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Initial Comments.

A re-icensure survey and a generator monitoring
was conducted at Legacy Pointe at UCF Assisted
Living Facility & Memory Care with Limited
Nursing Services (LNS) on R

The provider had deficiencies at the time of the
survey.

59A-36.007(7) FAC Resident Care - Elopement
Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

(@) i at Risk for .
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 heaith care provider or
a mental health care provider within 30 calendar
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 Families pursuant to Section 415.105 or
415.10561, 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
alt residents assessed at high risk for elopement
at all times.

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

atrisk for it o
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 elopement. Ata
minimum, the policies and procedures must
provide for:
1. Animmediate search of the facility and
premises,
2. The identification of staff responsible for

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
facility 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 resident
elopement drills and interview, the facility failed to
have documentation of 1 of 5 sampled staff
participating in a minimum of two drills each year
(A)

Findings:
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A review of caregiver A's personnel record
revealed a hire date of . Areview of the
and slopement drills revealed
the caregiver was not listed as a participant.
On at 3:34 pm, the administrator
reviewed the drilis and confirmed the findings.
Class Il
A 055 59A-36.008(6) FAC Medication - Storage and A D055

88=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;
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Continued From page 3

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
8. 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 thata i
requiring i ion must be kept
Refrigerated medications must be secured by
being kept in & 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.
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Continued From page 4

{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
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
pharmacy pursuant to Rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation, resident record review and
interview, the facility failed to ensure to keep alt
medications locked and secured in a medication
cart, or ather locked storage receptacle, room, or
area at alf times for 2 of 4 sampled resident (#3 &
#5) that requires assistance with
self-administration of medications.

Findings:

1. An observation on at 11 AMin
Assisted Living {AL) of multiple bottles
and one unknown pill in a clear bowl on
top of the kitchen cabinet.

It was immediately asked to resident #3 if she
receives assistance with self-administration of
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with the p bya
nurse every day, and she answered yes. Resident
#3 stated that she orders those asa
supplement to her health. It was explained that af
medications, including her must be
focked and stored. | explained that | would have
the Assisted Living Facility (ALF) Nurse Manager
to come speak with her more about it.

Resident #3's record review revealed admission
date - The 1823 Health Assessment
dated listed medical history of

[ . . ok
and uremic
. She needs supervision bathing,

and ton!etmg and independent with
ambulatlon (walker), eating, grooming and
transferring in her activities of daily living (ADLs).
8he needs assistance with self-administration of
medications.

2. An observation on at 11:20 AMin

Assisted Living (AL} of one bottle of
Men's one daily on the countertop
near the kitchen.

It was asked of the resident #5 how did he get
that bottle of . He answered he bought it.
It was also asked to resident #5 does he get
ass&stance by the nurse for his prescription

i every day? He yes and
that when he went out last week with his family,
he bought the one-day at the store.

Resident #5's record review revealed admission
date . The 1823 Health Assessment
dated listed medical history of

ADBS
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Idiopathic normal pressure ; .
Hypertensive urgency, other idicpathic, |
sleep | . . prostatic hyperplasia without
fower , tract symptoms, and other

. . He needs assistance with his
activities of daily living (ADLs) in all except for
independent with eating. He needs assistance
with self-administration of medications.

On at 11:50 AM, an interview with the
Assisted Living Facility (ALF) Nurse Manager
confirmed the findings about were found
in both resident #3 and resident #5 room and
needed to be removed. The ALF Nurse Manager
foliowed up with an interview at 12:10 PM and
explained that the were removed from
both resident's room and that she explained o
themn that they would lock and secure with their
prescription medications.

(Photographic Evidence Obtained)

Class Ili

A Q78 59A-36.010(2) FAC Staffing Standards - Staff
88=D
(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 § 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

ADBS
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Continued From page 7

or ownership.

1. Evidence of a negative

examination must be documented on an annual

basis. Documentation provided by the Florida

Department of Health or a licensed health care

orovider 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 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 fransmitting a communicable

{b} Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre ion, and
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident’s record,
and to report the observations to the resident's
heaith care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 59A-36.011, F.AC.
(d) An assisted living facility Lto
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

A078
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Continued From page 8

specifically describe the services the staffing
agency or contractor wifl provide to residents,

{e) For faciities 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 interview,
the facifity failed to ensure 1 of 5 sampled staff
{B) submitted a written statement from a health
care provider documenting that the individual did
not have any signs or symptoms of
communicable within 30 days after
beginning employment and failed to ensure the
personnel record for 1 of 5 sampled staff
{administrator) contained evidence of a negative

{ )examination on an annual
basis.

Findings:

1. Areview of caregiver B's personnel record
revealed a hire date of . The record did
not contain a written statement from a health care
provider documenting that the individual did not
have any signs or symptoms of communicable

within 30 days after beginning
employment.

2. Areview of the administrator's personnel
record revealed a hire date of . The fast
negative  exam in the record was dated

A078
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On at 4:05 pm, the administrator
confirmed the findings and said he's not had a
exam since then.
Class Il
A082| 59A-36.012(1) FAC Food Service - General A082

$8=D | Responsibilities

{1) GENERAL RESPONSIBILITIES. When food
service is provided by the facility, the

ini , or an individual desi in
writing by the administrator, must be responsible
for totat food services and the day-to-day
supervision of food services staff. In addition, the
following requirements apply:
{a) If the designee is an individual who has not
completed an approved assisted living facility
core training course, such individual must
complete the food and nutrition services module
of the core training course before assuming
responsibility for the facility's food service. The
designee is not subject to the 1 hour in-service
training in safe food handling practices.
{b) If the designee is a certified food manager,
certified dietary manager, registered or licensed
dietitian, dietetic registered technician, or health
department sanitarian, the designee is exempt
from the requirement to complets the food and
nutrition services module of the core training
course before assuming responsibility for the
facility's food service as required in paragraph (1)
{a) of this rule.
{c} An administrator or designee must perform his
or her duties in a safe and sanitary manner.
{d) An administrator or designee must provide
regular meals that meet the nutritional needs of
residents, and therapeutic diets as ordered by the
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resident's health care provider for residents who
require special diets,

{e) An administrator or designee must comply
with the food service continuing education

This Statute or Rule Is not met as evidenced by:
Based on the facility's documentation and
interview, the facility failed to ensure that the
Food Manager and aiternate Dining Manager
completed the required 2 hours annual continued
education training in food and nutrition which are
solely responsible for the total day to day
supervision of food services and the food service
staff.

Findings:

Areview on of a certification training by
the Chef working in the nursing home was
provided. There was no documented evidence
that the Assisted Living Food Manager and the
Assisted Living Dining Manager had completed
their annual 2 hours of continued education
training in food and nutrition.

On at 2:10 PM, an interview with the
Food Manager confirmed the findings.

Class Il

A083) 59A-36.012(2) FAC Food Service - Dietary
$8=D | Standards

{2) DIETARY STANDARDS.

(a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidetines for Americans,
2020-2025, which are incorporated by reference

requirements specified in rule 59A-36.011, FAC.

A082

A083
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Continued From page 11

and available for review at:

hitp:/iwww firules.ol e.asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the tnstitute of Medicine of the
National Academies, 2019, which are
incorporated by reference and avaliable for
review at:
hitps:/fods.od.nih.gov/Healthinformation/Dietary
Reference_intakes.aspx. Therapeutic diets must
meet these nutritional standards 1o the extent
possible.

{b} The residents' nutritional needs must be met
by offering a variety of meals adapted te the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c} Al regular and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signhature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet,

1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
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comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facitity for 6 months.

{e} Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a setect menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the faciiity.

2. The faciiity must document a resident's refusal
to comply with a therapeutic diet and provide
notification to the resident’s health care provider
of such refusal.

{f} For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of . the time between meals.
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{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on
{h}) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times, The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to date the posted menu in advance for the
week in use to ensure that the menu was planned
for both regular and therapeutic meals for the
residents to review; and the facility failed to have
menus annually dated & approved by a registered
dietician as required.

Findings:

An observation on at 12:50 PM, there
was onty daily table menus posted in the dining
room. There were no menus posted or not
available dated for week in use

- ) for the residents to view on
a weskly basis. Furthermore, a review of the last
six months of menus that the facility retained
onsite was signed by the registered dietician and
not dated annually as required.
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{Photographic Evidence Obtained)

On at 1:30 PM, an interview with the

Food Manager confirmed the findings.
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