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Initial Comments.

An Abbreviated Survey was conducted ay Sweet
Paradise Elderly Home Inc on B
Deficiencies were identified at time of the visit.

59A-36.007(2) FAC Resident Care - Social &
Leisure Activities

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

(c) Scheduled activities must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unfess the
television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose fo attend day
programs conducted at adult day care centers,
senior centers, mental health centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in comimon areas where residents
normally congregate.
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Continued From page 1

{d) If residents assist in planning a speciat activity
such as an outing, seasona festivity, or an
excursion, up to 3 hours may be counted toward
the required activity time.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview the facility failed to offer and provide
social, recreational or educational, and other
activities to the seven out of five (#1,2,3,4,5&
6) sampled residents.

Findings included:

On at 8:15 am observed activity
calendar posted stated from 10 AM to 11 AM and
2 PM to 3 PM Reading to the residents and
singing.

On from 08:00 am untif 2:30 PM
observed resthe five residents seated in the
common area watching televion and one resident

asleep. There were no activities offered to
them.

On at 1:02 PM Resident #1 stated,
Resident #1 said, "l go outside but nothing else.”
Resident #2 said, "l don't like the food | eat when
[ m hungry." Resident #4 said, "No, | sit in the
fiving room. | do not have any activities. | would
fike to play dominoes.”

On at 2:20 PM Administrator
acknowledged that there were no activities done
with the residents today.
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$5=D| PROCEDURES

(10) CONTROL PROCEDURES.
Facilities must provide services in a manner that
reduces the risk of transmission of

{a) The facility must implement a hygiene
program before and after the provision of
personal services to residents whenever there is
an expectation of possible exposure to
materials or . . hygiene may
include the use of -based rubs, .\
handwash, or handwashing with soap and water.
{b) Standard precautions must be used when
there is an ) exposure to transmissible
agents in . . .
, nonintact skin, and mucuous

during the provision of personal
services. Standard precautions include:
hygiene, and dependent upon the exposure, use
of gloves, gown, mask, , protection, or a
shield.
{c} The facility must clean and reusable
medical equipment and communal assistive
devices that have been designed for use by
multiple residents before and after each use
according to the manufacturer's
recommendations.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to reduce the risk of

the transmission of for three
out of six (#2, #3, #4) sampled residents. StaffA
failed to sanitize and change gloves

between medication assistance.

Findings included:
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On Staff A was observed at 8:38 am
prepared and plated breakfast meal with gloves.
Using the same gloves at 8:47 am assisted with
medications for Resident #4 and punch the
medication tablets At 8:51 am used the same
gloves for Resident #2 to assist with medications.
The same gloves were not changed as
medications were given at 8:59 am to Resident
#3. The gloves were observed worn as Staff A
cleared the table for breakfast.

Review of employee file revealed that Staff A had
the control and personal protective
equipment (PPE) training on . Areview
of the policies and procedures for

control revealed stated that all employees having
direct contact with residents and or material that
can directly affect the life or safety of residents
will observe universatl precautions to minimize or
prevent exposures of health care workers and
residents to bloodborne , o

On at 1:15 PM the Administrator
assistant acknowledge findings and stated, Staff
would be retrained.

Class Il

AO052 429.256( ) 59A-36.008(3) Medication -
$8=D| Assistance with Self-Admin

429.256

{3) Assistance with self-administration of
medication includes: (a} Taking the medication, in
its previously dispensed, properly labefed
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis

prefilled by the manufacturer are considered
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medications in previously dispensed, properly
{abeled containers.

{b} In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.

{c} Placing an orat dosage in the resident's

or placing the dosage in another container and
helping the resident by fifting the container to his

or her .

{d) Applying ,  medications.

{e} Returning the medication container to proper
storage.

{f) Keeping a record of when a resident receives
assistance with self-administration under this

section.

(g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and pouring the

prescribed premeasured dose of medication into
the dispensing cup of the .
{4) Assistance with self-administration of
medication does not include:
{a) Mixing, . . converting, or

. medication doses, except for
measuring a prescribed amount of iquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
(b) The preparation of syringes for injection or the
administration of medications by any injectable
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route.
(¢} Administration of medications by way of a tube
inserted in a , of the body.
{d) Administration of preparations.
{e) The use of irrigations or debriding agents
used in the freatment of a skin condition,
{f) Assisting with ' ,or
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific

that preciude i judgment
on the part of the unlicensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
({h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person,

i with the self- ini fon of
medication by an unficensed person as described
in this section shall not be considered
administration as defined in 5. 465.003.

59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unlicensed person providing assistance
with seif-administration of medication must be

. .- or older, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, FAC., and
must be available to assist residents with

if- i in with
procedures described in Section 429,256, F.S.
and this rule.
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{b} In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
to take medications as prescribed.

{c} In order to faciitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons, Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.

(d} Trained staff must observe the resident take
the medication. Any concemns about the
resident’s reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.

{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed:

1. The heaith care provider may prescribe a
medication schedule that coincides with the
resident’s presence in the facility,

2. The medication container may be given to the
resident, a friend, or family member upon leaving
the facility, with this fact noted in the resident's
medication record,

3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or

4. may be i and
dispensed in an easier to use form, such as unit

A05B2
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dose packaging.
{f) Assistance with self-administration of
medication does not include the activities detailed
in Section 429.256(4), F.S.
{g) As used in Section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean

preting vital signs and luating or
assessing a resident's condition.
{R} Al trained staff must adhere to the facility's

control policy and procedures when

assisting with the self-administration of
medication.

This Statute or Rule Is not met as evidenced by:
Based on cbservation and record review, the
facitity failed to follow the correct procedure
outlined by the state when assisting with
self-administration of medications for one of four
sampled residents (Resident 2).

Findings included:

On at 8:47 observed Staff A assisting
Resident #2. #3, & #4 with self-administration of
medications. The staff did not washed her

and put new gloves prior to assisting with
medications. Residents who were seated at the
dining table were identified by Staff A. The
medications were punched out of medication card
individually into gloved to a smalf cup.

Resident #4 was given 1mg, .
10mg, and | 81 mg poured in
Resident #3 was given . 20 mg,
Lorsartan 30 mg, Probiotic capsules,

. 20mg, ., Low dose 81 mg,
Atorvataten 20 mg poured in
Resident #2 was given 10 mg,

THCTZ
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On at 1:20 PM, the Administrator
assistant acknowledged the Staff Amade a
mistake and would be retrained.
Class Il
A 055 59A-36.008(6) FAC Medication - Storage and A D055

$8=D| Disposal

{8) MEDICATION STORAGE AND DISPOSAL.
(a} In order to accommodate the needs and
preferences of residents and 1o 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 apariments if either the room is kept
iocked 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
medications for residents must be centrally stored
if:

1. The facility administers the medication;

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

3. The ication is ined and

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
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other residents, or
6. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.006, F.AC.
(c) Centrally stored medications must be:
1. Kept in & locked cabinet; locked cart; or other
iocked storage receptacie, room, or area at alt
times;
2. Located in an area free of dampness and

, except that a
requiring i ion 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
pill-organizers, assisting with self-administration
of ication, or inisterd ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed.
{d) Medication that has been discontinued but
has not expired must be returned to the resident
or the resident's representative, as approptiate,
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

ADBS
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prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
i3 ions that have been or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
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
issued by the Board of Pharmacy may return
dispensed medicinal drugs to the dispensing

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to ensure medications were stored in a
focked receptacie at all times.

Findings included:

On al 9:05 am during tour of the dining

area. The unlocked sections of cabinet were

opened, and the shelves contained two boxes of
5% patches in each box, a jar of

cream, a tube of diaper cream,
cream 12%,
mi solution, cream 2%,

Shampoo, and
cream with aloe 1%,

The over the counter (OTC) medications

observed on shelves were rub box,
© 1000 mg, 2 boxes of .2
boxes & hot medicated patch 5%,

rub, four bottles of , |, and

pharmacy pursuant to Rule 64B16-28.870, F.A.C.
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Continued From page 11

.\ retief.
On at 1: 23 PM the Administrator
assistant confirmed that the medications were not
in a locked cabinet.

Class Il

429.275(2) FS; 59A-36.015(2) FAC Records ~
Staff

429.275
{2) The administrator or owner of a facility shalf
maintain personnel records for each staff
member which contain, at a minimum,

ion of background ing, if

ion of i with all

training requirements of this part or applicable
rule, and a copy of alf licenses or certification held
by each staff who performs services for which
ticensure or ceriification is required under this
part or rule.

59A-36.015
{2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
pl with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 59A-36.011, FAC.,
2. Copies of all licenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2

ADBS
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Continued From page 12

background screening for alt staff subject to
screening requirements as specified in Section
429.174, F.8,, and Rule 59A-36.010, FA.C.,
4. For facilities with a ficensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rute
59A-36.010, FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
C.

{b} The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to
residents and the facifity. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 59A-36.010, FA.C.
{c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, FAC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have updated of level 2 background
screening in file for one out of two {Staff A)
sampled staff.

Findings included:

On a background database search
revealed Staff A hired on , background
screening was dated eligible. Review of
facitity personnel files for Staff A showed
documentation of a level 2 background screening
showed "Awaiting Privacy Policy”.
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A 180
$8=D

Continued From page 13

On at 1:00 PM the Administrator
assistant acknowledged the background was not
updated.

Class Ili

59A-36.019(1) FAC Emergency Management

{1) EMERGENCY PLAN COMPONENTS.
Pursuant to Section 428.41, F.S_, each facility
must prepare a written comprehensive
emergency management plan using "Minimum
Emergency Management Planning Criteria for
Assisted Living Facifities,” AHCA Form
3180-5008, . ., , incorporated by
reference and available at
hitpy firutes. asp?No
=Ref-15964. The form is also available at:
https:/fahca. myflorida.com/MCHQ/Emergency A
clivities/index.shtmi. The emergency
management plan must, at a minimum, address
the following:
{a) Provision for all hazards;
(b} Provision for the care of residents remaining
in the facility during an emergency, including
pre-disaster or emergency preparation; protecting
the facility; supplies; emergency power; food and
water; staffing; and emergency equipment;
{c} Provision for the care of residents who must
be evacuated from the facility during an
emergency including identification of such
residents and transfer of resident records;
evacuation transportation; sheltering
arrangements; supplies; staffing; emergency
equipment; and medications;
(d} Provision for the care of additional residents
who may be evacuated to the facility during an
including the i i ion of such
residents, staffing, and supplies;

A8t
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Continued From page 14

{e) identification of residents with s

or related , and residents with
mobility limitations who may need specialized
assistance sither at the facility or in case of
evacuation;
{fy Identification of and coordination with the
county emergency management agency;
{g) Arrangement for post-disaster activities
including responding to family inquiries, obtaining
medical intervention for residents, transportation,
and reporting to the county emergency
management agency the number of residents
who have been relocated, and the place of
relocation; and,
{h} The identification of staff responsible for
implementing each part of the plan.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have its Comprehensive Emergency

Ptan (CEMP} app! letter
available for review.

Findings included:

Record review revealed that the facility had
i the 2024 Ci '
Management Plan (CEMP) and not recieve an
approval letter. The CEMP was approved on
and expired on

On at 11:45 am the Administrator
assistant stated, "l submitted but have not
received the approval.”

Class i
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Continued From page 16

429.076(1) FS; 59A-36.011(9) FAC LMH -
Training

429.075

{1} To obtain a limited mental health license, a
facility must hold a standard license as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 8 months after receiving a limited mental
heaith ficense, the facility administrator and the
staff of the facility who are in direct contact with
mental health residents must complete training of
no less than 6 hours related to their duties. This
designation may be made at the time of initial
ficensure or relicensure or upon request in writing
by a licensee under this part and part Ii of chapter
408. Notification of approval or denial of such
request shall be made in accordance with this
part, part Il of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.

59A-36.011

{9} LIMITED MENTAL HEALTH TRAINING.

{a) Pursuant to section 429.075, F.S., the
administrator, managers and staff, who have
direct contact with mental health residents in a
ficensed limited mental heaith facility, must
receive the following training:

1. Aminimum of 8 hours of specialized training in
working with individuals with mental health
diagnoses.
a. The training must be provided or approved by
the Department of Children and Families and
must be taken within 8 months of the facility's
receiving a limited mental health license or within
6 months of employment in a limited mental
health facility,

b. Training received under this subparagraph may

AL243
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Continued From page 16

count once for 6 of the 12 hours of continuing

required for admini ors and
managers pursuant to section 429.52(5), F.S.,
and subsection (1) of this rule.
2. A minimum of 3 hours of continuing education,
which may be provided by the ALF administrator,
onling, or through distance learning, biennially
thereafter in subjects dealing with one or more of
the following topics:
a. Mental health diagnoses; and,
b. Mental health treatment such as:
{1} Mental health needs, services, behaviors and
appropriate interventions;
(1) Resident progress in achieving treatment
goals;
{11y How to recognize changes in the resident's
status or condition that may affect other services
received or may require intervention; and,
{ ) Crisis services and the
procedures.
3. For administrators and managers, the
continuing education requirement under this
subsection wili satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to section 428.52(6}, F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shail have up
o & months after the effective date of this rule to
meet the training requirement.
{b) Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility's personnet files. They
must also ensure that copies of the continuing
education training certificates, pursuant to

(a)2. of this subsection, are

AL243
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retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to have documentation of six hours fraining
of Limited Mental Health within 8 months of hire
for one out of two sampled staff (Staff A).

Findings included:

Review of Staff A's records showed that they did
not have documentation of having completed six
hours training of Limited Mental Health within 6
months of hire. Staff A's was hired on

Records showed Staff A completed the three
hours limited mental heaith continuing education
training was dated

On at 1:25 PM Administrator assistant
acknowledged that Staff A did not have proof of
six hours training.

Class Ili
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