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{8) MEDICATION STORAGE AND DISPOSAL.
(a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
{ocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b} Both prescription and over-the-counter
edications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is i and d

by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The faciiity's rules and reguiations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.006, F.A.C.

{c} Centrally stored medications must be:

1. Kept in a focked cabinet; focked cart; or other
focked storage receptacle, room, or area at alf
times;
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2. Located in an area free of dampness and

, except that a
requiring refri fon must be kept
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;
3. Accessible to staff responsible for filling
i~ i assisting with i
of or inisterd ication. Such
staff must have ready access to keys or codes to
the medication storage areas at afl times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed.
{d) ication that has been di: i but
has not expired must be returned fo the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's health care provider.
{e) When a resident's stay in the facility has
ended, the administrator must return all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
atleast 15 days, the resident's medications are
stifl at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{fy Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
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resident's record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.

{g) Facilities that hold a Special-ALF permit
igsued by the Board of Pharmacy may return
dispensed medicinal drugs to the dispensing
pharmacy pursuant to Rule 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observations, record review, and
interview the facility failed to ensure 2 of 2
sampled residents received assistance with
self-administration. (#2, #11)

Findings:

1. On at 10:46am observations
revealed unsecured over-the-counter medications
{OTC) in Resident #11's room. The medications
consisted of . ., . 350mg,
24hr indoorfoutdoor Fa—

12mg gummies, Cranberry Gummies

. Tract Heaith, Align Probiotic Bloating
Retief, 50mg, and Align Probiotic Gut Health
& immunity Support. The resident was asked if
she does her own meds. The resident stated "the
facitity does my medications, and my daughter is
coming today. Can | give the medications to her
to take home?”

Acrecord review of Resident #11's chart revealed
she needs assistance with self-administration.

On at 11:03am the Memory Care
Director (MCD) stated, "resident #11 requires
assistance with self-administration. MCD was
informed that the resident had unsecured OTC
medications in her room. The MCD was taken to
the residents’ room to remove the medications.

ADBS
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The resident appeared to become upset and
stated to the MCD that she could not take the

fcati and couid not as they
were only over the counter. The resident asked
that the medications be given to her daughter.
The MCD stated o the resident that the
medications will be returned or placed on the cart
once she gets an order from the doctor.” Further
review of Resident #11 Physician Order Report
and Medication Observation Record revealed
Resident #11 has an order for the 24hr
indoorfoutdoor . .. andthe 12mg
gummies.

2. On at 10:32 am, a bottle of

., 500 mifligram tablets was seen
on a dresser in resident #2's room. The resident
said he occasionally took them with the last time
being probably last week.

Areview of resident #2's health
assessment form (1823) revealed he needed
assistance with self-administration of
medications.

The resident's record did not have a health care
provider's order for s and no order
for the resident to self-administer it.

On at 3 pm, a request was made to the
corporate marketer to speak with the director of
nursing (DON) to discuss the findings. The
corporate marketer said she would have the DON
respond to the conference room. The DCN never
responded.
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A 078 59A-36.010(2) FAC Staffing Standards - Staff AOT8
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(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 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 personnel record reviews and
interviews, the facility failed to obtain the annual

{ . )exam for 2 of 6 sampled staff
{B & E) as required by a healthcare provider.

Findings:

1. Unlicensed caregiver B's record review
revealed a hire date of . The last
negative { )exam was completed
on {two years ago). There was no

documented evidence that a negative exam
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Continued From page 6

was completed for the years 2023 and 2024.
{Photographic Evidence Obtained)

On at 2:45 PM, an interview with the
new Business Office Manager confirmed the
finding.

2. Areview of nurse E's personnel records
revealed not a hire date, but an offer of
employment dated

An written statement from a health care
provider documenting the nurse did not have
signs and symptoms of a communicable

and an negative exam was made
available for the nurse.

On at 3 pm, the business office manager
provided a freedom from communicable
statement dated . However, there was
only an unintelligible health care provider
signature. There was not a printed name and
credentials to determine the validity of the
examiner. The business office manager was
asked who the examiner was, and she could not
decipher the signature either.

Class i

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

429.52
{1){a) Each new assisted living facility employee

A078

A081
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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 compietion, the
employee and the administrator of the facility
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.
{b} Each assisted living facility employee must
complete the training required under s. 430.5025.
However, an employee of an assisted living
facility licensed as a limited mental health facility
under s. 429.075 is exempt from the training
requirements under s. 430.5025(4)(d).
{c} If an assisted living facility employee
completes the 1-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice crientation required under paragraph
{a).

(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

A081

AHCA Form 3
STATE FORM

20-0007

s

BFUOT

If continuation sheet 8 of 3§



Agency for Health Care

PRINTED: 06/19/2024

FORM APPROVED

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

AL11969452

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

06/12/2024

NAME OF PROVIDER OR SUPPLIER

HARBORCHASE OF DR PHILLIPS

7233 DELLA DRIVE

ORLANDO,

FL 32819

STREET ADDRESS, CITY, STATE, ZIP CODE

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

A081

Continued From page 8

orientation of at least 2 hours to all new assisted
iving 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 facility 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. Facifity
administrators or managers shall provide or
arrange for the following in-service training to
facitity staff:
(a} Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health 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 1810.1030, relating to borne
. . . Mmay be used fo meet this
requirerment.
{b} Staff who provide direct care to residents
must receive a minfmum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:

A081
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Continued From page 9

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 fo 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 facility.

2. Recognizing and reporting resident N

negtect, and | . The facifity 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

foliowing subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

fiving.

{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

handfing 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 facifity's resident elopement respense policies

and procedures.

2. All facility staff shall demonstrate an

understanding and competency in the

implementation of the elopement response

policies and procedures.

A081
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This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and
interviews, the facility failed to ensure that 1 of 4
sampled staff (C) completed two-hours
preservice orientation training prior to interaction
with residents & signed by both Administrator and
Employee.
2) completed the facifity specific elopement
response ftraining.
3) one hour control training related to the
facitity's policies and procedures.
4) and 2 of 4 sampled staff (B, C) completed the
1-hour facility specific to , Neglect and
., (ANE) training as required within 30
days of employment.
5)and 1 of 6 sampled staff (E) received training
within 30 days of employment that covered facility
emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
Findings:
1. Unlicensed caregiver B's record review
revealed a hire date of - There was no
documented evidence in the file for the following
training:
a) no 1-hour , Neglect and
training specific to the facility's policies and
procedures.
2. Unlicensed caregiver C's record review
revealed hire date . There was no
AHCA Form 3020-0001
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documented evidence in the file for the following
training:

a) no two hours preservice orientation training.
) no elopement response training specific to the
facility's policies and procedures.

€) no 1-hour controf training specific to
the facifity's policies and procedures.

d)no 1-hour . Neglect and

training specific to the facility's policies and
procedures.

On at 2:45 PM, an interview with the
new Business Office Manager confirmed the
findings.

3. On at 1:40 pm, a request was made
for personnel records, including nurse E's.

On at 2 pm, the personnel records were
still not provided.

3. On at 1:40 pm, a request was made
for personnel records, including nurse E's.

On at 2 pr, the personnel records were
still not provided.

On at 2:45 pm, the administrator was
informed nurse E's personnel record was not
provided.

Areview of nurse E's personnel documents that
were provided revealed not a hire date, but an
offer of employment dated 11/12/20.

The documents did not include documentation to
indicate the nurse received fraining that covered
facitity emergency procedures including

A081
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chain-of-command and staff roles refating to
emergency evacuation.

On at 4:40 pm, the business office
manager said there were no other personnel
documents for nurse E.

Class Ili

58A-36.011(6) FAC 429.52(8), FS Training -
Assis Self-Admin Meds & Med Mgmt

59A-36.011
(6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
if- inistration of ications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.52(6), F.S
prior to assuming this responsibility. Courses
provided in fulfilment of this requirement must
meet the following criteria:
(a} Training must cover state law and rule
requirernents with respect o the supervision,

i 3 inis ion, and of
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of
taking icati as p ibed; re ition of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shatf
include demonstrations of proper techniques,

A081

A084
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Continued From page 13

including techniques for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.
{b} The training must be provided by a registered
nurse or licensed pharmacist who shalt issue a
training certificate to & trainee who demonstrates,
in person and both physically and verbally, the
ability to:
1. Read and understand a prescription label;
2. Provide assistance with self-administration in
accordance with section 429.256, F.S., and rule
59A-36.008, F.A.C., including:
a. Assist with oral dosage forms, dosage
forms, and | ; and
dosage forms;
b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;
c. Recognize the need to obtain clarification of an
“as needed" prescription order;
d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's heaith care provider or facility
employer of inability to assist in the administration
of such orders;
e. Complete a medication observation record;
f. Retrieve and store medication;
g. Recognize the general signs of adverse
reactions to medications and report such
reactions;
h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and . that are prefilled by the

by taking the ication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i Assist with B

AD084
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jUsea to perform o
testing;

k. Assist residents with .
and continuous positive airway pressure {CPAP)
devices, excluding the titration of the
fevels;
1. Apply and remove stockings and
hosiery;
m. Placement and removal of , bags,
excluding the removal of the . or
manipuiation of the site; and,
n. Measurement of , s rate,
temperature, and .., , rate.
{c) Unlicensed persons, as defined in section
429.256(1)(b), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing

i with ini: cath
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided oniine.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have

ly 4 hours of

with self-administration of medication training
must complete an additionat 2 hours of training
that focuses on the topics listed in
sub-subparagraphs {6)(b)2.h.-n. of this section,
before assisting with the seif-administration of
medication procedures listed in
sub-subparagraphs (8)(b)2.h.-n.

429.52

{6) Staff assisting with the self-administration of
medications under s, 429.256 must complete a
minimurm of 6 additional hours of training
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Continued From page 16

provided by a registered nurse or a ficensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed fo ensure that 1 of 5 sampled
staff (B) completed annual two hours of
continuing education training in assisting
residents with self-administration of medications
procedures as required.

Findings:

Unlicensed caregiver B's record review revealed
hire date . She completed the 6 hours
initial medication training assistance on

{two years ago). There was no documented
evidence that two hours annual medication
update training was completed for 2023 and
2024.

(Photographic Evidence Obtained)

On at 2:45 PM, an interview with the
new Business Office Manager confirmed the
finding.

Class Ili

59A-36.011(11) FAC Training -

{11
TRAINING.
{a) Currently employed facility administrators,

AD084
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Continued From page 16

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 personnel record review and interview,
the facility failed to ensure that 2 of 5 sampled
staff (B, C) completed the one hour

) training of the facifity's
policies and procedures within 30 days after
employment as required.

Findings:

1. Unlicensed caregiver B's record review
revealed a hire date of . There was no
documented evidence in the file that the

training was completed.

2. Unlicensed caregiver C's record review
revealed a hire date of . There was no
documented evidence in the file that the

training was completed.

On at 2:45 PM, an interview with the
new Business Office Manager confirmed the
findings.

Class Il

A0S0
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59A-36.015(1) FAC Records - Facility

59A-36.015 Records.

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

{1) FACILITY RECORDS. Facility records must
include:

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

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

{c} Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph

o)

A180

A180
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{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 58A-36.019, F.A.C., that must
be readily available by facility staff.

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

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

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 59A-36.006, F.A.C.
(h} If the facility advertises that it provides special
care for persons with ‘s or
related . a copy of alf such facility
advertisements as required by Section 429.177,
F.8.

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

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

(k) Al fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant
to Section 429.435, F.S., and rule Chapter
69A-40, F.A.C., issued within the last 2 years.

(1) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 84E-12, FAC.,
issued within the last 2 years.

{m) Pursuant to Section 429.35, F.S., all

and

survey, i

AHCA Form 3020-0001
STATE FORM

s

BFUOT

f continuation sheet 19 of 35



Agency for Health Care

PRINTED: 06/19/2024

FORM APPROVED

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

AL11969452

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

06/12/2024

NAME OF PROVIDER OR SUPPLIER

HARBORCHASE OF DR PHILLIPS

7233 DELLA DRIVE

ORLANDO,

FL 32819

STREET ADDRESS, CITY, STATE, ZIP CODE

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

A180

Continued From page 19

investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.

{n) The facility's resident elopement response
policies and procedures.

{0} The facility's documented resident elopement
response drills.

{p} The facility's policies and procedures pursuant
to subsection 59A-36.007(10}, FA.C.;

(g} The facility's prevention policies and
procedures;

{r} The facifity's medication practices;

{s} The facility's policy on physicat H

(t) The facility's policy on assistive devices;

{u) The facility's policy on third-party providers;
{v} The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.S.;

{w) For faciliies licensed as limited mentai health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, FAC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on review of the facility's fire inspection
and interview, the facility failed to maintain a
satisfactory inspection.

Findings:

Areviewofa fire Inspection revealed the
facitity had violations at the time of the inspection.

On at 11:24 am, the administrator
confirmed the finding.

Class i
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59A-36.025 FAC Emergency Environmentat
Control

59A-36.028 Emergency Environmentat Controt
for Assisted Living Facilities.
(1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shaif prepare a detailed plan ("plan”) to serve as
ast to its Compl i

Plan, to address
environmental control in the event of the loss of
primary electrical power in that assisted living
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
ficensees 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 imes and that is
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 facility 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

A200

A200
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monitoring residents for signs of heat refated
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
shail be located in an area(s) in accordance with
iocal zoning and the Florida Building Code.

3. Each assisted living facility is unique in size;
the types of care provided; the physical and
mental capabifities and needs of residents; the
type, frequency, and amount of services and care
offered; 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 wil 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 252, F, S. must maintain an
alternative power source and fuel as required by
this subsection at all times when the assisted
fiving facility Is occupled but is permitted to utilize
a mobile generator(s) to enable portability if
evacuation is necessary.

b. Assisted living facilities 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

A200
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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
{oss of primary electrical power during a declared
state of emergency. The plan must inciude
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. A facility with a licensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facility located in an area in 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 allowable fuel source
and meets the onsite fuel supply requirements
under this rule.

A200
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4. If local ordinances or other regulations fimit 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
erdinance or regulation and a reliable method to
obtain the maximum additional fuel at teast 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 new assisted living facility shall submit
the plan required under this rule prior to obtaining
alicense.
{b) Each existing assisted living facifity that
4 any additions, ificath
alterations, refurbishment, renovations or

fon that require ion of its
systems or equipment affecting the facility's
compliance with this rute 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 facility 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, either in electronic or paper
format, upon request.
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{b} Within 30 days of the approval of the plan
from the county emergency managsment 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 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 tiving facility
emergency power plans on its website within ten
{10) business days of the plan's approval by the
county 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} Each new assisted living facility shalt
implement 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 fiving facility's compliance
with this rule shall 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 to
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuel
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required for the operation of the alternate power
source. The procedures shall ensure that
residents do not experience complications from

tons in air es inside
the facility. Procedures must address the care of
residents occupying the facility during & 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
i of icit requiring i 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
from emergency services for residents whose life
safety is in jeopardy.

{b) Each assisted living facility shalf 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 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
faw.

{6) REVOCATION OF LICENSE, FINES OR
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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 I, F.S., including, but
not fimited to, license revocation, license

ion, and the i 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

future submissions for approval of its

plan.

comp Isive
{8) NOTIFICATION.
(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 the initial submission of the plan fo the
county emergency management agency that the
plan has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.
3. Annual submissions and approvals of the plan
do not require notification to residents or their
iegal representatives uniess a significant
modification as defined in Rule 53A-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 i
format, facility staff must be readily available to
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access and produce the notifications. For
purposes of this section, "readily available”
means the abiiity to immaediately produce the
nofifications, either in electronic or paper format,
upon request.

This Statute or Rule is not met as evidenced by:
Based on review of facility records and interview,
the facility failed to maintain a copy of its
approved emergency environmental control plan
in a manner that made the plan readily available
at the facility's physical address for review.

Findings:

On at 9:30 am, a request was made of
the administrator to provide the facility's
emergency environmental control plan and
1sive emergency plan

(LCEI\V/IP.)

The environmental controt plan was approved by
emergency management on and the
facitity submitted its CEMP for review and
approval on

Areview of the CEMP revealed the environmentat
control plan was not found within the CEMP.

On at 3:25 prn, the findings were
discussed with the maintenance director, who
said he would go took for the plan.

On at 3:35 pm, the maintenance director
returned and said he could not focate the plan.

Class i
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Continued From page 28
59A-36.021(6) FAC ECC - Service Plans

{6) SERVICE PLANS.
{a) Before receiving services, the extended
congregate care administrator or manager must
develop a preliminary service plan that includes
an assessment of whether the resident meets the
facility's residency criteria, an appraisal of the
resident's unique physical, ,. ., and
social needs and preferences, and an evaluation
of the facility's ability to meet the resident’s
needs.
(b) Wlthm 14 days of receiving services, the
care ini or

manager must coordinate the development of a
written service pian that takes into account the
resident's health assessment obtained pursuant
to subsection (5); the resident’s unique physical,

and social needs and preferences;
and how the facility will meet the resident's needs
including the following if required:
1. Health monitoring,
2. Assistance with personal care services,
3. Nursing services,
4. Supervision,
5. Special diets,
6. Ancillary services,
7. The provision of other services such as
transportation and supportive services; and,
8. The manner of service provision, and
identification of service providers, including family
and friends, in keeping with resident preferences.
{c} Pursuant to the definitions of "shared
responsibility” and "managed risk” as provided in
section 429.02, F.S., the service plan must be
developed and agreed upon by the resident or
the resident’s representative or designee,
surrogate, guardian, or attorney-in-fact, and must
reflect the responsibility and right of the resident

AE206
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Continued From page 29

to consider options and assume risks when
making cheices pertaining to the resident's
service needs and preferences.
{d) The service plan must be reviewed and
updated quarterly to reflect any changes in the
manner of service provision, accommodate any
changes in the resident’s physical or mental
status, or pursuant to recommendations for
modifications in the resident's care as

in the nursing

This Statute or Rule is not met as evidenced by:
Based on record reviews and interview, the
facility failed to ensure the Extended Congregate
Care (ECC) service plan was developed and
agreed upon by the resident or the resident's
repi ive or designe , guardian,
or attorney-in-fact for 1 of 2 sampled residents
#1)

Findings:

Acreview of resident #1's 1823 revealed a
health care provider's order for ECC services for
pubic . and
—_— L ) tube.

On at 2:15 pm, the director of nursing
(DON} provided a personat service plan
and assisted living evaluation she identified as
the ECC service plan. The section for the
resident, responsible party, executive director and
director of care to sign were all blank. No other
documentation was provided to show the plan
was developed and agreed upon by the resident
or the resident's representative.

Class Il
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Continued From page 30

435.12(2){b-d), FS Background Screening
Clearinghouse

435.12 Care Provider Background Screening
Clearinghouse.-

{2)(b} Until such time as the | are
enrolled in the national retained print

notification program at the Federal Bureau of
Investigation:

1. A person with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

2. Effective . . or a later date as.
determined by the Agency for Health Care
Administration, for the participation of quatified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 80
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a national
screening if the person returns to a position for
which screening is conducted by a qualified
entity.

{c} An employer of persons subject to screening
or a gualified entity participating in the
clearinghouse must register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse.

1. Before L. . initial status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person’s
status has been made.

2. Effective . , initial status and any
changes in status must be reported within 5
business days after a person receives his or her

CZ814
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initial status or after a change in the person’s
status has been made.

{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a person with a current or
potential affiliation with a quaified entity for
electronic ., submission to the
Department of Law Enforcement. The registration
must include the person ' s full first name, middie
initial, and last name; soclal security number;
date of birth; mailing address; .. ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain a social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on review of the facility's background
screening clearinghouse, personnel record
reviews and interview, the facility failed to report
the employment status of 1 of 6 sampled staff

().
Findings:

Areview of nurse E's personnet documents that
were provided revealed not 3 hire date, but an
offer of employment dated 11/12/20.

On at 3 pm, review of the facility's
background screening clearinghouse revealed
the employment status of nurse E was not
reported. The business office manager confirmed
the finding.

Unclassified

CZ814
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Initial Comments

A reli survey with Congreg
Care (ECC,) a generator monitoring and a
complaint investigation (#2024001894) was
conducted at Harborchase of Dr Phillips on

. The facility had deficiencies at the time
of the survey.

B59A-36.007(7) FAC Resident Care - Elopement
Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a} i at Risk for El

All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 cafendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Familles pursuant to Section 415.105 or
415.1051, F.S., is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10)a) or (c),
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement

AGO0

A032

at all times.
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Continued From page 33

2. The facility must have a photo identification of
at risk residents on file that is accessible fo alf
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being

at risk for to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.
(b} Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures.
for responding to a resident efopement. Ata
minimurm, the policies and procedures must
provide for:
1. An immediate search of the facility and
premises,
2. The identification of staff responsible for

ing each part of the
response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,
4. The continued care of all residents within the
facitity in the event of an elopement.
{c} Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k}, F.S.

This Statute or Rule is not met as evidenced by:
Based on review of the facility's documented
elopement drills, personnel record reviews and
interview, the facility failed to have documentation
that 3 of 3 sampled staff participated in a
minimurn of two resident elopement drills each
year (A, B, C).

A032
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Findings:

Review of the

C participated.

Drilis date revised

protocols."

stated, "I'll be A

On at

Class Il

Review of personnel records revealed unlicensed
care staff A was hired on , unlicensed care
staff B on , and unlicensed care staff C on

resident elopement drills, revealed no
documentation that unlicensed care staff A, 8, or

Areview of the facility's Standard Elopement

director of maintenance/executive director or
designee will direct, coordinate, and ensure
elopement drills are conducted monthly ona
different shift, and the associates know the

On at approximately 3:45pm, the
maintenance director was asked to assist in
review of the logs. The maintenance director

:30pm the Administrator
confirmed the findings.

, and

protocol states, "the
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