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

435.12 Care Provider Background Screening
Clearinghouse.~

{2){b) Until such time as the are
enrolfed in the national retained prmt
notification program at the Federal Bureau of
Investigation:

1. A person with a break in setvice 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 qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
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 qualified entity participating in the
clearinghouse must register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
dlearinghouse.

1. Before . . 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 L . initial status and any
changes in status must be reported within 5
business days after a person receives his or her
initial status or after a change in the person’s
status has been made.
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{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 qualified entity for
electronic | submission to the
Department of Law Enforcement. The registration
must include the person ' s full first name, middle
initial, and last name; social 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 observation, record review and
interview, the facility failed to update their
Background Screening Employee Roster (Roster)
within five {5) business days of employment for, 1
out of 1 Administrator’s file reviewed
{Administrator/the Interim Executive Director,
Staff A). The facility also failed to end the
employment status of the previous Administrator
{Staff O) upon separation of employment.

The findings include:

During an interview on at 2:30 PM,
with the Interim Executive Director/Administrator{
Staff A}, he identified himself as the Interim
Administrator. Staff A was observed by this
surveyor, interacting with staff and Residents
throughout the day.

Areview of the facility's Background Screening

CZ814

Employee Roster (Roster) on by the
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C€Z814 | Continued From page 2 CZ814
surveyor, revealed the interim Administrator (Staff
A} was not listed on their roster. The review ailso
revealed the previous Administrator {Staff O)
whose employment ended in , was stilt
fisted as the Administrator.
On at 3115 PM duting an interview
with the interim Administrator, he stated that the
facitity currently does not have an {permanent}
Administrator, and that he has been the Interim
Administrator since . The Interim
Administrator was informed of the findings, to
which he acknowledged and stated that the
facility had not updated his employment status of
Interim Administrator.
Unclassified
CZ830| 408.821 £S Emergency Management Planning CZ830

408.821 Emergency management planning;
emergency operations; inactive license.-
{1} Alicensee required by authorizing statutes
and agency rule fo have a comprehensive

plan must i a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shail
submit its comprehensive emergency

plan to the local

management agency, county health department,
or Department of Health as follows:
(a} Submit the plan within 30 days after initial
ticensure and change of ownership, and natify the
agency within 30 days after submission of the
plan.
(b} Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
{c} Submit necessary plan revisions within 30
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Continued From page 3

days after notification that plan revisions are
required,

{d) Notify the agency within 30 days after
approval of its plan by the local emergency
management agency, county health department,
or Department of Health,

{2) An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

compi plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to alt clients. in
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the
receiving and sending providers.

{3){a) An inactive license may be issued to a
ticensee subject to this section when the provider
is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

1. Suffered damage to its operation during the
state of emergency.

2. Is currently ficensed,

3. Does not have a provisional license.

4. Will be temporarily unable to provide services
but is reasonably expected to resume services
within 12 months.

{b} An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license or to extend the previously approved
inactive pericd must be submitted in writing to the
agency, accompanied by written justification for
the inactive license, which states the beginning

CZ830
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and ending dates of inactivity and includes a plan
for the transfer of any clients 1o other providers
and appropriate licensure fees. Upon agency
approval, the licensee shall nofify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the license
expiration date, and all licensure fees must be
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
ticensure fees and agency inspections indicating
compliance with all requirements of this part and
applicable rules and statutes.

{4) .. . Licensees providing residential or inpatient
services must utilize an online database
approved by the agency to report information to
the agency regarding the provider's emergency
status, planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure timely submission of their
Compi i o] Plan
(CEMP) to the local Emergency Management
Division for review and approvat annually.

The findings include:

Areview of the facility's Comprehensive
Emergency Management Plan {CEMP) binder on
revealed the facility's CEMP approvat
fetter dated from the local County
Emergency Management Division. The letter
documented the Plan was granted approval
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through .,

Further review of the CEMP binder revealed there
was no evidence of a current submission review
or a letter of approval from the local County
Emergency Management Division.

In an interview on at 11:53 AM with
the Operations Section Manager from the local
County Emergency Management Division, she
stated the fast CEMP approval for the facility was
n , and the facility has not submitted
a renewal request since the approved submittal in

In an interview with the Interim Executive
Director, Staff Aon at 8:38 PM, he
was informed that the facility's CEMP had
expired, and no renewal submitted to the focal
County Emergency Management Division. He
acknowledged the findings.

Class Ili
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A 000 Initial Comments AD00

An unannounced Complaint survey
{#2024010050 ) was commenced on

and concluded on . The facility had
deficiencies identified at the time of the survey.

A028| 429.26(7) FS; 59A-36.007(1) FAG Resident Care A025
- Supervision

429.26
{7) The facility shall notify a licensed physician
when a resident exhibits signs of or

o . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or | . The notification
must ocour within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designes of the need for health care services and
must assist in making |, for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident's
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services fo treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission fo the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the guantity and quality of
resident diets in accordance with Rule
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59A-36.012, FA.C.

(b} Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a generat awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

(e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide supervision as appropriate for
each Resident during an emergency for 77
resident (Residents # ). The facility also was
without the direction and supervision of an
Administrator or Designee during an emergency,
where the facility had a power outage, the
facitity's fixed generator did not work and the
facility's Air Conditioner (A/C) was not fully
functioning to keep the facility below 81 degree's
Fahrenheit(F).

The Findings Included:

A review of the facility's Comprehensive

A025
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Emergency Management Plan {CEMP) binder on
revealed the facility's Emergency
Environmentat Control Plan (EECP) WAS dated
. Areview of the EECP revealed the
following: If power outage is p to last
three hours or more staff will be assigned to
temperature watch with directives fo round every
2 hours check thermostats and monitor
P . No additional plan
documentation was provided during the survey.

On a review of the Presidential Place
Assisted Living Residency Agreement dated

was conducted. The review did not
reveal language relative to the supervision,
oversight, generat awareness of monitoring of
Residents (copy obtained). No additional
documentation refated to the facility's supervision
policiesfor procedures were provided during the
survey.

On the Agency for Health Care
Administration (AHCA) received an anonymous
call stating the facility had lost electrical power on
. and that the facility's Alr Conditioner
(AC) has been out for the past 3 days. The caller
stated something has been wrong with the
electrical panel for months, the facifity was hot,
and staff and residents are passing out. The
caller also stated there are Residents that have
been sent to the hospitat due to extreme heat.

On at approximately 12:30 PM,
survey staff began arriving at the facility. Upon
arrival, observation was made of the Chief of the
iocal Emergency Management Services { Jas
well as paramedics onsite taking temperatures of
the facility and residents, ensuring proper
hydration, and assessing the residents.

A025
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On at 12:38 PM the surveyor asked
the Receptionist, Staff N, if there was an
administrator or someone in charge of the facility
present, and she stated, no, and went to get the
Business Office Manager.

On at 12:48 PM during an interview
with the Business Office Manager (BOM), Staff C,
a request was made for all the facility's Policy &
Procedures, specifically as it related to
supervision. None were made available at that
time for review.

On at 12:51 PM, the surveyor asked
the Business Office Manager (BOM), Staff C who
the Assistant Administrator is, or who the person
in charge was in the absence of the interim
Executive Director (ED}, and she stated, "No

one".

On at 2:12 PM additional surveyors
arrived at the facility and observed the
Emergency Medical Services { ) placing a
resident into the vehicle for transport.
Observation by the surveyors revealed the facility
was extremely hot and unorganized, and staffs
interactions suggested they were unsure of what
should be done. Observation was also made of
the Local City Fire Rescue, Local City Fire
Inspector, Public Works and Department of
Health (DOH) staff were onsite. Observation
revealed that hydration and assistance was being
provided to the residents. At the time of survey,
the facility had 15 Residents (Resident#1-#14 and
#20 ) who were receiving Hospice care and
required continued monitoring and supervision
during the emergency to help prevent hydration,
heat , and/or other related conditions.
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Observations by the surveyors on

between 12:30 PM and 3:30 PM revealed the
facility staff members did not start monitoring the
residents and checking their body temperatures
untit Local County Emergency Management and
Emergency Medical Services ( ) intervened
and began providing temperature checks and
hydration.

During an interview on at
approximately 4:30 PM with Staff E (Director of
Health Services), the surveyor asked what care
and services was provided for the residents
(during the emergency/loss of power/loss of A/C),
and if temperature checks were performed by the
facility's caregivers. She stated there were no
residents in distress at the time and there were
no temperature checks during the period of the
power and A/C outage occurred on at
approximately 2:45 AM until 1:00 PM (a period of
10 hours, 156 minutes). The surveyor asked if the
residents were offered water following the loss of
power on to keep them H
and/or if there were hydration stations in the
common areas where residents congregated
during the time of the power outage in the facility
on , and she stated, "No".

Ir an interview with the Director of Health
Services, Staff E on at 11:02 AM, she
stated there were no documented temperatures
taken of the Residents after the onset of the
power failure, or to date. A review of Staff E's
Position Description documented she is
responsible for responding to the needs of
residents and functicns in the role of director of alt
nursing responsibilities for the community. She is
responsible for providing emergency intervention
to residents to facilitate the resident's wellbeing.

A025

Staff E failed to ensure residents exposed to
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extreme heat were properly assessed/monitored.

On at 1:05 PM Local City Officials, Local
County Emergency Management { %
Department of Health (DOH) and Agency for
Health Care Administration (AHCA) surveyors
met in a small conference room to gather
information (who is in charge, where is the CEMP
and/or EECP, possible evacuation, how to get the
Generator working, assess the residents and
possible evacuation of residents 1o a local sister
facitity. Also, discussed was the possibility of
adding more help ( volunteers) fo keep
residents |, and checks on residents
welibeing. This meeting was established by local
officials due to the absence of the
Administratorfor Designee, and the lack of
intervention by the facility to safely preserve the
welibeing of the residents during this emergency.

On at 2:48 PM a meeting was
conducted with Local City officials, Local City

+ Local Fire rescus, Local Police
Department, DOH, and AHCA surveyors as no
facitity staff was available/or able to provide the
oversight, monitoring and supervision of the 77
residents, which included 10 Hospice Residents
being monitored by Hospice staff. These 10
hospice residents were deemed by the
focal City Fire Department and removed from the
Memory Care Unit (MCU). There were Five (5)
additional residents residing in the non-Memory
Care Units and they were deemed
during the emergency. There were a total of 15
hospice residents admitted to the facility.
In the absence of an Administrator or Designes,
the Local City Fire Chief provided the
coordination of residents needs and outlined an
emergency plan (evacuation) that could be
executed if needed. The lead Surveyor
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telephoned the Area Office Field Office Manager
(FOM}, who joined the meeting via telephone.
Logistics and transportation were discussed
during this time.

Further observations in the Memory Care Unit
{MCU}on between 3:30 PM - 6: 11
PM revealed residents that required extra [evels
of care to include Hospice services,
administration of | residents that were

. . and residents with other
physical conditions requiring assistance with
activities of daily living were still at the facility on

during the power and A/C outage for

approximately 24-hours.

Avrising from the meetings conducted by county,
city and state personnel on at 2:48 PM,
several plans of action were developed to ensure
the health and safety of the residents to include
plans to remain at facility with cool zones,
evacuate some residents to a sister facility ALF,
to evacuate Residents fo a local County
Community Center and to send the

residents to local hospitals for monitoring. Each
of the plans/logistics were developed and
supervised by non-facility personnel as the facility
was not under the direct/or indirect supervision of
an Administrator or Designee at that time.

On between 4:30 PM - 5:30 PM, (24)
residents were evacuated to the sister facility ALF
focated in Aventura, Florida. On ,at
unknown times, (20) residents were sent to (8)
focal hospitals for monitoring o ensure there was
no deterioration in their heaith status.

Atour of the facility on revealed,
temperatures that were
observedirecorded by the surveyors of several
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resident rooms and common areas of the facility
(using the Fisherbrand Traceable Hypermeter
wiDew Point thermometer} as follows:

" Temperatures in the Main Dining Room
iocated on the East side of the First floor, were
observed and recorded in Fahrenheit
measurements as follows: 85 degrees at 5:16PM,
91.4 degrees at 6:11 PM and 88.5 at 6:30 PM.

" 5116 PM: First floor TVICommon area outside
of cafeteria: 82 degrees F.

" 5120 PM: Memory Care Unit MCU- Hallway
entrance: 80 degrees .

" 520 PM: MCU Dining degrees F.

" 5:23 PM: Second floor common area near the
stairs: 84 degrees F.

" 5:23 PM: Second floor common area/west
side: 87 degrees F_
" B33 PM: {occupied) 87 degrees
" B35 PM: {occupied) 88 degrees

" B37 PM: {occupied) 87.6 F.
" B:38 PM: Hallway outside .

: 87.8 degrees F.
" 541PM: B degrees F.
" 5:42 PM: Common area outside of
directly under AC vent: 87 4 Degrees F.
" 548 PM: 1 86.3F Degrees F.
" 5:48 PM: First floor stair well near
exit/common area: 86.3 degrees F.
Y 548 PM: - First Floor: 86.1
degrees F.
" 5:148 PM: Memory Care Unit first floor
{Northeast section). 85.2 Degrees.
" 5:51 PM: Dining room (1st floor): 85.1
Degrees F.
" B2 PM: : 85 Degrees F,
" B52PM: : 84.9 Degrees F.

A025

" 556 PM: MCU (MCU}): Hospice
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Resident, Room temperature of 84 F.

" 557 PM: MCU Hallway/common area outside
-116: 84.5 Degrees F.

6:01 PM: MCU Common area near dining

room: 84 .4 Degrees F.

" 8111 PM: Internal temperature reached a high

of 91 degrees F on st floor dining room.

Class |

59A-36.007(5) FAC; 429.28( ) FS 429.27
Resident Care - Rights & Facility Procedures

59A-36.007

(5) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S_, or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.008, F.A.C.

{b) In accordance with Section 429.28, F.S., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to aliow
residents to recommend changes fo facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c} The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to all
residents, The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; , Rights Florida,
1(800)342-0823; the Agency Consumer Hotline

A025
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1(888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessibie by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rutes and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.008, F.A.C. The rules
and procedures must at a minimum address the
facitity's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident . neglect, and

6. Admini and h

and requirements;

. control, sanitation, and standard
precautions;
8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and

10. Physical B

{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facitity, the resident must be compensated in
compliance with state and federal wage laws,

{f) The facility must provide residents with
convenient access 1o a telephone to facifitate the
resident's right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.S. The facility must allow unidentified telephone

A030
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calls to residents. For facilities with a licensed
capagcity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

429.28 Resident bill of rights.-
{1} No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facifity shail have the right to:
{a) Live in a safe and decent living environment,
free from and neglect.
{b) Be treated with consideration and respect and
with due recognition of persenat dignity,
individuality, and the need for privacy.
{c} Retain and use his or her own clothes and
other personat property in his or her immediate
fiving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
receiving and sending unopened
[ access to a . and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
simitar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,

L and i ion within the
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{fy Manage his or her financial affairs unfess the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facitity to provide safekeeping for funds as
provided in s, 429.27.
{g) Share a room with his or her spouse if both
are residents of the facility.
{h} Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.
() Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term “adequate and appropriate
health care” means the management of
medications, assistance in making , ,
for heaith care services, the provision of or
arrangement of transportation to health care

e . and the performance of health
care services in accordance with s, 429.2585
which are consistent with established and
recognized standards within the community.
{k} At least 45 days' notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facitity providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. in the
case of a resident who has been adjudicated
mentally .\ . the guardian shall be
given at least 45 days' notice of a nonemergency
relocation or residency termination. Reasons for

A030

AHCA Form 3
STATE FORM

20-0007

bl Fo9B1t

f continuation sheet 12 of 58




Agency for Health Care

PRINTED: 09/30/2024

FORM APPROVED

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

AL11965503

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

07/30/2024

NAME OF PROVIDER OR SUPPLIER

3880 SOUT!

PRESIDENTIAL PLACE

STREET ADDRESS, CITY, STATE, ZIP CODE
# CIRCLE DRIVE
HOLLYWOOD, FL 3302%

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

A030

Continued From page 12

relocation must be set forth in writing and
provided to the resident or the resident’s legal
representative. The notice must state that the
resident may contact the State Long-Term Care
Ombudsman Program for assistance with
relocation and must include the statewide toll-free
telephone number of the program. in order for a
facitity to terminate the residency of an individual
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

{) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facifity shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.

{2) The administrator of a facility shall ensure that
a written notice of the rights, " ,and
prohibitions set forth in this part is posted in a
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toll-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Hotline operated by the
Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
fong-term care ombudsman council, the names
and identities of the residents involved in the
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complaint, and the identity of complainants are
kept confidential pursuant to s, 400.0077 and that
retaffatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access to a telephene to
call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Elder

Hotline operated by the Department of
Children and Families, and . Rights
Florida.

429.27 Property and personal affairs of
residents.-
{1){a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her rcommate; and, whenever
possible, unless the resident is adjudicated

. or . under state faw,
managing his or her own affairs.
{b} The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shal
such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, it was determined that the facility failed
to ensure Resident's rights were maintained by
failing to maintain a safe living environment; and
neglecting to timely implement safety procedures

A030
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{i.e. hydration carts/stations, resident temperature
monitoring and possible evacuation of resident),
for 77 Residents (Residents #1-#77) following an
emergency where the facility had a power outage,
the facifity's fixed generator did not work and the
facility's Air Conditioner (A/C) was not fully
functioning to keep the facility below 81 degree's
Fahrenheit(F).

The Findings Included:

A review of the facility's Resident Agreement
dated documented the following:
-Staff members will provide assistance in
emergency situations.

~The Community wili provide observation,
assessment, monitoring.

Needs Monitoring:

B itoring of your needs, itoring will include
your physical, functional, and .. , status to
detect changes and facilitate intervention.
Examples of health monitoring may include, but
are not limited to, assessment of .
unsteady gait, . and other similar
conditions.

On beginning at 12:30 PM, the
surveyors began to arrive at the facility.
Immediately upon entering the facility the
surveyors began to sweat profusely due to the
inside temperature of the building. The facility
was observed to very chaotic at the time of entry
to the facility,

Observations by the surveyors on

between 12:30 PM to 2:15 PM revealed, that

there was no Administrator or Designee in the
facility to ensure the safety and welifare of the

A030

residents. Observation also revealed that the
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temperature in the building was extremely hot
(exceeding 90 degrees Fahrenheit), placing
residents at risk of heat exhaustion,
. and possible heat
In an interview with Staff C, Business Office
Manager on at 12:45 PM, she stated
the facility had no Administrator or Designee to
deal with the problems of the Air Conditioner
(AJC) not running due to the loss of power, or the
generator failing to engage and ensure the
continuation of power on . As a result
of the loss of electrical power, and no generator
backup, temperatures exceeded 81 degrees
Fahrenheit, which did not aliow residents the right
to remain in their rooms/facility due to the unsafe
conditions.

On at 12:47 PM, a request was made
to Staff C, Business Office Manager for the
facitity's policy and procedures reltated to
Resident Rights, which included their right to care
and services and a safe environment. She stated,
the facifity didn't have a policy on at this
time. No documentation was provided during the
survey for review,

On at 1:13 PM, a request was made
to Staff E, the Director of Health Services for the
current Resident Census, which was provided. A
review of the facility's census provided {o the
SUrveyors on revealed, approximately
77 residents were residing in the facility. Further
review of the document also revealed there were
23 residents in the Memor\/ Care Unit (MCU) with
diagnoses of or refated

. In addition, there were 15 residents that
required special services suchas ,, , crisis
care (24-hour nurse) were bed bound, needed

care and care.
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Observations on between 12:30 PM
and 5:00 PM revealed, the scene in the facility
was very chaotic with numerous city, county,
state and other entity officials present. The
surveyors also observed approximately 40
residents who had the appearance of being ina
state of distress. Resident were observed
extremely upset, . fanning themselves,
asking questions regarding what was occurring
due to the rapid removal of them from their rooms
to the common areas and the large volume of city
officials and first responders within the facility .
QObservations also revealed residents being
transported by bus to a local restaurant for an
undetermined period of time due to the extreme
heat temperatures in the facility. Cbservation also
revealed Residents had not returned at the time
the surveyors left the facility at 7:30 PM.

Observation by the survey team on

between 12:30 PM - 7:30 PM revealed, family
members arriving at the facility who had the
appearance of being in a state of disarray,
unaware of the conditions present at the facility.
Further observation revealed oncoming staff and
third-party service providers who were

and upset as facility staff were not able to provide
them with any answers related to the care of the
Residents.

Observation by the surveyor on

between 12:30 PM - 7:30 PM revealed a team of
Fire Rescue and Emergency Medical Services

{ }merbers from local entities assisting
residents in the common areas, keeping
residents . safe and cool due to the
unsafe conditions that were present. Facility staff
were directed by to check the resident's

A030

body temperatures (fo prevent heat exhaustion)
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as they had not done so prior o being instructed
to check the residents body temperatures.

A review of the facility's Director of Health
Services job description dated revealed,
he/she is responsible for responding to needs of
residents, functions in the role of Director of all
nursing responsibilities for the Community.
Responsible for providing emergency intervention
to residents to facilitate the residents’ well-being.
Plans, organizes, develops, directs and evaluates
the nursing service operation ensuring the
highest degree of quality patient care. Ensures
adherence to all applicable federal, state and
focal standards, and promotes regulatory
compliance. It further documented that the
Director of Health Services is responsible for
providing interventions to respond to
emergencies and concerns and contacting family
emergency contacts as required.

During an interview with Staff B, the Director of
Memory Care on at approximately 1:00
PM, she stated, she arrived at the facility at
approximately 8:15 AM on . the day of
the power outage. She stated, she did not call the
MCU Residents family members to inform them
of the facility's power outage. She also stated,
they didn’t contact Third-party providers. The
surveyor asked Staff B, Director of Memory Care
if she foliowed protocol and/or facility Policy and
procedures during the power outage and the A/C
unit not working at full capacity and she stated
she doesn't have any protocol and/or facility
Policy and procedures.

Further interview with Staff B, this surveyor
requested a log of the residents’ body
temperatures taken since the pewer outage
started on . Staff B stated she was not

A030

able to provide documentation to support the
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residents’ body temperature assessed during the
power/AC outage.

Review of the facility's Director of Memory Care
job description dated documented,
the Director of Memory Care is responsible for
the planning and directing a wide and varied
scope of activities and environmental needs of
the residents. It also documented the position
reports all incidents/accidents immediately,
Reports all unsafe/hazardous conditions with

i i i , Assures the i
safety regulations are followed at ail times,
Recognizes unsafe conditions and takes action or
reports conditions to the supervisor.

As a result of the facility's failing in its

ibility of providing intervention
to residents to ensure the residents’ well-being by
immediately checking Resident temperatures and
provide hydration when the temperature inside
the facifity exceeded 90 degrees Fahrenheit(F),
Residents were at risk of . , heat
exhaustion and heat . The resident's safety
and well-being were neglected due to the lack of
intervention by the facility's staff and Interim
Administrator on the day of the emergency which
resulted in the power outage.

Arising from the meetings conducted by county,
city and state personnel on AT 2:48 PM,
several plans of action were developed to ensure
the health and safety of the residents to include
plans to remain at facility with cool zones,
evacuate some residents {o a sister facility ALF,
to evacuate Residents to a local County
Community Center and to send the

residents to local hospitals for monitoring. Each
of the plansilogistics were developed and

A030

supervised by non-facility personnel as the facility
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was not under the direct/or indirect supervision of
an Administrator or Designee at that time.

On between 4:30 PM - 5:30 PM, (24)
residents were evacuated to the sister facility ALF
iocated in Aventura, Florida. On ,at
unknown times, (20) residents were sent to (6)
iocal hospitals for monitoring to ensure there was
no deterioration in their health status.

Atour of the facility on revealed,
temperatures that were

observedirecorded by the surveyors of several

resident rooms and common areas of the facility

{using the Fisherbrand Traceable Hypermeter

w/Dew Point thermometer) as follows:

" Temperatures in the Main Dining Room

iocated on the East side of the First floor, were

observed and recorded in Fahrenheit

measurements as follows: 85 degrees at 5:16PM,

91.4 degrees at 6:11 PM and 88.5 at 6:30 PM.

" 5016 PM: First floor TV/Common area outside

of cafeteria: 82 degrees F.

" 5:20 PM: Memory Care Unit MCU- Hallway

entrance: 80 degrees F.

" 5:20 PM: MCU Dining degrees F.

" 5:23 PM: Second floor common area near the

stairs: 84 degrees F.

" 5:23 PM: Second floor common area/west

side: 87 degrees F.

" B33PM: (occupied) 87 degrees

" B35 PM: {occupied) 88 degrees

" B37TPM: {occupied) 87.6 F.

" 5:38 PM: Hallway outside . B
1 87.6 degrees F.

" 541 PM: .6 degrees F.

A030

5:42 PM: Common area outside of
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directty under AC vent: 87 4 Degrees F.

" 548 PM: : 86.3F Degrees F,

" 5:48 PM: First floor stair well near

exit/common area: 86.3 degrees F.

" 548 PM: - First Floor: 86.1

degrees F.

" 549 PM: Memory Care Unit first floor

{Northeast section): 85.2 Degrees.

" 8:51 PM: Dining room {1st floor): 86.1

Degrees F.

" B52PM: : 85 Degrees F.

" BIB2 PM: 1 84.9 Degrees F.

" 556 PM: MCU (MCU): Hospice

Resident, Room temperature of 84 F,

" B:57 PM: MCU Hallway/common area outside
-116: 84.5 Degrees F.

6:01 PM: MCU Common area near dining

room: 84,4 Degrees F.

" 611 PM: Internal temperature reached a high

of 91 degrees F on 1st floor dining room.

Class |

429.176 F8; 429.52( .),59A-36.01(1) FAC
Staffing Standards - Administrators

429.176 Notice of change of administrator.-H,
during the period for which a license is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 80 days
that the new administrator meets educational
requirements and has completed the applicable
core educational requirements under s. 429.52. A
facifity may not be operated for more than 120
¢ ive days without an inis who
has completed the core educational
requirements.

A030

AOTT
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429.52

{4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Failure to do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in s. 429.19.
Administrators licensed in accordance with part Il
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule

{6) Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years.

59A-36.010
(1) ADMINISTRATORS, Every facifity must be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facifity including the management of all staff
and the provision of appropriate care to alt
residents as required by chapters 408, part I,
429, part |, F.8., and rule chapter 59A-35, F.AC.,
and this rule chapter.
(a} An administrator must:
1. Beatleast . | ot
2. If employed on or after
have, at a minimum, a high school dlploma or
GED,;
3. Be in compliance with Level 2 background
screening requirements pursuant to sections
408.809 and 428.174, F.S;
4. Complete the core training and core
competency test requirements pursuant to rule
59A- 36 011, F.A.C., no later than 80 days after

ol as a facility i
Administrators who attended core fraining pnor o
, are not required to {ake the

AD077
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competency test unless specified elsewhere in
this rule; and,
5. Satisfy the continuing education requirements
pursuant to rule 59A-36.011, F.A.C.

ini who are not in compli with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
(b} In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraph (1){a}4. of this rule, to temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.AC, and,
2. Complete all additional training requirements if
the facifity maintains ficensure as an extended
congregate care or limited mental heaith facility.
{c} ini may supervise a d of
either three assisted living facilities or a group of
facilities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

ini supervising a i of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each
other, is only required to appoint two managers to
assist in the operation and maintenance of those
facilities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test

AD077
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nts, and

requirements as an administrator pursuant to
paragraph (1)(a) of this rule. Managers who
attended the core training program prior to

. . are not required to take the
competency test unless specified elsewhere in
this rule. In addition, 8 manager may not serve as
a manager of more than a single facility, except
as provided in paragraph (1)(c) of this rule, and
may not . serve as an adminisirator
of any other facility.
{e) Pursuant to section 429.176, F.S., faciiity
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator
form, AHCA Form 3180-1008, , which
is incorporated by reference and available online
at:
hitp/iwww. firules.o ce.asp?No
=Ref-09393.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure that it was
under the supervision of an administrator who
was responsible for the operation and
maintenance of the facility for 77 Residents. The
facility also failed to notify the Agency following a
change in their Administrator. The facility also
was without the direction and supervision of an
Administrator or Designee during an emergency,
where the facility had a power outage, the
faciiity's fixed generator did not work and the
facitity's Air Conditioner (A/C} was not fully
functioning to keep the facility befow 81 degree'’s
Fahrenheit(F).

The Findings Included:
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A review of the Assisted Living Residency
Agreement dated documented in
Section 6: ADMINISTRATIVE SERVICES: The
Executive Director is responsible for the overall
on-site operation of the Community, including

i ing, and

No additi F ibiliies were

observed in the document.

On at approximately 12:30 PM, the
Agency for Health Care Administration (AHCA)
surveyors begin arriving at the facility. Upon
arrival, observation was made of the Chief of the
{ocal Emergency Management Services ( Jas
well as paramedics onsite taking temperatures in
the facility and facility residents, ensuring proper
hydration, and assessing the residents. Upon
entering that facility on at
i 12:30 PM the yors observed
a chaotic scene with Residents fanning
themselves due to the extreme temperatures
inside the facility, which also had the surveyors
sweating profusely.
The surveyors were further informed during the
interview on at 12:31 PM that the
facility currently does not have an Administrator.
And that the facility is currently under the
of an interim i

Director/Administrator, StaffAsince |, |

. Further, Staff A resides primarily in Texas.
However, the agency was not notified regarding
the absence of an Administrator until

In an interview with the Business Office Manager
{Staff C) on at 12:32 PM she stated
the interim Executive Director (ED) was not
available and was flying in from Texas fo come to
the facifity. The lead surveyor then asked to

AD077

speak with the person in charge during his/her
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absence. The Business Office Manager informed
the surveyor that no one was in charge, they just
work as a Team.

On at 12:38 PM, the lead AHCA
surveyor asked the Receptionist, Staff N, if there
was an administrator or someone in charge of the
facitity present, and she stated, no, and went to
get the Business Office Manager.

Areview of the Business Cffice Manager Il Job

D iption dated i ted, the
position shall Act as Manager on Duty as directed
by the Executive Director (ED).

In an interview with the Director of Health
Services, Staff £ on at 12:40 PM, the
surveyor asked if she was in charge of the facility,
and she stated, no.

A review of the Director of Health Services Job

Dy iption dated i d, the
position shall Act as Manager on Duty as directed
by the Executive Director (ED).

On between 12:30 PM - 5:12 PM it
was observed by the surveyors that the facility
had no Administrator, or staff member who stated
they were in charge or assumed the role of being
in charge to handie the facility's power outage,
generator failure, and A/C outage. Due to the
absence of the Administrator and Designee,
emergency responders, city officials and AHCA
staff met to discuss, plan and implement an
emergency plan to ensure the safety and
well-being of the residents.

On at 12:48 PM a request was made
to the Business Office Manager, Staff C, whose
job description documented her position is in
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charge in the absence of the ED, for the facility's
Policy & Procedures to identify the facility's order,
scope, responsibility and delegation of authority.
She informed the surveyors that the facility did
not have any Policies and Procedures.

On at 1:05 PM, the Local City Fire
Department, Local City officials, Local Emergency
Management Division, Department of Heaith
(DOH) and AHCA surveyors met in the facility's
small conference room to gather information, plan
and organize possible evacuation of residents to
a local sister facility as the facility had no one
present who was in charge, No facility staff was
present during the meeting.

On at 2:48 PM a follow-up meeting was
conducted at the facility with Local City officials
{Emergency Management Services ( ), Fire
rescue, DOH, Police Department, and AHCA
surveyors). [n the absence of an Administrator or
Designee, the Local City Fire Chief oversaw the
coordination of the meeting and outlined an
emergency plan {evacuation) that could be
executed if needed. The local Area Office Field
Office Manager (FOM) joined the meeting via
telephone. Logistics and transportation were
discussed during this time.

On at approximately 2:55 PM
observation made of oncoming staff (3:00 PM -
11:00 PM shift), and Third-Party Services
providers suggested they were and
upset as they had not been made aware of the
conditions present in the facility. Nor did they
have a sense of direction as there was no
Administrator {or their Designee) in charge of the
facility to provide them direction.

On at 3:12 PM a second request was
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made to the Business Office Manager, Staff C for
the Facility's policy and procedures. No policy and
procedures were provided at that time.

Ir an interview with the Business Office Manager,
Staff C on at 4:07 PM she stated the
interim Executive Director, StaffAstatted on

+ and was out town on vacation in Texas,
but was aware of the power outage.

On at approximately 5:12 PM the
Interim Executive Director (ED) arrived at the
facitity from Texas and was informed of the
emergencies that had occurred during his
absence (power outage, AC outage, generator
failure, etc.). The facility has been under the

of the interim ive director
who primarily resides in Texas since

. However, AHCA was not notified regardmg

the absence of an Administrator untit

On between 4:30 PM - 5:30 PM, (24)
residents were evacuated to the sister facility ALF
tocated in Aventura, Florida. On ,at
unknown times, {20) residents were sent to (6)
{ocal hospitals for monitoring to ensure there was
no deterioration in their health status.

Atour of the facility on revealed,
temperatures that were
observed/recorded by the surveyors of several
resident rooms and common areas of the facility
{using the Fisherbrand Traceable Hypermeter
wiDew Point thermometer} as follows:
" Temperatures in the Main Dining Room
focated on the East side of the First floor, were
observed and recorded in Fahrenheit
measurements as follows: 85 degrees at 5:16PM,
91.4 degrees at 6:11 PM and 88.5 at 6:30 PM.
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of cafeteria: 82 degree:
" 5:20 PM: Memory

" 523 PM: Second
stairs: 84 degrees F.
" 5:23 PM: Second
side: 87 degrees F.

Y 533 PM:
F.
T B35 PM:
F.
Y537 PM:

" 5:38 PM: Hallway
: B7.6 degrees F.
" BATPM:

Y 5i4BPM:

exit/common area: 86.
T 548 PM:
degrees F.

" 5148 PM: Memory

Degrees F.

" 552 PM:

" 5iB2PM:

T 556 PM: MCU

room: 84.4 Degrees F.

of 91 degrees F on

" 518 PM: First floor TV/Common area outside

entrance: 80 degrees F.
" 6:20 PM: MCU Dining degrees F.

" 5142 PM: Common area outside of
directly under AC vent: 87.4 Degrees F.

" 5:48 PM: First floor stair well near

{Northeast section): 85.2 Degrees,
" 5:51 PM: Dining room {1st floor): 85.1

Resident, Room temperature of 84 F.

" 557 PM: MCU Hallway/common area outside
~116: 84.5 Degrees F.

" 8:01 PM: MCU Common area near dining

" 811 PM: Internal temperature reached a high

In an interview with the interim Executive Director

s F.

Care Unit MCU- Haliway

floor common area near the

floor common area/west
{occupied) 87 degrees
(occupied) 88 degrees

{occupied) 87.6 F,
outside . '

.6 degrees F.

: 86.3F Degrees F.

3 degrees F.
~ First Floor: 86.1

Care Unit first floor

1 85 Degrees F.
: 84.9 Degrees F.
(MCU): Hospice

1st floor dining room.

AHCA Form 3020-0001
STATE FORM

s

Fo9B1t

f continuation sheet 29 of 58



Agency for Health Care

PRINTED: 09/30/2024

FORM APPROVED

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

AL11965503

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

07/30/2024

NAME OF PROVIDER OR SUPPLIER

3880 SOUT!

PRESIDENTIAL PLACE

STREET ADDRESS, CITY, STATE, ZIP CODE
# CIRCLE DRIVE
HOLLYWOOD, FL 3302%

0@y D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG 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

AQ77 | Continued From page 29

{ED)on at 2:30 PM he informed the
surveyor that he has been the acting ED since
Lo , after the previous ED's
employmentended in . And that he is at
the facility temporarily untit the new Executive
Director is hired. He also stated he had not had
CORE training and was unfamiliar with such.

(r an interview with the Executive Director on

at 5:30 PM he was asked who was in
charge during his absence. He stated the
Business Office Manager is not officially in charge
on paper. In a previous interview with the
Business Office Manager, Staff C on
she stated, no one was in charge, they just work
as a Team.

Because the facility was without an
Administrator/ED or Designee in charge, the
facitity was left without supervision and/or an
appointed acting Manager during the Executive
Director's absence. During which time, the facility
experienced an electrical power outage which
resulted in the Air Conditioner {AC) not working.
As a result of the failure, Residents were exposed
to extreme heat which no direct staff was able to
address as there were no Administrator or
Designee to provide management, direction and
supervision of facility's staff. As a result, the care
and service needs of the Residents had to be
planned, coordinated and implemented by
non-facility employses.

Class |

A 152 59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Cther

{3) OTHER REQUIREMENTS.

AD077

A152
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{a) All facilities must:

1. Provide a safe living environment pursuant to

section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are roaintained in good

working order.

{b} Pursuant to section 429.27, F.S., residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the fumishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with a mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. o ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

iamp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facilities must make availabte linens and

personal laundry services for residents who

require such services. Linens provided by a

facliity must be free of tears, stains and must not

be .

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record

A152

review, the facility faited to ensure that that alf
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mechanical and electrical systems were property
maintained in good working order. The facility
also faited to timely repairfor replace
mechanical/or electrical issues identified as
potentially failing until after they B
The facility also was without the direction and
supervision of an Administrator or Designee
during an emergency, where the facility had a
power outage, the facility's fixed generator did not
work and the facility's Air Conditioner (A/C) was
not fully functioning to keep the facility below 81
degree’s Fahrenheit(F).

The Findings Include:

A review of the Presidential Place Assisted Living
Agreement dated revealed in Chapter
3 under Electrical Power Qutage: In the event of
an electrical power outage, we recommend you
stay in your residence. Know the location of your
flashlight and battery-operated radio. Follow staff
instructions. If the power wilt be out for more than
three hours the bullding staff will be in contact
with residents to make arrangements. The
Community has an emergency generator.

Areview of the Department of Health (DOH}
Inspection Report dated at 12:00 PM
documented a temperature in the Memory Care
Unit (MCU) lobby of 82F. it also documented that
the City has identified the part needed for repairs
{for the Air Conditioner that was not working). A
violation notice was issued as the AC was
observed to be in disrepair and not working
throughout facility.

Areview of the Local City Fire Rescue & Beach

Safety Department Reinspection Report dated
documented the facility was found in

violation for not having their Emergency

A152
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Generator Verification. it documented that Standy
generators used for emergency or fegally
required standby power shall be tested and
maintained as per National Fire Protection
Association (NFPA} 110. The facility must submit
most recent copy of annual certification report to
Fire Marshal's Office. They were given a due date
of to submit the documentation (copy
obtained).
Review of the Local City Fire Rescue & Beach
Safety Depariment Reinspection Report dated
documented also documented that at
the time of inspection on no
documentation of generator testing or a generator
fog was provided, and the deficiency was still
pending. It further documented that at the time of
inspection { ) there was no
documentation or generator certification provided
{copy obtained).

Ir an interview with the Assistant Maintenance
Director, Staff G on at 5:06 PM, he
stated the facility experienced a power outage on

that affected the entire 3-story
building, resulting in their being no electrical
power throughout the building. In addition, the
facility's generator failed to engage and provide
alternative power as a result of previously
identified problems not being corrected. The
facility did not regain any form of electrical power
untii 1:00 PM on when the electricity
from the company providing it was restored. As a
result of the power outage, the facility
experienced . of several
mechanical apparatuses (i.e. Generator,
Air-Conditioner (AC), Water Tower/coolers) which
affected all seventy-seven (77) residents during
the outage.

On between 4:30 PM - 5:30 PM, (24)

A152
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residents were evacuated to the sister facility ALF
iocated in Aventura, Florida. On ,at
unknown times, (20) residents were sent to (6)
iocal hospitals for monitoring to ensure there was
no deterioration in their health status.
Atour of the facility on revealed,
temperatures that were
observedirecorded by the surveyors of several
resident rooms and common areas of the facility
{using the Fisherbrand Traceable Hypermeter
w/Dew Point thermometer) as follows:

" Temperatures in the Main Dining Room
iocated on the East side of the First floor, were
observed and recorded in Fahrenheit
measurements as follows: 85 degrees at 5:16PM,
91.4 degrees at 6:11 PM and 88.5 at 6:30 PM.

" 5016 PM: First floor TV/Common area outside
of cafeteria: 82 degrees F.

" 5:20 PM: Memory Care Unit MCU- Hallway
entrance: 80 degrees F.

" 5:20 PM: MCU Dining degrees F.

" 5:23 PM: Second floor common area near the
stairs: 84 degrees F.

" 5:23 PM: Second floor common area/west
side: 87 degrees F.
" B33PM: (occupied) 87 degrees

" B35 PM: {occupied) 88 degrees

" B37TPM: {occupied) 87.6 F.

" 5:38 PM: Hallway outside . B
1 87.6 degrees F.

" 541 PM: .6 degrees F.

" 5:42 PM: Common area outside of

directly under AC vent: 87 4 Degrees F.

" 548 PM: : 86.3F Degrees F,

" 5:48 PM: First floor stair well near

A152

exit/common area: 86.3 degrees F.
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" 548 PM: - First Floor: 86.1

degrees F.

" 5:49 PM: Memory Care Unit first floor

{Northeast section): 85.2 Degrees.

" 8:51 PM: Dining room {1st floor): 86.1

Degrees F.

" B52PM: : 85 Degrees F.

" BIB2 PM: 1 84.9 Degrees F.

" 556 PM: MCU (MCU): Hospice

Resident, Room temperature of 84 F,

" Bi57 PM: MCU Hallway/common area outside
-116: 84.5 Degrees F.

6:01 PM: MCU Common area near dining

room: 84,4 Degrees F.

" 611 PM: Internal temperature reached a high

of 91 degrees F on 1st floor dining room.

A review of the Department of Heaith (DOH)
Inspection Report dated beginning at
9:45 AM, documented an interview with the
Interim Executive Director/Operations .,

that no timetable for completion of AC repairs had
been provided. Notice of violation remains in
effect.

In an interview with the Assistant Maintenance
Director, Staff G on at 9:53 AM, he
stated to the surveyor that they had a problem
with one of the water towers that helps cool the
Air Conditicner (AC) because the pumps that
power it went out. He stated there was a power
surge on (no time provided) that
knocked out the transfer switch on the generator,
50 it did not engage and is now offline. He further
stated he came in later that day on

(to the generator) was done around 1: OO

PM.

On at 2:41 PM, in an interview with
the Administrator, Staff A, he stated the AC hasn't

A152
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Continued From page 35

been fully repaired but is operating and cooling
under its current status, He stated that the parts
have been ordered for the generator and they are
stifl waiting for them to arrive. He stated he didn't
know if he had documentation but would look for
any documentation. None was provided during
the survey.

Ir an interview on at 3:36 PM with the
Assistant Maintenance Director, Staff G, he
stated they had two separate events. He stated
there was a partial power outage on f
and partial water tower outage. Once the tower
was up and running everything was fine. Later
that night {due to other systems being affected),
the water pump shorted out and the AC tower
went down. He further stated that overnight, the
Maintenance Director, Staff H got a call at
approximately 4:00 AM on notifying
him of the loss of electricity and came out to the
facitity. He stated he came to the facility around
6:00 AM to assist with the issue. He stated that
after evaluating the problem, it was determined
that the water pumps in the mechanical room
were out.

The Assistant Maintenance Director further stated
in the above interview that they needed a new
starter and motor for the Water
Cooling Tower (Cooling Tower); and that the local
City Pubtic Works Director located a brand-new
motor, which they finished installing around 10.00
PMon and now everything is in
equilibrium. He further stated that the Cooling
Tower (which moves water throughout the entire
building to cool it down) Is currently working with
one fan and one pump, which is enough to cool
the facifity. He stated they only have the one
system (Tower) at this time, and that they have
been tracking the problem for a long time {(no

A152

time period provided).
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Continued From page 36

On beginning at 3:24 PM, this
surveyor made an observation of the facility's
Water Tower room located outside on the
Southeast section of the property, behind an

8- wall and locked gate. Observation was
made of the dual system, each having an external
motor that powered them. Observation of the
motor attached to the tower located closest to the
North, was working. The Motor attached to the
second tower located to the South was not
working and is said to be the one that will be
replaced {photo/video obtained). This surveyor
also made observations of the motors focated in
the locked room accessed through Memory Care
Unit 2. Observation revealed they are the motors
that operate the pumps that move the water
through the cooling system/water towers. The
motor located nearest the door was working, but
the motor located to its left (East) was not
{photofvideos obtained).

In an interview with the Local City Fire inspector
on at 4:00 PM, he stated the last
inspection was done two years ago (in 2022) and
none of the viclations from that inspection/or
previous inspections where corrected. No
additional information was provided during the
survey.

In an interview with the Assistant Maintenance
Director, Staff G on at4:11 PM, he
stated the facility's AC runs specifically at 277
Amp. And at a certain time of day the Amperes
{Amps) would drop to 250 - 270, the AC would
turn off and the generator would engage. He
stated the power wasn't the problem, and that the
circuitry and everything was okay. The problem
was that the generator would read that the amps

A152

were 0o low and would turn on, while the power

AHCA Form 3
STATE FORM

20-0007

s

Fo9B1t

f continuation sheet 37 of 58




Agency for Health Care

PRINTED: 09/30/2024

FORM APPROVED

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

AL11965503

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

07/30/2024

NAME OF PROVIDER OR SUPPLIER

3880 SOUT!

PRESIDENTIAL PLACE

STREET ADDRESS, CITY, STATE, ZIP CODE
# CIRCLE DRIVE
HOLLYWOOD, FL 3302%

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

A152

Continued From page 37

from the electricity company was on as well. As a
result, the supply side ( _ Aon the transfer
switch) accepting the power from the electricity
company out. He stated the drop in the
required amperes had been occurring for a while.
Specifically, during the peak hours of the day
when everyone (in the surrounding
homes/apartments} has come home and begin
using power.

Relative to the AC repair, the Assistant
Maintenance Director, Staff G stated in an
interview on /3034 at 3:26 PM that they are
waiting on parts, and it may take longer because
of the availability of supply, but that they have
already ordered the parts. He stated there are two
fans that work alternatively (the same situation as
with the water pumps). When one of the fans is
down, it doesr't affect the system itself, or the
climate or quality of life. He stated the one that is
working is able to cool the entire building itself
and won't stop the building from being . He
further stated that they are also waiting for the
transfer switch to arrive. And that the water tower
is in need of relay switches and wiring, and the
company from which they were purchased gave
them a potential delivery date of

Interviews and record review revealed that
assessment/evaluation(s) by facility staff
identified the potential problem(s) relative to the
drop in required supply-side power from the
company providing the electricity to the facility
months prior to the failure of the generator. In
addition, the facility was also made aware of other
related issues by the local Fire Department
personnel months prior to the generator failing
but failed to timely repair/or replace the faulty
systems/or issues.

A152
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Class |

59A-36.026 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
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portions of the buiiding where temperatures wilf
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rule. This rule does not
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in Section 408.821, F.8. and subsection
59A-36.019(8), F.A.C., are met. The plan shail
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
{ocal zoning and the Florida Building Code.

3. Each assisted living facility is unique in size;
the types of care provided; the physical and
mental capabiliies and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not fimit the types of systems or
equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six {96) howrs in the
event of the loss of primary electrical power. The
plan shall include information regarding the
systems and equipment that will be used by the
assisted living facility and the fuel required 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 imes when the assisted
fiving facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability If
evacuation is necessary.

b. Assisted living facifities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the
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campus if such resources are sufficient to
support the requirements of each facility's
residents, as specified in this rule. Details
regarding how resources will be shared and any
necessary movement of residents must be clearly
described in the emergency power plan,

c. A multistory facility, whose comprehensive
emergency management plan is to move
residents to a higher floor during a fiood or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
flooding 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 o maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours after the
foss of primary electrical power during a declared
state of emergency. The plan must include
information regarding fuel source and fuel
storage.

1. Facilities must store minimum amounts of fuel
onsite as follows:

a. Afacility with a licensed capacity of 16 beds or
fess must store 48 hours of fuel onsite.

b. Afacility with a licensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facility located in an areain a
declared state of emergency area pursuant to
Section 252.36, F.S. that may impact primary
power delivery must secure ninety-six {(96) hours
of fuel. The assisted living facility may utilize
portable fuel storage containers for the remaining
fuel necessary for ninety-six (96) hours during the
period of a declared state of emergency.

3. Piped natural gas is an aliowable fuel source
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and meets the onsite fuel supply requirements
under this rule.
4. If local ordinances or other regulations timit the
amount of onsite fuel storage for the assisted
fiving facility's focation, then the assisted living
facility must develop a plan that includes
maximum onsite fuel storage allowable by the
ordinance or reguiation and a reliable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.
{c} The acquisition of services necessary to
maintain, and test the equipment and its functions
to ensure the safe and sufficient operation of the
alternate power source maintained at the
assisted fiving facility.
{d) The acguisition 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
a license.
(b} Each existing assisted living facility that

any additions, i i
alterations, refurbishment, renovations or
rect ion that require ification of its
systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the county emergency management
agency for review and approval.
(3) APPROVED PLANS,
{a) Each assisted living facility must maintain a
copy of its approved plan in a manner that makes
the plan readily available at the licensee's
physical address for review by a legally
authorized entity. if the plan is maintained in an
electronic format, assisted living faciiity staff must
be readily available to access and produce the
plan. For purposes of this section, "readily
available" means the ability to immediately
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produce the plan, either in electronic or paper
format, upon request.
{b) Within 30 days of the approval of the plan
from the county emergency management agency,
the assisted living facility shall submit in writing
oroof of the approval to the Agency for Health
Care Administration to
assistedliving@ahca.myflorida.com.
{c} The assisted living facility shall submit a
consumer-friendly summary of the emergency
power plan to the Agency. The Agency shall post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on its website within ten
{10) business days of the plan's approval by the
county emergency management agency and
update within ten (10) business days of
implementation,
{4} IMPLEMENTATION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than

. have implemented the plan
required under this rule.
{b} Each new assisted living facility shall
imptement the plan required under this rule prior
to obtaining a license.
{c} Existing assisted living facilities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
affecting the assisted living facility's compliance
with this rule shaif implement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishment, renovations or
reconstruction.
{5} POLICIES AND PROCEDURES.
{a) Each assisted living facility shall develop and
implement written policies and procedures o
ensure that the assisted living facility can
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effectively and immediately activate, operate and
maintain the alternate power source and any fuet
required for the operation of the alternate power
source. The procedures shall ensure that
residents do not experience complications from

fons in air es inside
the facility. Procedures must address the care of
residents oceupying the facility during a declared
state of A ifi ,a iption of
the methods te be used to mitigate the potential
for heat related 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 e of ich requiring 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 shali maintain the
written policies and procedures in a manner that
makes them readily available at the licensee’s
physical address for review by a legally
authorized entity. If the policies and procedures
are maintained in an electronic format, assisted
tiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c) The written policies and procedures must be
readily available for inspection by each resident;
each resident's legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by
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faw.
(8) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by Chapter 429,
Part 1, or Chapter 408, Part Il, F.S., including, but
not fimited to, license revocation, license

ion, and the b ition of ini

fines.

(7) COMPREHENSIVE EMERGENCY

MANAGEMENT PLAN.

{a) Assisted living facilities whose comprehensive
planis to 1t

must comply with this rule,

{b) Each facility whose pian has been approved

shail submit the plan as an addendum with any

future submissions for approval of its

plan.

comp
(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 to the
county emergency management agency that the
plan has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.
3. Annual submissions and approvals of the plan
do not require notification to residents or their
tegal representatives unless a significant
modification as defined in Rule 59A-36.019,
F.A.C., has been made to the plan.
{b}) Each assisted living facility must maintain a
copy of each notification set forth in paragraph (a)
above in a manner that makes each notification
readily available at the licensee's physical
address for review by a legally authorized entity. If
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the notifications are maintained in an electronic
format, facility staff must be readily available to
access and produce the noftifications. For
purposes of this section, "readily available”
means the ability to immediately produce the
notifications, either in electronic or paper format,
upon request.

This Statute or Rule s not met as evidenced by:
Based on record review, interview and
observation, it was determined that the facility
failed to ensure that internal

temperatures did not exceed 81 degrees
Fahrenheit. The facility failed to maintain a
system of alternative power designed to ensure
required temperatures were attained/or
maintained in the event of the loss of primary
electrical power. In addition, the facility also failed
toi their

Control Plan (EECP). This event ocourred from

The Findings Include:

A review of the facility's Comprehensive
Emergency Management Plan {CEMP) binder on

reveated the facility's Emergency
Environmental Control Plan (EECP) dated

. Areview of the EECP revealed the
facility has a Generac 300KW generator located
outside on the southeast side of the building
between the building and cooling tower and is
used as a backup to their primary power
providers. The facility's Emergency Power Plan
Guideline included:

" The entire facility (80,630 SF) wilt be used to
ensure internal temperatures for Residents within
the 80,630 square do not exceed 81 degrees

A200
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The facility will accommodate 150 people
including residents, staff and their families.
" Residents will not be moved as their
individual rooms and common areas will be kept
below 80 degrees. Beds are available in each
resident’s private rooms.
" inthe event of a power outage, the
community 300K generator which powers the
entire facility including alt A/C units will
automatically kick on. With each power outage
{asting longer than thirty minutes the Director of
Plant Operations will reach out to the power
company for a determination of the extent and
fength of the power outage. if power outage is

N to fast three hours or more staff will be
assigned to temperature watch with directives to
round every 2 hours check thermostats and
maonitor temperatures.

Areview of the Presidential Place Assisted Living
Residency Agreement dated 11/30/2021 revealed
in Chapter 3 under Emergency Management
Preparedness: The Community has an

Ei it Plan,
which includes emergency procedures in the
event of fire, tornado/hurricane, and other types
of disasters. In addition, staff are provided with
ongoing education and drills regarding our
disaster plan and specific emergency situations.
I addition, Emergency Management
Preparedness Plans are reviewed annually.

A review of the Local City Fire Rescue & Beach
Safety Department Reinspection Report dated
documented the facility was found in
violation for not having their Emergency
Generator Verification. it documented that Standy

A200

AHCA Form 3
STATE FORM

20-0007

s

Fo9B1t

f continuation sheet 47 of 58




Agency for Health Care

PRINTED: 09/30/2024

FORM APPROVED

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

AL11965503

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

07/30/2024

NAME OF PROVIDER OR SUPPLIER

PRESIDENTIAL PLACE 3880 SOUT!

STREET ADDRESS, CITY, STATE, ZIP CODE
# CIRCLE DRIVE
HOLLYWOOD, FL 3302%

0@y D
PREFIX
TAG

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

o]
PREFIX
e

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

(xe
COMPLETE
DATE

A200

Continued From page 47

generators used for emergency or fegally
required standby power shall be tested and
rmaintained as per NFPA 110. The facility must
submit most recent copy of annual certification
report to Fire Marshal's Office, with a due date of
(copy obtained).
Areview of the Local City Fire Rescue & Beach
Safety Department Reinspection Report dated
documented that on the
facility received a violation for failing to have/or
provide documentation that their generator had
the required logs documenting it had been tested.
It stated test records shall be maintained on the
premises and must indicate the date of such
testing, the qualified service personnel, and any
corrective measures needed or taken. it
documented a due date of for
documentation of such tests to be provided to the
Local City Fire Department.
Review of the Local City Fire Rescue & Beach
Safety Department Reinspection Report dated
documented that at the time of
inspection on 1 no documentation of
generator testing or a generator log was
provided. And that as of . the
deficiency was still pending. it also documented
under Compliance, that Standy generators used
for emergency or legally required standby power
shail be tested and maintained as per National
Fire Protection Association (NFPA) 110. The
facility must submit most recent copy of annual
certification report to Fire Marshal's Office. It
further documented that at the time of inspection
). there was no documentation or
generator certification (copy obtained).

Areview of the Department of Health (DOH)
Inspection Report dated documented
the following. The Facility moved residents to the
Memory Care Unit (MCU) lobby. Sixty-six {(66)
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portable AC units had been deployed in the
facility. 4 portable AC units have been deployed to
the cafeteria. 2 have been deployed in the
memory care common area, and there is a unit to
be installed in each individual room in the
memory care area. The current temperature in
the memory care lobby is 82F. No residents are
in any acute distress. Inspector (Sales | 3
and (interim Executive Director, Operations

), who are the people in charge at this
tlme to cail 911 immediately if any residents are
in any acute distress. This was witnessed by
Agency for Health Care Administration (AHCA}
(surveyor). As per (Emergency Manager for the
City) additional portable AC units will be deployed
to the facility throughout the night. Fire rescue will
e routinely monitoring the facility throughout the
night. The City has identified the part needed for
repairs. AC should be repaired by the afternoon
of per the City. Violation: Observed
AC in disrepair. AC is not working throughout
facifity,

A review of the Department of Heaith (DOH)
Inspection Report dated documented
No residents are in any acute distress. Inspector
notified (interim Executive Director/Operations

s ), who is the person in charge at this
time, to call 911 immediately if any residents are
in any acute distress. This was witnessed by
AHCA Representative (lead surveyor). As per
{Interim Executive Director/Operations

), no timetable for completion of AC

repa;rs has been provided. AHCA has dispatched
a Fire Protection ., {life Safety surveyor)
to the facility. Observed 10 resident rooms with
temperatures ranging between 81F-83F; these
residents will be relocated to other rooms with
temperatures ranging 75F-80F. The occupied

A200
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temperatures ranging from 70F-80F. As per
(Emergency Manager for the City), Fire Rescue
will be routinely monitoring the facility throughout
the night. Notice of violation remains in effect.

On at approximately 2:45 AM, the
facility experienced a power outage resulting in
the facility having no electricity. The power did not
come on untit 1:00 PM (a period of 10
hours, 15 minutes), during which time the facility
had no Air Conditioner (AC). The facility's
generator afso failed to engage resulting in no AC
being present in the facility for over 10 hours,
thus affecting all seventy-seven (77) residents
during the above-mentioned time(s).

On Monday at 4:00 AM, the facility's
Director of Plant Operations, Staff H
{Maintenance) observed that the facility's
Automatic Transfer Switch (ATS) which receives
eleciric input from the electrical company through
one , onits panel, then automatically
disconnects such power when the generator
engages. In addition, the ATS panel incurred
water penetration which caused it to
This caused the generator to
intermittently turn on and off on , prior
to it shutting down completely. As a result, the
three-story facility lost electrical power, which
caused the cooling tower that controls the

temperatures inside the facility to

. Because of the _ with

the cooling towers, the temperatures inside the
facility exceeded 82 degrees.

In an interview with the Assistant Maintenance
Director, Staff G on at 5:06 PM, he
stated the facility achieved partial power {no time
provided) and was only able to provide Air
Conditioner (AC) on the entire first floor. He

A200
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further stated that the AC was not operating to its
full capacity, or sufficiently enough to bring the
temperature below 86 degrees Fahrenhelt. As a
result of the loss of power/AC, the internal
temperatures within the facility reached a high of
91 degrees Fahrenheit by . Staff G
provided no documentation relative to the

used to ine the
the facility.

On the Agency for Health Care
Administration (the Agency) received an
anonymous call stating the facility lost power on

for over 8 hours and the facility has
been out of A/C for the past 3 days. The calier
stated something has been wrong with the
electrical panel for months {no time- period
given), and that the facility was hot, and the staff
and residents are passing out. The calier further
stated there are Residents that have been sent fo
the hospital due to extreme heat.

On at 12:28 PM, the Agency received a
phone call from the local Fire Department's Fire
Prevention Officer who reported that the facility
has been out of A/C for the past two days.

On at approximately 12:30 PM,
surveyors began arriving at the facility. Upon
arrival, observation was made of the Chief of the
{ocal Emergency Management Services ( Jas
well as paramedics onsite taking temperatures of
the facility and residents, ensuring proper
hydration, and assessing the residents.

On at 12:38 PM the surveyor asked
the Receptionist, Staff N, if there was an
Administrator or someone in charge of the facility
present, and she stated, no, and went to get the

A200
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In an interview with the Business Office Manager
on at 12:45 PM, she stated there was
no Administrator in the building, and that the
Interim Executive Director was flying in from
Texas to come to the facility.

On between 12:30 PM - 2:15 PM the
surveyors conducted a tour of the facility. During
the tour, observations revealed that the building
temperature was extremely hot, resulting in the
surveyors sweating immediately upon entry into
the facility. Residents were observed sweating
and fanning themselves, voicing concerns.
regarding the heat and relocating to common
areas to find cooler locations (1st Floor Dining
Room, Activity/TV area located across from the
dining room). Observations by the surveyors
revealed the power was on; however, the facility's
AC was not working.

Accuweather.com documents the temperature in
Hollywood, Florida on was 91
degree's F.

Areview of the floridadisaster.org website
revealed that on and air
temperatures ranged from the upper 80 degrees
to middie 90 degrees Fahrenheit. It also
documented that the heat index for

and fo be between 100-108.

Atour of the facility on revealed,

temperatures that were
observed/recorded by the surveyors of several
resident rooms and common areas of the facility
{using the Fisherbrand Traceable Hypermeter
wiDew Point thermometer} as follows:

A200

" Temperatures in the Main Dining Room
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focated on the East side of the First floor, were
observed and recorded in Fahrenheit
measurements as follows: 85 degrees at 5:16PM,
91.4 degrees at 6:11 PM and 88.5 at 6:30 PM.

" 518 PM: First floor TV/Common area outside
of cafeteria: 82 degrees F,

" B:20 PM: Memory Care Unit MCU- Hallway
entrance: 80 degrees F.

" 5:20 PM: MCU Dining degrees F.

" 5:23 PM: Second floor common area near the
stairs: 84 degrees F.

" 5:23 PM: Second floor common area/west
side: 87 degrees F.

" B33 PM: {occupied) 87 degrees

" B35 PM: (occupied) 88 degrees

" 537 PM: (occupied) 876 F.

" 5:39 PM: Halflway outside | ,
: B7.6 degrees F.

" B41TPM: .6 degrees F.

" 5142 PM: Common area outside of

directly under AC vent: 87.4 Degrees F.

" B4BPM: : 86.3F Degrees F.

" 5:48 PM: First floor stair well near

exitfcommen area: 86.3 degrees F.

T 548 PM: ~ First Floor: 86.1

degrees F.

" 5:48 PM: Memory Care Unit first floor

{Northeast section): 85.2 Degrees,

" 5:51 PM: Dining room {1st floor): 85.1

Degrees F.

" BB2 PM: 1 85 Degrees F.

" 5iB2PM: : 84.9 Degrees F.

" 556 PM: MCU (MCU): Hospice

Resident, Room temperature of 84 F.

" 557 PM: MCU Hallway/common area outside

~116: 84.5 Degrees F.
" 8:01 PM: MCU Common area near dining

A200

room: 84.4 Degrees F.
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" 811 PM: Internal temperature reached a high
of 91 degrees F on 1st floor dining room.

A review of the facility's Resident Census for
revealed there were 77 residents in
the facility. The facility's Resident Census for
documented there were 78 residents
in the facility {copies obtained).

As a result of power loss, generator failure, and
the failure of the AC to function properly, 77

residents were exposed to extreme
heat, with temperatures above 81 degrees
Fahrenheit. As a result of the exireme heat,
approximately 43 Residents were removed from
the facility as follows:

On between 4:30 PM - 5:30 PM, (24)
residents were evacuated 1o the sister facility ALF
focated in Aventura, Florida. On ,at
unknown times, {20) residents were sent to (6)
{ocal hospitals for monitoring to ensure there was
no deterioration in their health status.

On at 9:05 AM observation by the
surveyors revealed 10 spot coolers that were
delivered and installed by a focal rental company
on (the previous day) and positioned
in the common areas. On an
additional 50 spot coolers were delivered and
installed by ancther local rental company and
installed in common areas and all occupied
resident rooms. Observation also revealed that
many of the spot coolers were set up to exhaust
into the space above the drop ceiling.
All the spot coolers were observed later as turned
off.

In an interview on at 9118 AM with

A200
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Department, Captain A stated they were here until
2:00 AM on the morning of doing
hourly temperature checks. Captain A stated that
their high temperature reading was 97 degrees,
and the low temperature reading was 82 degrees.
He further stated that if the temperatures were
{consistently) above 87 degrees, they would close
the facifity and have residents removed. He also
stated that about 20 or more residents were
moved yesterday/last night { ). He also
stated that the AC went down again while they
were there (no time given) and was informed (no
staff name provided) that the part that is needed
should be here today.

In an interview with the locat City Division Chief
on at 11:37 AM she stated that they
had removed ten (10) Hospice Residents from
the Memory Care Unit (MCU) they identified as

due to the high temperatures in the
building.

In an interview with the local City Fire Inspector
on at 1: 00 PM he stated the facility
failed to correct a previously identified faulty
electrical system (equipmentitransfer switch)
{eading to the complete electrical failure,
generator failure, and foss of the A/C on

In an interview on at 1:30 PM with
Staff B {Director of Memory Care) she stated that
on Monday, at approximately 2:456 AM
she received a telephone call from Staff J who
informed her that the power was out in the facility
and the Air Conditioner (AC) had stopped
working.

Observation by the (AHCA) Life Safety surveyor

A200

on at 1:35 PM revealed 50 spot
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cooters (portable stand-alone AC units) were
positioned throughout the facility. Observation
revealed that most of the spot coolers were
set-up to exhaust into the space of the
drop ceiling.

In an interview with the Local Fire Department
Operational | on at
approximately 1:36 PM, he informed the (AHCA)
Life Safety surveyor that there were fifty (50} spot
coolers positioned throughout the facility. He
stated that most of the spot coolers were set up
to exhaust inte the space above the
drop ceiling. He further stated that the Regional
Operations | informed the surveyors that
the Hollywood Fire Department personnel
explained to staff earlier in the day that the spot
coolers were exhausting incorrectly and had to be
shut off as they were venting incorrectly and
couid cause several issues.

Observation of the generator by the (AHCA) Life
Safety surveyor on at 1:47 PM
revealed the generator fuel gauge indicating 1 % -
3 % full. He stated he was informed by the interim
Executive Director/Regional Operation ., ,
Staff A that the gauge was not working, and the
fuel tank was recently topped off.

In an interview with the Assistant Maintenance
Director (Staff G) on at 4:37 PM, he
stated the fire pane! tells them when something is
going on with their generator. Specifically, one of
the _ (A)of the panel was shorted out and
caused itto . He stated the panel was
signaling that there was a problem with the
generator {no specifics provided) causing the
flickering of the power on and
provided the surveyor documentation from the

A200

iocal automation company used by the facility,
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who specializes in Heating, and Air
Conditioning {HVAC), alarms and fire systems. A
review of the document dated
identified the cause of the flickering of the power
{copy obtained). He further stated that due to the
power flickering, the generator company
by the facility, the automation

company, and the generator company
came out on the same day and determined that
one of the phases on the transfer switch was low,
and the generator was operating more than it
should due to the Amps coming into the panel
from the power company providing electricity to
the building was low. As such, they took the
generator off-ine for safety reasons {avold a

-feed/surge of electricity which could cause
issues, including fire). The Generator has been
offtine since , due to automatic
transfer switch damaged/ -out. However,
during the interview the Assistant Maintenance
Director stated the generator was taken offiine on

. As a result, the facility did not have

an alternative means of providing power to the
facility, resulting in the extreme temperatures
observed in the facility.

Additionally, a review of facility documents
revealed the facility staff did not notify residents,
or their family members, of the conditions present
in the facility until , more than
twenty-four (24) hours after the AC stopped
working.

Lasty, the facility failed to implement cooling
procedures and their Emergency Management
Plan (EECP) and/or Comprehensive Emergency
Plan (CEMP) untit AHCA and Emergency
Responders arrived at the facility. As a result of
the facifity's delay in implementing plans to
mitigate/or resolve the issue, 77 Residents and
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nearly 24 hours,
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staff endured extreme heat for periods up to
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