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Initial Comments.

A Generator Monitoring was conducted on Hidexys
home Health Care Corp on . A deficiency
was identified at the time of survey.

59A-36.023( ) & (3)(b); 429.14( )
Administrative Enforcement

59A-36.023( .} & (3)(b) FAC
Facility staff must cooperate with agency
personnel during surveys, complaint
investigations, monitoring visits, license
application and renewal procedures and other
activities necessary to ensure compliance with
Part i, Chapter 408, F.8., Part |, Chapter 429,
F.S., Rule Chapter 59A-35, F.A.C., and this rule
chapter.

429.41(5)

The agency may use an abbreviated biennial
standard licensure inspection that consists of a
review of key quality-of-care standards in fieu of &
full inspection in a facility that has a good record
of past performance. However, a full inspection
must be conducted in a facility that has a history
of class | or class if violations, uncorrected class
11 violations; or a class |, Class i, or uncorrected
class 1l violation resulting from a complaint
referred by the State Long-Term Care
Ombudsman Program, within the previous
ficensure period immediately preceding the
inspection or if a potentially serious problem is
identified during the abbreviated inspection.

{1) Abbreviated Survey.

(a) An applicant for license renewat who does not
have any class | or class 1 violations or
uncorrected class it violations, or a class |, class
1§, or uncorrected class |Ii violation resulting from
a complaint referred by the State Long-Term Care
Ombudsman Program within the two licensing
periods immediately preceding the current
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renewal date, is eligible for an abbreviated
biennial survey by the agency. Facilities that do
not have two survey reports on file with the
agency under current ownership are not eligible
for an abbreviated inspection. Upon arrival at the
facitity, the agency must inform the facility that it
is eligible for an abbreviated survey, and that an
abbreviated survey will be conducted.

{b) Compliance with key quality of care standards
described in the following statutes and rules will
be used by the agency during its abbreviated
survey of eligible facifities:

1. Section 429.26, F.S., and Rule 58A-5.0181,
F.A.C., relating to residency criteria;

2. Section 429.27, F.8,, and Rule 58A-5.021,
F.A.C., relating to proper management of resident
funds and property;

3. Section 429.28, F.S., and Rule 58A-5.0182,
F.A.C,, relating to respect for resident rights;

4. Section 429.41, F.S., and Ruie 58A-5.0182,
F.A.C., relating to the provision of supervision,
assistance with the activities of daily living, and
arrangement for and transportation

to . H

5. Section 429.256, F.S., and Rule 58A-5.0185,
F.A.C., relating to assistance with or
administration of medications;

6. Section 429.41, F.S., and Rule 58A-5.018,
F.A.C., relating to the provision of sufficient
staffing to meet resident needs;

7. Section 429.41, F.8., and Rule 58A-5.020,
F.A.C., relating to minimum dietary requirements
and proper food hygiene;

8. Section 429.075, F.8., and Rule 58A-5.029,
F.A.C,, relating to mental health residents’
community support living plan;

9. Section 429.07, F.8., and Rule 58A-5.030,
F.A.C., relating to meeting the environmental
standards and residency criteria in a facility with
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an extended congregate care license; and

10. Section 429.07, F.8., and Rule 58A-5.031,
F.A.C,, relating to the provision of care and
staffing in a facility with a timited nursing services
ficense.

(c} The agency will expand the abbreviated
survey or conduct a full survey if violations which
threaten or potentially threaten the health, safety,
or welfare of residents are identified during the
abbreviated survey. The facility must be informed
when a full survey will be conducted. If one or
more of the following serious problems are
identified during an abbreviated survey, a full
biennial survey will be immediately conducted:

1. Viotations of Rule Chapter 69A-40, FAC.,
relating to fire safety, that threaten the life or
safety of a resident;
2. Violations relating to staffing standards or
resident care standards that adversely affect the
health, safety, or welfare of a resident;

3. Violations refating to facility staff rendering
services for which the facility is not licensed; or

4. Violations refating fo facility medication
practices that are a threat to the health, safety, or
welfare of a resident.

{2) Survey Deficiency.

{a) Before or in conjunction with a notice of
violation issued pursuant to Part il, Chapter 408,
F.S., and Section 429.19, F.S., the agency shall
issue a statement of deficiency for class |, 1t, 11}
and  violations which are observed by agency
personnel during any inspection of the facility.
The deficiency statement must be issued within
10 working days of the agency's inspection and
must include:

1. A description of the deficiency;

2. Acitation to the statute or rule violated; and
3. Atime frame for the correction of the
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deficiency.

(b) Additional time may be granted to correct
specific deficiencies if a written request is
received by the agency before the expiration of
the time frame included in the agency's
statement.

{3(p) Dietary Deficiencies.
1. )faclass i, class I, or uncorrected class il
deficiency directly related to dietary standards as
established in Rule 58A-5.020, F.A.C., is
documented by agency pursuant to an inspection
of the facility, the agency must notify the facility in
writing that the facility must employ or contract
the services of a registered or licensed dietitian,
or a licensed nutritionist.
2. The initial on-site consultant visit must take
olace within seven working days of the notice of a
class 1 or |l deficiency or within 14 working days
of the notice of an uncorrected class IIf
deficiency. The facility must have available for
review by the agency a copy of the license or
registration of the consultant dietitian or
nutritionist and the consultant's signed and dated
review of the facility's corrective action plan, if a
plan is required by the agency, no later than 10
working days after the initial on-site consuitant
visit.
3. If a corrective action plan is required, the
facitity must provide the agency with, ata
minimum, quarterly on-site corrective action plan
updates until the agency determines after written
notification by the dietary consuitant and facility
ini , that defici are and
staff has been trained to ensure that proper
dietary standards are followed and consultant
services are no longer required. The agency must
provide the facility with written notification of such
determination.
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{6) As provided under s. 408.814, the agency
shaif impose an immediate moratorium on an
assisted living facility that fails to provide the
agency with access to the facility or prohibits the
agency from conducting a regulatory inspection.
The licensee may not restrict agency staff from
accessing and copying records at the agency's
expense or from conducting confidential
interviews with facllity staff or any individual who
receives services from the facility.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to cooperate with agency personnel during
an onsite visit (generator monitoring). Staff on
duty did not have access to the employee and
facitity files during monitoring visit for five out of
five (Staff A, B, C, D, and E) sampled staff..

Findings included:

Observations made on at 9:356 am
observed as Staff B found a set of keys in the
kitchen and walked to shed door after trying
different keys was unable to unlock the door
where facility records were kept.

Interviewed on at 9:30 am, when for
written policies and procedures for

compl 1sive emergency plan
and the emergency environmental plan, Staff B
stated she did not have the key to the office
where they are. | would have to wait until the boss
get here to open it"

On at 10:00 am the Administrator
stated, "l had the locks changed and was coming
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