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Initial Comments.

An unannounced Change of Ownership (CHOW),
Complaint (#2022013151 and #2022004075) and
Generator Monitoring survey was conducted on

and at The Heritage at
Delray. The facility had deficiencies related to the
CHOW and Generator Monitoring at the time of
the survey.

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 heaith 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 § 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 docurmented 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 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 col i . such individuat
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
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constitute a risk of transmitting a communicable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of

ion, training, ion, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. Al 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.A.C.
{d) An assisted living facility Lo
provide services 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 siaff.
{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 record review and interview, the facility
failed to ensure that 1 of 4 staff reviewed had
documentation of an annual negative

{ )examination in their file.
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The findings included:

A review of Certified Nursing Assistant (CNA)
Staff B's file and documents on

revealed she did not have current documentation
of a negative examination from a licensed
Health Care Provider. The documentation in her
file revealed the most recent . statement in her
file was dated

In an interview conducted with the Administrator
and Director of Wellness on at 1:28
PM, they were reminded that documentation of
the training had not been provided. The
Administrator stated she will ook for it again.

In an interview conducted with the Administrator
on at 4:16 PM, she was reminded
that the required  documentation was not in
Staff B's fite and had not been provided to the
surveyor. No documentation was provided during
the survey.

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
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must sign a statement that the employee

the required preservi i 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 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:
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{a) Staff who provide direct care to residents,
cther than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
58A-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
effering 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, shalt
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.
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2. Providing assistance with the activities of daily
tiving.

{e) 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.

{fy 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 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 1 of 4 staff reviewed had
documentation of the mandatory inservice
training in their file (Staff D).

The findings included:

During review of Resident Care Assistant (RCA)
Staff D's facility file and documents on

. it was revealed she was hired on

and works the 11:00 PM to 7:00 AM
shift providing direct care to residents. Review
also revealed that RCA Staff D did not have
documentation of Preservice Orientation required
prior to interacting with residents, or training in the
following areas:
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-Elopement Response Training

-Reporting Major Incidents

-Reporting Adverse Incidents,

-Facility Emergency Procedures

-Incident Reporting Training

-Resident Rights and Recognizing/Reporting
INeglect Training

Ir an interview conducted on at 12:50
PM, the Administrator was informed that

fon of the above i training
was not in RCA Staff D's file. She stated she
would lock for them.

In an interview conducted with the Administrator
and Director of Wellness on at 1:28
PM, they were reminded that evidence of the
documentation mentioned above had not been
provided. The Administrator stated she will look
for the documentation. No documentation was
provided during the survey.

Class Il
A 083 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
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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 techrician or paramedic currently
certified under chapter 401, Part ill, F.S., shaif 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 record review and interview, the facility
failed to ensure that 2 of 4 staff files reviewed had
documentation of validfcurrent First

Aid! , . ( )intheir
files (Staff C and Staff D).

The findings included:

During review of Resident Care Assistant (RCA)
Staff C's facility file and documents on

it was revealed that she did not have
current documentation of certification for First Aid
and in her file. Review also revealed that
RCA Staff C works the 3:00 PM to 11:00 PM shift
providing direct care to residents, and that her
current certification of First Aid/ dated

to had expired.

In an interview conducted on at12:50
PM, the Administrator was informed that the First
Aid/ certification in RCA Staff C's file had
expired. Arequest was made to her for current
documentation for Staff C, or for another staff
working the same shift.

During review of RCA Staff D's facility file and
documents on it was revealed that
she did not have documentation of certification
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for First Aid and i
revealed that RCA Sta

and Directer of Wetlne:

provided. The Adminis!
for the documentation.

on at4:16
that the First Aid/

RCA Staff C and RCA
been provided to the si

Class Il

(10)

care to such residents
hours of initial training

program between

8

n her file. Review also
ff D works the 1100 PM to

7:00 AM shift providing direct care to residents.

Ir an interview conducted with the Administrator

s8 on at 1:2

PM, they were reminded that documentation of
the First Aid/ certification had not been

trator stated she will look

In an interview conducted with the Administrator

PM, she was reminded
documentation was not in
Staff D's files and had not
urveyor. No documentation

was provided during the survey.

A 088 59A-36.011(10) FAC Training - ADRD

AND RELATED

{"ADRD") TRAINING
REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 464.4.6 of the Florida Building
Code, as adopted in rule 81G20-1.001, FAC,,
Florida Buiiding Code Adopted, must ensure that
facitity staff receive the following training.

(a} Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct

and staff who provide

direct care to residents with ADRD, shall obtain 4

within 3 months of

employment. Completion of the core training

and

shail satisfy this reqluireme‘nl. Facility stf;ff Who
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meet the requirements for ADRD training
providers under {g) of this
will be considered as having met this
requirement. Initial training, entitied "
and Related Level | Training,"
must address the following subject areas;
1. Understandung 's and related
2. Characterislics of H
3. Communicating with residents with 's
4. Family issues;
5. Resident environment; and,
6. Ethical issues.
{b) Staff who have successfully completed both
the initial one hour and continuing three hours of
ADRD training pursuant to sections 400.1755,
429.917 and 400.6045(1), F.S,, shall be
considered to have met the initial assisted living
tacitity and Refated
Level | Training.
{c) Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitled *
and Related Level il Training,” within 9
months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph {g) of this subsection, will be
considered as having met this requirement.
and Related Level
Il Training must address the following sub;ect
areas as they apply to these
1. Behavior management,
2. Assistance with ADLs,
3. Activities for residents,
4. Stress management for the care giver; and,
5. Medical information.
(d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
AHCA Form 3020-0001
STATE FORM e DRN21 f continuation sheet 10 of 24
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meets the requirements of paragraphs (a) and (b)
of this subsection, can be found in the document
"Training Guidelines for the Special Care of
Persons with s and Refated
. dated , incorporated by

reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32399-7000.
{e) Direct care staff shall participate in 4 hours of
conlinuing education annually as required under
section 429.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by section 429.62, F.S., and subsection
{1) of this rule, or 3 of the 6 hours of continuing
education for extended congregate care required
by subsection (7) of this rule.
(f) Facility staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
section 429.178, F.S,, within three (3) months of
employment. "Incidental contact” means afl staff
who neither provide direct care nor are in regular
contact with such residents.
(g} Persons who seek to provide ADRD training in
accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor's degree from an
accredited college or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with

or related ,or
2. Three years of practical experience in a
program providing care to persons with

or related ,or
3. Completed a specialized fraining program in
the subject matter of this program and have a
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minimum of two years of practical experience in a
program providing care to persons with

or related
(R) With 1o requi ing
{g). a Master's degree from an accredited college
or university in a subject related to the content of
this training program can substitute for the
teaching experience. Years of teaching
experience related to the subject matter of this
training program may substitute on a year-by-year
basis for the required Bachelor's degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 2 of 4 staff files reviewed had
documentation of ‘s and
Related (ADRD) in their files (Staff A
and Staff D).

The findings included:

Areview of Staff A's facility file and documents on
reveaied she was hired on
. serves as the Administrator of the
facility, and has reguiar contact with residents
with ADRD who reside in a secured area, did not
have documentation of ADRD training in her file.

Areview of Resident Care Assistant Staff D's
faciiity file and documents on

revealed she was hired on and
provides direct care to residents with ADRD who
reside in a secured area, did not have
documentation of ADRD training required within
the first 3 months of hire in her file.

In an interview conducted with the Administrator
and Director of Wellness on at 1:28
PM, they were reminded that documentation of

A088
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the training for Staff A and Staff D had not been
provided. The Administrator stated she will look
for it again.
Ir an interview conducted with the Administrator
on at 4:16 PM, she was reminded
that anyone in regular contact with residents with
ADRD must have the training. No documentation
was provided during the survey.
Class Il
A090| 59A-36.011(11) FAC Training - A090

an

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding

{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the faciiity's policy and procedures
regarding within 30 days after
employment.

{c} Training shall consist of the information
included in rule 59A-36.009, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 1 of 4 staff reviewed had
documentation of the facility's Policy and
Procedures for

{ ) training in their file (Staff D).

The findings included:
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During review of Resident Care Assistant (RCA)
Staff D's facility file and documents on

revealed she was hired on

and works the 11:00 PM to 7:00 AM
shift providing direct care to residents. Review
also reveated that RCA Staff D did not have
documentation of training in her file.

In an interview conducted with the Administrator
on at 12:30 PM, she was informed
that documentation of the training was not
in RCA Staff D's file. She stated she would look
forit.

In an interview conducted with the Administrator
and Director of Wellness on at 1:28
PM, they were reminded that the decumentation
mentioned above had not been provided. The
Administrator stated she will look for the

ion. The requested ion
was not provided during the survey.

Class Ili

A 200 59A-36.025 FAC Emergency Environmentat
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

A0S0
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source such as a generator(s), maintained at the
assisted living facility, to ensure that current
ticensees of assisted living facilities will be
equipped to ensure air temperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum 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 times and thatis
appropriate for resident care needs and life safety
requirements. For planning purposes, no less
than twenty (20) net square per resident
must be provided. The assisted living facliity may
use eighty percent (80%) of its licensed bed
capacity as the number of residents to 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
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.8. 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

A200
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mental capabilities and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not fimit 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) howrs 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 o
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to Chapter 252, F, 8. must maintain an
alternative power source and fuel as required by
this subsection at all imes when the assisted
fiving facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability If
evacuation is necessary.

b. Assisted living facifities located on a single
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.

c. 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

A200

AHCA Form 3
STATE FORM

20-0007

s

DRN211

f continuation sheet 16 of 24




Agency for Health Care

PRINTED: 01/17/2024

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11968466

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

12/14/2023

NAME OF PROVIDER OR SUPPLIER

THE HERITAGE AT DELRAY

DELRAY BEACH, FL 33484

STREET ADDRESS, CITY, STATE, ZIP CODE
5859 HERITAGE PKWY

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A200

Continued From page 16

power there is sufficient fuel available for the
alternate power source o maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours after the
foss 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
fess must store 48 hours of fuel onsite.

b. Afacility with a licensed 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 living facility may utilize
portable fuel storage containers for the remaining
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 allowable by the
ordinance or regulation 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

A200
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monoxide alarm.

(2) SUBMISSION OF THE PLAN.

{a) Each new assisted living facility shall submit
the plan required under this rule prior to obtaining
a license.

(b} Each existing assisted living facility that
undergoes any additions, modifications,
alterations, refurbishment, renovations or

rect ion that require ification of its
systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the county emergency management
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 plan, sither in electronic or paper
format, upon request.

(b) Within 30 days of the approval of the plan
from the county emergency management agency,
the assisted living facility shall submit in writing
proof of the approval to the Agency for Health
Care Administration to
assistedliving@ahca.myflorida.com.

{c} The assisted living facility shall submit a
consumer-friendly summary of the emergency
power plan to the Agency. The Agency shall post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on its website within ten
(10) business days of the plan's approval by the
county emergency management agency and

A200
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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 rule shall, no later than

. . have implemented the plan
required under this rule.
{b} Each new assisted living facility shall
imptement the plan required under this rule prior
to obtaining a license.
{c} 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.
{5} POLICIES AND PROCEDURES.
{a) Each assisted living facility shall develop and
implement written policies and procedures o
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuet
required for the operation of the alternate power
source. The procedures shall ensure that
residents do not experience complications from

ions in air inside
the facility. Procedures must address the care of
residents occupying the facility during a declared
state of i ,a iption of
the methods to be used to mitigate the potential
for heat refated 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

e of icines requiring refri i

3. Weliness checks by assisted living facility staff

A200
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to monitor for signs of . and heat
injury; and
4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.
(b} Each assisted living facility shali 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
tiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes 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 legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by
taw.
{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 i, or Chapter 408, Part ll, F.S., including, but
not fimited to, license revocation, license

ion, and the ition of ini

fines.

{7} COMPREHENSIVE EMERGENCY

MANAGEMENT PLAN.

{a) Assisted living facilities whose comprehensive
planis to it

must comply with this rule.

(b} Each facility whose plan has been approved

shail submit the plan as an addendum with any

A200
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future submissions for approval of its

plan.

compi
(8) NOTIFICATION.

{a) Within five (5) business days, each assisted
fiving facility must notify in writing, unless
ission for electronic ication has

iegal representative:

assisted living facility.

upon request,

The findings included:

been granted, each resident and the resident's

1. Upon the initial submission of the plan to the
county emergency management agency that the
plan has been submitted for review and approval;
2. Upon final implementation of the plan by the

3. Annual submissions and approvals of the plan
do not require notification to residents or their
tegal representatives unless a significant
modification as defined in Rule 59A-36.019,
F.A.C., has been made to the plan.

{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,

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to timely submit a
request for approval of their Emergency
Environmentat Controf Plan (EECP) to the focal
Emergency Management Division following a
Change of Ownership (CHOW).
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The facility has a capacity for 167 residents and
on the resident census was 79.

Ir an interview conducted with the Maintenance
Director on at 11:12 AM, he stated
they currently have loaner generators from the
generator company that services their systems.
He stated they would power to the common areas
(kitchen, haltways, lobby, recreation rooms,
emergency lighting). He stated they have a
generator that operates on Natural gas that
powers the ballroom and office/lobby area where
residents would be placed in the big balfroom.
He stated they have air mattresses that they
would place in the area. He further stated that
pefore the sale of the building the big generator
they had under the previous owner broke down.
He stated the new company stated they will be
buying and installing a new one.

On at 11:38 AM, a further interview
was conducted with the Maintenance Director
who stated he spoke with the generator company
representative and they said they will try to send
him something. The representative also stated
the agreement they had with the facility while it
was the prior owner is gone because the prior
owner took everything with them.

On at 11:41 AM, an interview was
conducted with the Administrator who stated the
generator is on a month-to-month rental, and
provided the invoices from the generator
company from | . when the change of
ownership occurred, to present. Observation was
made by this surveyor on at 11:41 AM
of a fixed {(name of generator manufacturer) 150
KW generator that operates on natural gas
located outside the model apartment located in
the Northwest corner of the Independent Living

A200
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section of the facility.

On + the Maintenance Director
provided this surveyor with a tour of the area on
the South side of the Assisted Living section of
the facility where the "“temporary” generator is
located. Observation revealed a large (unmarked)

generatorona b heel trailer
iocated by the operable generator.

In an interview conducted with the Maintenance
Director on at 12:28 PM, he was
asked for the facility's Emergency Environmental
Control Plan (EECP) letter. This surveyor
explained that it is required as there was a
substantial change (CHOW) and they have a
rented {oaner generator. It was revealed the
CHOW took place on . He stated the
Administrator would know about it and proceeded
to telephone the Regional Director of
Maintenance (RDOM). This surveyor informed
the RDOM of the requirement, the County entity
that approves the plan or denies it, and the letter
of approval. He stated he was not sure they had
one.

In an interview conducted with the Administrator
and Director of Wellness on at 1:21
PM, this surveyor explained what the EECP was,
versus what the CEMP was, that they are two
separate documents, the submission process,
and that review and approval is by the local
County Emergency Management Division. The
Administrator stated she was not sure about it
and that she was emailing the corporate office to
check on the status.

In an interview conducted with the Administrator
on at 2:27 PM, this surveyor had an
ive ion with her ing the
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EECP. in addition, an extensive explanation was
given again regarding the difference between the
CEMP (for which she has approval} and the
EECP. She was again provided with an
exptanation of the submission process, the
County entity to send it fo, what it is and why itis
needed. She then stated she had submitted i, it
was rejected, and pointed to the CEMP letter.

This surveyor again explained the difference, and
that the CEMP was approved, and to contact the
iocal County Emergency Management Division
for assistance. She restated she thought that she
had submitted it, it was rejected because she has
to put it in their template, and that she has iton
her desktop. This surveyor asked her to provide a
screenshot of the document, and she stated she
cannot because the Internet is still down.

In an interview conducted with the Administrator
on at 4:04 PM, she stated she wilt
have to do a new one (EECP packet) from
scratch as she did not have one which reflected
the change in ownership which took place in
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