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408.823( ) FS In-person Visitation

{1) This section applies to .
centers as defined in s. 393.063,

hospitals licensed under chapter 395, nursing
home facilities liconsed under part Il of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care faciliies for the

.\ . licensed and certified
under part VIIl of chapter 400, and assisted living
facilities licensed under part | of chapter 429.

(2){a) No later than 30 days after the effective
date of this act, each provider shall establish
visitation poticies and procedures. The poticies
and procedures must, at a minimum, include

control and education policies for
visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors, which must meet or exceed
the standards in ss. 400.022(1)(b) and 429.28(1)
{d), as applicable; and designation of a person
responsible for ensuring that staff adhere to the
policies and procedures, Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and

procedures must allow consensual physicat
contact between a resident, client, or patient and
the visitor.
(b} Aresident, client, or patient may designate a
visitor who is a family member, friend, guardian,
or other individuat as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours dally in
addition to any other visitation autherized by the
provider. This section does not require an
essential caregiver to provide necessary care fo a
resident, client, or patient of a provider, and
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Continued From page 1

providers may not require an essential caregiver
to provide such care,

{c) The visitation policies and procedures
required by this section must aliow in-person
visitation in all of the following circumstances,
unless the resident, client, or patient objects:

1. End-of-life situations.

2. Aresident, client, or patient who was iving with
family before being admifted to the provider 's
care is struggling with the change in environment
and lack of in-person family support.

3. The resident, client, or patient is making one or
more major medical decisions.

4. Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently

5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
previously provided by a family member or
caregiver.

6. Aresident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitats, childbirth, including labor and
delivery.

8. patients.

(d} The policies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the
visitor violates the provider's policies and
procedures.

{e) The providers shall provide their visitation
policies and procedures to the agency when
applying for initial licensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.
{fy Within 24 hours after establishing the policies
and procedures required under this section,
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providers must make such policies and
procedures easily accessible from the homepage
of their websites.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to establish a comprehensive visitation
policy and procedure for the four residents of the
facility,

The findings include:

During interview on at 12:00 pm, the
Administrator provided the facility's visitation
policy. She confirmed that this was the most up to
date version of the policy she had.

Review of the facility's policy and procedure titled,
" Policies and Procedure for COVID 19" read,
"Due to the spread of this and the safety
and protection of the resident, caregivers and
everyone, we are having restriction on who can
visit the facility.” Further policy review reveated a
fetter to the famifies requesting them to schedule
their visit. The policy lacked information about
essential caregivers, about consensual physical
contact, or about which staff would be
responsible for monitoring the adherence to
policies and procedures. Photographic evidence
obtained.

At 3:00 pm on , the Administrator
confirmed her visitation policy was missing
required elements.
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CZ841

AHCA Form 3
STATE FORM

20-0007

s

H18811

If continuation sheet 3 of 12




PRINTED: 09/26/2023

FORM APPROVED

Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11968253 8. WING 08/01/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
27 ROLLING SANDS PR
GENTLE CARE ASSISTED LIVING 3
PALM COAST, FL 32164
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A000| Continued From page 3 ADB0
A000] Initial Comments. AD00

Arelicensure survey was conducted at Gentle
Care Assisted Living 3 on . Deficiences
were identified at the time of the survey.

AO078 53A-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 health care
provider certifying that there is a shortage of
testing materials satisfies the annuat
examination requirement, An
individual with a positive test must
submit a health care provider's statement that the
individuat does not constitute a risk of

2. If any staff member has, or is suspected of
having, a col i . such individ
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
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{b) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and experit
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
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.AC.
{d) An assisted living facility Lo
provide setvices 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 wifl 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 by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to obtain evidence of a negative

{ .)test for two of three employees
whose records were reviewed.

The findings included:
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Employee record review revealed that that the
Administrator had been working at the facility
since . Therewas  testwasin

. Further review indicated that
Employee B, Caregiver was hired in .
There was no skin test on file for Employee B.

In an interview on at 11:40 am with the
Administrator, she confirmed that there was no
annual skin tests for herself and Employee B.

Class i

429.52(1 & 7) FS; 58A-36.011(. ) FAC Training
- Staff In-Service

429.52(1)

{1} Each new assisted living facility employee
who has net 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
completed the required preservice orientation.
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
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Continued From page 6

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
).
{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
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
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.\ .. .. 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 53A-8.0098,

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

A081
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Continued From page 8

the facility'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 ensure that one of two employees
completed the preservice orientation before
interacting with residents.

The findings include:

Personnel file review for Employee A, Caregiver,
revealed a hire date of . The files had no
training certificate showing a preservice
orientation. Review of the staffing schedule
revealed that Employee A worked as a live-in
caregiver 4 days a week. She was observed
working at the time of survey on

In an interview at 11:40 am, the
Administrator confirmed that the there were no
certification of the preservice training in the
employee files. She stated that she would need to
obtain it.

Class Ili

59A-36.019(3) FAC Emergency Mgmt - Plan
Implementation

{3) PLAN IMPLEMENTATION.
{a) All staff must be trained in their duties and are

A081
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Continued From page 9

responsible for implementing the emergency
management plan.
{b} If telephone service is not available during an
emergency, the facility must request assistance
from local faw enforcement or emergency

in

communication.

This Statute or Rule is not met as evidenced by:
Based on record review, observation, and
interview, the facility falled to implement their
emergency environmental control plan (EECP)
policy and procedure to ensure staff were
knowledgeable in how to operate the generator,
and failed to maintain a minimum of 48 hours of
fuel on site. This could potentially put residents at
risk for health related problems during a power
outage.

The findings include:

Record review revealed the facility developed an
EECP dated to use in the event of
ioss of primary electrical power. The plan
included the use of a portable generator with
enough fuel to power Life Safety Systems, lights,
fans and refrigeration to maintain an air
temperature of 81 degrees or less for up to 96
hours in the common areas and resident rooms in
the facility.

During tour to view the generator on at
1:00 pm, a portable generator was observed on
the right side of the house adjacent to the wall.
The generator was in a plastic cage thathad a
broken top exposing the generator.
Approximately two from the generator, there
were two large barrels adjacent to the wall, One
was made of a white plastic, and the other one
was black rusted metal. Photographic Evidence

A182
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Continued From page 10

obtained.

During an interview with the Administrator on

at 1:10 pm, she explained the
generator used gasoline which was stored in the
two barrels. She stated she did not know for sure
how much gasoline would be needed to operate
the generator. When asked how much gasoline
was in the barrel, she stated she did not know.
She was asked to remove the lid of the barrel to
determine how much gasoline was in it, but said
she did not think anyone ever opened it. She
added that that there was a person who had been
hired to service the generator monthly and he
brought his own gasoline to do so.

When asked if she knew how to hook up and run
the generator she stated no, and added her
spouse was the one doing it, but he was
medically unfit, therefore they relied on the
technician who came once a month.

During an interview with Employee A, Caregiver,
on at 1:30 pm, she was asked if she
knew how to hook up and run the generator. She
said "no" and that she had been never been
trained, but could not remember. She would have
to call for someone to come help her if she
needed to operate the generator.

Employee record review indicated that Employee
Awas hired on as a live-in (24 hour)
caregiver for 4 days a wesk.

The facility's EECP poficy and procedure dated
read, "Al caregivers will be trained on
how to operate the emergency power system of
the facility. The Administrator will designate a
person to set- up and refill the gasoline of the
generator. Ten containers of five gallons gasoline
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Class It

will be stored in the garage to meet the required
72 hour runtime as required.”
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