy of
the 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 observation, interview and record
review, the facility faited to provide in-service
training for control: reporting major
incidents; facility emergency procedures including
chain-of-command and staff roles refating to

A081
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assisted living facility; recognizing and reporting
resident ,neglect, and | the
facility's resident elopement response policies
and procedures within thirty (30) days of
employment. for two out of twenty-one sampled
staff (Staff AAC & Staff AAD).

Findings included:

Record review for Staff AAC (caregiver) hired
showed there was no documentation of
facitity's in-service training for reporting major
incidents; facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation; resident rights in an
assisted living facility; recognizing and reporting
resident , neglect, and
training's.

Record review for Staff AAD (caregiver) hired
showed there was no documentation of
facility's in-service fraining for control;
reporting major incidents; facility emergency
procedures including chain-of-command and staff
roles relating to emergency evacuation; resident
rights in an assisted living facility; recognizing and
reporting resident , neglect, and
) ; resident behavior and needs and
elopement training’s.

On at 12:30 PM, the Administrator
acknowledged that there was no documentation
that Staff AAC and AAD had the required facility's
in-service training on file.

Class Ili
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Initial Comments.

A re-icensure biennial survey in conjunction with
a complaint investigation (complaints
#2023004635, #2023004665 and #2023004331)
were conducted at Plaza at Parksquare from
through . The provider had
deficiencies identified at the time of the survey.

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

{7) MEDICATION LABELING AND ORDERS.
{a) The facility may not store prescription drugs
for seif-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, £.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

i as i in ion (2), no
individual other than a pharmacist may transfer
medications from one storage container to
another.
{c} If the directions for use are "as needed"” or "as
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
medication and any limitations must be specified;
for example, "as needed for, |, notto exceed 4
tablets per day.” The revised instructions,

A0DC
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health 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 piace an "alert” label 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 refiled in a timely manner.
(g) Pursuant to Section 465,0276(5), F.S., and
Rule 61N-1,006, 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,
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they must be kept in a container that bears a
label 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 485.0276(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 electronic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that prescriptions for residents
who received assistance with self-administration
of ion or icath ini ion were
filled or refilled in a timely manner for 1 out of 119
sampled residents (Resident #89).

Findings included:

On at 8:11 AM, the Director of
Resident Care stated that one pill of a controlied
drug had missed but he could not remember
which pill was or for which resident.

On at 11:25 AM, the Assistant
Director of Nursing confirmed the missed
medication was for Resident #89. She added that
the pill had out of the package, and she
found the pilf on the floor next to the medication
cart. The Assistant Director of Nursing further
stated that she discarded the medication and
documented it on the controlled drug record.
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Continued From page 3

Review of the controlied drug record for Resident
#89 showed she had prescribed N 1
MG and "t wasted" was written on the quantity
{aty) given section for at 6:00 AM.

Review of medication records for Resident #89
showed no documentation the facility had
contacted the health care provider to refill the
missing dose.

Class Ili

58A-36.019(3) FAC Emergency Mgmt - Plan
Implementation

(3) PLAN IMPLEMENTATION.
{a) All staff must be trained in their duties and are
responsible for implementing the emergency
management plan.
(b} I telephone service is not available during an
emergency, the facility must request assistance
from local law enforcement or emergency

in

p
communication.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that five of twenty-cne sampled
staff were capable of implementing the
emergency plan {Administrator, Director of
Resident Care, Staff Y, Executive Chef,
Maintenance Supervisor.

Findings:

Observation on at 7:30AM revealed
the Director of Resident Care, Staff Y (Medication
Technician), the Executive Chef, and the
Maintenance Supervisor were at the facility.
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Interviewed on at 7:20AM when
asked to identify the focations of the

monoxide detectors, the Maintenance Supervisor
stated, "l am clueless." The Maintenance
Supervisor then turned to the administrator for an
answer. When asked to identify the cooled
spaces in the event of a power outage and where
the residents would be place, the maintenance
supervisor stated in the multi-purpose room only,
Areview of the Emergency Power Plan
documented the multi-purpose, 3rd floor common
area, and 4th floor common area as the cooled
spaces.

Interviewed on at 7:20 AM when
asked where the monoxide detectors
were, the Administrator stated that she knew who
to ask and that she would contact the corporate
office to find an answer.

Interviewed on at 7:30 AM when
asked to start the fixed generator in the case of
an emergency, the Executive Chef stated that he
did not know how to do it.

Areview of the emergency power plan revealed
that the fixed generator powered the emergency
fights, refrigeration, and auxiliary systems.

Interviewed on at 9:00 AM when
asked to start the generator, the Director of
Residential Care asked the Maintenance
Supervisor to follow him to the generator room,
When asked again to start the generator the
Director of Resident Care was unable fo start the
fixed generator after he looked at the various
switches on the panel. He stated further, "l don't
know, but there is a training scheduled next
week.” When asked where the emergency food
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was stored, the Director of Residential Care
stated that it was in the kitchen. Observation
revealed that the emergency food was stored on
the 10th fioor. When asked about the cooled
spaces for residents in the event of an
emergency, the Director of Residential Care was
unable to identify the areas in accord with the
emergency power plan (EPP).

Interviewed on at 8:58 AM when
asked to start the generator, Staff Y (Medication
Technician/Caregiver) was unable and stated,
“We're supposed to receive training this
morning.”

Interviewed on at 11:48 AM the
Administrator stated that everyone was trained a
few days earlier and some of them were not
paying attention because they were 100 busy on
their celtular phones.

According to the Florida Disaster database,
Hurricane Season is the time of the year when
tropical cyclones, tropical | , tropical
storms, and hurricanes develop. The Hurricane
season will begin on and wilt end on

According to the Environmental Protection
Agency (EPA), " monoxide is a coloriess,
odoriess gas which at high levels can cause
serious lllness and . monoxide
alarms are widely available and should be
considered a -up to but not a replacement
for proper instaliation, use, and maintenance of
fuel . appliances. alarms are
designed to warn you of any unusual build-up of

monoxide in your home. There higher
tevels of CO may occur from improperly
maintained, installed, or used fuel-
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appliances, drafting appliances or
fireplaces, or idling cars in garages.”
Class Il
A 200 59A-36.025 FAC Emergency Environmentat A200

$8=1| Control

58A-36.025 Emergency Environmental Control
for Assisted Living Facilities.
{1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shail prepare a detailed plan ("plan”) to serve as
a to its Compl i
Plan, to address

environmental controt in the event of the loss of
primary electrical power in that assisted fiving
facitity 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 wili be
equipped to ensure air temperatures wilt
be maintained at or below 81 degrees Fahrenheit
for a rinimum 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 imes and that is
appropriate for resident care needs and life safety

Lt ts. For planning no less
than twenty (20) net square per resident
must be provided. The assisted living facility may
use eighty percent (80%) of its ficensed bed
capagcity as the number of residents o 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
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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
shaif be located in an area(s) in accordance with
{ocal zoning and the Florida Building Code.

3. Each assisted living facility is unique in size;
the types of care provided; the physical and
mental capabifiies and needs of residents; the
type, frequency, and amount of services and care
cffered; 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 will 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
pursuant to chapter 262, ¥, 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

A200
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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
fiooding 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
ioss of primary electrical power during a declared
state of emergency. The plan must include
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
tess must store 48 hours of fuel onsite.

b. Afacility with & ticensed capacity of 17 or more
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

A200
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fuel necessary for ninety-six (96) 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 limit 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
ordinance or regutation and a reliable method to
obtain the maximum additional fuel at least 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 88AER17-1 will require resubmission 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
a license.

{c} Each existing assisted living facility that

4 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

A200
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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 faciiity 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 pian, sither in electronic or paper
format, upon request.
(b) Within two (2) business days of the approval
of the plan from the local 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 submita
consumer-friendly summary of the emergency
power plan to the Agency. The Agency shall post
the summary and notice of the approval and
imptementation of the assisted living facility
emergency power plans on its website within ten
{10) business days of the plan's approval by the
iocal emergency management agency and
update within ten (10) business days of
implementation.
{4} IMPLEMENTATION OF THE PLAN.
(a} Each assisted living facility licensed prior to
the effective date of this rute shall, no fater than

. , have implemented the plan
required under this rule.
(b} The Agency shall allow an extension up fo

. to providers in compliance with

paragraph (c) below and who can show delays
caused by necessary construction, delivery of
erdered equipment, zoning or other regulatory
approval processes. Assisted living facilities shal

A200
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notify the Agency that they will utifize the
extension and keep the Agency apprised of
progress on a quartetly 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 approval processes wifl
occur beyond the initial extension date, the
assisted living facility may request a waiver
pursuant to section 120.542, F.8.

{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 252, F.S.
must either:

a. Fully and safely evacuate its residents prior to
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

A200
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implement the plan required under this rule prior
to obtaining a license.
{e) Existing assisted living 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 shaif implement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishment, renovations or
reconstruction.
{f} The Agency for Heaith Care Administration
may request cooperation from the State Fire
Marshal to conduct inspections to ensure

ion of the plan in i with this

rule.
{6} POLICIES AND PROCEDURES.
(a} Each assisted living facility shali develop and
implement written poticies and procedures to
ensure that the assisted [iving facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuel
required for the operation of the alternate power
source. The procedures shall ensure that
residents do not experience complications from

fons in air es inside
the facility. Procedures must address the care of
residents occupying the facility during a declared
state of A ifi ,a iption of
the methods te be used to mitigate the potential
for heat related injury including:
1. The use of cooling devices and equipment;

2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the
i e of ich 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

A200
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from emergency services for residents whose life
safety is in jeopardy.
{b) Each assisted living facility shalt 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
fiving facility staff must be readily available to
access the policies and procedures and produce
the d i ion. For 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 fegal representative, designee,
surrogate, guardian, attorney in fact, or case
manager,; each resident's estate; and such
additional parties as authorized in writing or by
faw.
(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 1, or chapter 408, part I, F.S., including, but
not fimited to, license revocation, ficense

ion, and the & ition of ini

fines.

(7) COMPREHENSIVE EMERGENCY

MANAGEMENT PLAN.

{a) Assisted living facilities whose comprehensive
planis to

must comply with this rule,

{b) Each facility whose pian has been approved

shail submit the plan as an addendum with any

future submissions for approval of its

compi plan.
{8) NOTIFICATION.
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{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 pian 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 notifications are maintained in an electronic
format, facility staff must be readily available to
access and produce the notifications, For
purposes of this section, "readily available”
means the ability to immediately produce the
notifications, either in electronic or paper format,
upon request,

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to maintain and immediately activate an
alternate power source fo avoid that residents
endure fluctuations in air temperature
inside the facility in case of a power failure. The
facility's main generator did not power any cooling
system or devices and the facility was unable to
start the generator that was to cool the facility.

Findings:

Interviewed on at 9:45 am, the
Engineering Assistant stated that the facility's
main generator did net provide power for the
designated emergency "cool areas”. Engineering

A200
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secondary generator to power three spot coolers
for the designated cool areas on the 1st, 3 td, and
4th floors.

Observation on at 10:18 am showed a
generator chained 1o a frailer that was inside a
docking bay. Further cbservation showed the
trailer tires were deflated.

Interviewed on at 10:18 am, the
Engineering Assistant stated that to start the
generator the traiter would have to be moved out
to the sireet and connected to a junction box.
Engineering Assistant also stated that the spot
coolers would then be moved to the "cool areas.”

Interviewed on at 10:18 am Managing
Director, when asked if the facility was able to
activate the generator, he stated that the
generator could not be started inside the building,
and the facility would have to contact the
generator company to move the generator and
setitup.

Interviewed on at 10:18 am when
asked if the generator had ever been tested, The
Director of Resident Care stated that he did not
know. The Engineering Assistant stated that it
had been tested “about three months ago.” The
Engineering Assistant also stated that the
generator company was scheduled to set up the
generator and provide staff training.

Interviewed on at 10:18 am, the
Managing Director, when asked if the cooling
areas could be powered by the main generator or
if the facility was able to start the second
generator he stated, "No” When asked how
many residents could be cooled at the time of the

A200

interview, he stated, "Zero."
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