Agency for Healih Care Administration

PRINTED: 01/31/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X$) PROVIDER/SUPPLIERICUIA
IDENTIFICATION NUMBER

AL118667363

(X2} MULTIPLE CONSTRUGTION
A BUILDING:

BLWING

{X3) DATE SURVEY
COMPLETED

01/13/2025

NAME OF PROVIDER OR SUPPLIER

WHISPERING PINES HOME CARE INC

CUTLER RIDGE, FL. 33157

STREET ADDRESS, CITY, STATE, ZIP CODE
8830 SW 196TH DRIVE

o4y
PREFIX
TG

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

D
PREFIX
TG

PROVIDER'S PLAN OF CORRECTION (x5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

A 00O

A 055,
§8=F

Initiat Coraments

Awellness monitoring was conducted at
Whispering Pines Home Care on

The provider had deficiencies at the time of the
survey.

B9A-36.008(6) FAC Medication - Storage and
Disposat

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents 1o remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
{ocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

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

1. The facility administers the medication;

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

3. The i ined and d

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

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

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

AQ00

A 055

6. The facility's rules and regulations require
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central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.008, F.A.C.
{c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

e, except that a i
requiring refrigeration must be kept refrigerated.
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;
3. Accessible to staff responsible for filling
pifk- i assisting with seif inis
of or inistering Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of cther
residents and properly closed or sealed.
{d) Medication that has been discontinued but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident’s request. If
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident’s health care provider.
{e) When a resident’s stay in the facility has
ended, the administrator must return all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
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still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired.and
the disposal must be documented in the
resident's record. The medication may be taken
0 a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may retumn

£ icinal drugs to the dispensi
pharmacy pursuant to Rule 64B16-28.870, F.A.C.

This Statuie or Rute is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to keep medication, of
four out of seven sampled residents, locked. The
facility failed to keep medication of Residents #2,
#3, #4, and #6 secure.

Findings:
On at 722AM 4 boxes of prescription
medications were observed in an unlocked
refrigerator in the kitchen. The | . were
prescribed to Residents #2 #3,#4, and #6.

On at 725Am on observation, staff C
opened a cardboard box and removed a black
case with a lock. Staff C placed the boxes with
medications in the black lockbox.

On at 725AM on Interview, Staff C
stated that we bought a new case for the
medicine.

On , at 734A, The Administrator stated
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"t is water™ when informed the medication were
unlocked.
Areview of the MORS of residents #4 and #6
revealed orders for \ .
solution. The MORS of Residents # 2and #3
revealed orders for 0.05% emuision.
Class 1l
A 152 59A-36.014(3) FAC Physical Plant - Safe Living A152
$8=F | Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must;

1. Provide a safe living environment pursuant to

section 428.28(1)(a}, F.8,;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained 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 furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a matiress no

less than 36 inches wide and 72 inches long, with

the top surface of the matiress at a comfortable
10 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

famp, and waste basket; and,

5. A comfortable chait, if requested,
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{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 available linens and
personal laundry services for residents who
require such services. Linens provided by a
facility must be free of tears, stains and must not
be .

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interviews, the facility failed to maintain a safe
and decent living environment, free of hazards
and ensure all existing architectural, mechanical,
electrical and structural systems, and
appurtenances are maintained in good working
order.

Findings:

On at 7:13 AM, Observation revealed
multiple structures and mechanical items on the
grounds at the rear of the home.
Bicycles/tricycles, campers/trailers, boats, boat
hitch, automobile, unkempt metal table and chairs
set, metal window shutters, air conditioner parts,
outdoor decorative garden structure, and a doll
house or dog house were strewn all over the
yard. (Photographic evidence)

On at 8:39 AM, when advised of the
findings to the Administrator, he did not comment.

Class #Hl
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59A-36.015 Records.

The facitity must maintain required records in a
manner that makes such records readily available
at the licenses's physical address for review by a
{egally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available 1o access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Faciiity records must
include:

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

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | ;and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facifity but
intending to return pursuant o Rule 88A-36.018,
F.AC. If the resident dies while in the care of the
facility, the log must indicate the date of

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not inciuded on the log described in paragraph
().
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{d) The faclility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

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

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

{g) The admission package presented to new or
prospective residents {less the resident's
contract) described in Rule 59A-36,006, F.A.C.
{h) if the facility advertises that it provides special
care for persons with ‘s or
related . & copy of all such facility
advertisements as required by Section 428.177,

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

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

(k) All fire safely inspection reports issued by the
{ocal authority or the State Fire Marshat pursuant
10 Section 428.435, F.S., and rule Chapter
B69A-40, F.A.C., issued within the last 2 years,

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

{m) Pursuant to Section 428.35, F.S,, all
completed survey, inspection and complaint
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investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
fast 5 years.

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

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

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

{q) The facility's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facility's policy on physical H

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

{u) The facility's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.5.;

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

This Statute or Rule is not met as evidenced by:

Based on record review and interview, the facifity
failed to update the admissions and discharge log
for two out of seven sampled residents.

Findings:

A review of the admissions and discharge log
showed no admissions date for Resident #1.

Interviewed on at 8:09 AM the
administrator stated, "Do whatever you want and
close the place.”

Interviewed on at 8:13 AM Staff B
{Caregiver) stated that Resident #1 came at the

beginning of the month.
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{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

. Name,

. Race,
. Date of birth,
. Place of birth, if known,
. Social security number,
. Medicaid and/or Medicare number, or name of
other health insurance s
8. Name, address, and tefephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,
9. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.
{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care

it ‘s medical ion form
in Rule 59A-36.008, F.A.C.
{c) Any orders for medications, nursing services,

NOU AWM -
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Areview of the admissions and discharge log
showed no discharge date for Resident #7,
including an address to where he was discharge
0.
Interviewed on at 7:32 AM the family
took him (Resident #7). The Administrator stated
further, "The family took him away. They did not
pay. They did not tell me where he went, He left
fast year."
Class 1l
A 162 59A-36.015(3) FAC Records - Resident A162
8§8=D
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therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 58A-36.012,
F.AC., if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(f), FAC,

HA record that is initiated on admission.
Information may be taken from AHCA Form 1823
or the resident’s heaith assessment. Residents
receiving assistance with the activities of daily
fiving must have their recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that | not be taken.

{g) For facilities that will have unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FAC., if
such consent is not included in the resident's
contract,

{n) For facilities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.AC.

{i) A copy of the resident's contract with the
facility, including any addendums to the contract
as described in Rule 59A-36.018, FA.C.

{§) For a facifity whose owner, administrator, staff,
or representative thereof, serves as an atforney in
fact for a resident, a copy of the monthly written
statement of any fransaction made on behalf of
the resident as required in Section 429.27, F.S,
{k) For any facility that maintains a separate trust
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fund to receive funds or other property belonging
1o or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.S.
{1) i the resident is an recipient, a copy of
the Department of Children and Famities form
Alternate Care Certification for |
o ), CF-ES 1008,

, which is hereby incorporated by reference
and available for review at:
hittp:/iwww firules.org/Gateway/reference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facifity can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Famifies.
{m) Documentation of the | ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable,
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.
{0) The resident’s
Form 18986, if applicable.
{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted fiving facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.
{q) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by

,DH
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contract to retain the records for a longer period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

{r) Additional resident records requirements for
facilities holding a fimited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C,, respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain records for
one {Resident #1) out of seven sampled
residents.

Findings:

Observation on at 6:57 AM found
Resident #1 in # .

A review of Resident #1's records found no
demographic data, health assessment, contracts,
documentation of the | of a health
care surrogate, health care proxy, guardian, or
the existence of a power of attorney.

Interviewed on at 8:39 AM the
Administrator stated that the family was filling it
out.

Class #ll

428.075(  ); 59A-36.020(2) FAC LMH - Records

429.075

{3) A facility that has a limited mental health
license must:

{a) Have a copy of each mental heaith resident’s

A162

AL241
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community iiving support plan and the

R agreement with the mental health
care services provider or provide written evidence
that a request for the community living support
plan and the s agreement was sent to
the Medicaid managed care plan or managing
entity under contract with the Department of
Children and Families within 72 hours after
admission. The support pian and the agreement
may be combined.
{b) Have documentation provided by the
department that each mental health resident has
been assessed and determined to be able to live
in the community in an assisted living facility that
has a limited mental health license or provide
written evidence that a request for documentation
was sert to the department within 72 hours after
admission.
{c) Make the community living support plan
available for inspection by the resident, the
resident's legal guardian or health care surrogate,
and other individuals who have & lawful basis for
reviewing this document.
{d) Assist the mental health resident in carrying
out the activities identified in the resident's
community living support plan.
{4) A facility that has a limited mental health
ficense may enter into a ) agreement
with a private mental health provider, For
purposes of the limited mental health license, the
private mental heaith provider may act as the
case manager.

59A-36.020

(2) RECORDS.

{a) A facility with a limited mental heatth license
must maintain an up-to-date admission and
discharge log containing the names and dates of
admission and discharge for all mental heaith
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residents. The admission and discharge log
required in rule 59A-36.018, F.A.C., safisfies this
condition provided that alt mental health residents
are clearly identified.
{b) Staff records must contain documentation that
designated staff have completed limited mental
health training as required by rule 59A-36.011,
FAC.
{c) Resident records must include:
1. Documentation, provided by a mental health
care provider within 30 days of the resident's
admission to the facility, that the residentis a
mental health resident as defined in section
394.4574, F.S., and that the resident is receiving
social security , or supplemental security
income and as
follows:
a. An affirmative statement on the Alternate Care
Certification for | .
{ ) form, CF-ES 1006, . which is
hereby incorporated by reference and available
for review at:
hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-03988, that the resident is receiving SSl.or
88Dl due to a mental .
b. Written verification provided by the Social
Security Administration that the resident is
receiving SSt or 38D for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Sociat Security
i ion to provide such § ion, or
¢. A written statement from the resident’s case
manager or other mental health care provider that
the resident is an adult with severe and persistent
mental . The case manager or other
mental health care provider must consider the
foliowing minimum criteria in making that
determination:
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{1} The resident is efigible for, is receiving, or has
received mentat health services within the last 5
years, or
{1 The resident has been diagnosed as having a
severe or persistent mental
2. An appropriate placement assessment
provided by the resident's mental health care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted living
facility. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinical social
worker, |, nurse, or an individual
supervised by one of these professionals.
a. Any of the following documentation that
contains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, meets this
requirement:
{1) Completed Alternate Care Certification for

. i ) form,
CF-ES Form 1006,
{Il) Discharge Statement from a state mental
hospital completed no more than 90 days before
admission to the assisted living facility provided it
contains a statement that the individual is
appropriate to live in an assisted living facility, or
{I1t) Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility,
. A mentat health resident returning to a facility
from treatment in a hospital or crisis stabilization
unit will not be considered a new admission and
will not require a new assessment. However, a
break in a resident's residency that requires the
facility to execute a new resident contract or
admission agreement will be considered a new
admission and the resident's mental heaith care
provider must provide a new assessment.
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3. A Community Living Support Plan. Each
mental health resident and the resident's mental
health case manager must, in consultation with
the facility administrator, prepare a plan within 30
days of the resident's admission to the facility or
within 30 days after receiving the appropriate
placement assessment in paragraph (2)(c),
whichever is later, that:

a. includes the specific needs of the resident that
must be met in order to enable the resident to five
in the assisted living facility and the community,
b. includes the clinical mentat health services to
be provided by the mental health care provider to
help meet the resident's needs, and the
frequency and duration of such services,

c. includes any other services and activities to be
provided by or arranged for by the mental heaith
care provider or mental health case manager to
meet the resident's needs, and the frequency and
duration of such services and activities,

d. includes the - of the facility to
facilitate and assist the resident in attending

and arranging transportation to

.. for the services and activities
identified in the plan that have been provided or
arranged for by the resident's mental heaith care
provider or case manager,

e. includes a description of other services to be
provided or arranged by the facility,

1. Includes a list of factors pertinent to the care,
safety, and welfare of the mentat health resident
and a description of the signs and symptoms

. to the resident that indicate the
immediate need for professional mental health
services,

g. is in writing and signed by the mental health
resident, the resident's mental health case
manager, and the assisted living facility
administrator or manager and a copy placed in
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the resident's file. if the resident refuses fo sign
the plan, the resident's mental heaith case
manager must add a statement that the resident
was asked but refused fo sign the plan,

h. is updated at least annually or if there is 2
significant change in the resident's behavioral
health,

i include the . Agreement
descnbed in subparagraph (2)(c)4. If included,
the mental health care provider must also sign
the plan; and,

j. Must be available for inspection to those who
have legal authority o review the document.

4. . Agreement. The mental heaith
care provider for each mental health resident and
the facility administrator or designee must
prepare a written statement, within 30 days of the
resident's admission to the facility or receipt of
the resident's appmpnate placement

is later. The
a. Provides procedures and directions for
accessing and after-h care for

the mental health resident. The provider must
furnish the resident and the facility with the
provider's 24-hour emergency crisis telephone
number;

b. Must be signed by the administrator or
designee and the mental health care provider, or
by a designated representative of a Medicaid
prepaid health ptan if the resident is on a plan
and the plan provides behavioral health services
in section 409.912, F.S.;

¢, cover all mental health residents of the
facility who are clients of the same provider; and,
d. , beincluded in the Community Living
Support Plan described in subparagraph (2)(c)3.
5. Missing documentation will not be the basis for
administrative action against a facility if the facility
can demonstrate that it has made a good faith
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effort to obtain the required documentation from
the appropriate party. A documented request for
such missing documentation made by the facility
administrator within 72 hours of the resident's
admission will be considered a good faith effort.
The documented request must include the name,
titte, and phone number of the person fo whom
the request was made and must be kept in the
resident's file.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility with a limited mental health
ficense failed to maintain an updated admissions
and discharge log with the name for one
{Resident #1) mental heaith resident.

Findings:

Areview of Resident #2's records showed a
community living support plan and the

, agreement with limited mental health
services dated .

Interviewed on at 8:30 AM when
asked if there were any mental heaith residents,
the Administrator stated, "Resident #2.

A review of the admissions and discharge log
showed no documentation that Resident #2 was
a mental health resident.

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

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, |
enrolled in the national retained print
notification program at the Federal Bureau of
Investigation:

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

2. Effective . . or a later date as
determined by the Agency for Health Care
Administration, for the participation of 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 nationat
screening if the person returns fo 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 rmust register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse.

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

2. Effective . , initial status and any
changes in status must be reported within 5
business days after a person receives his or her
inftial status or after a change in the person 's
status has been made.

are

cz814
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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 parson with & current or
potential affiliation with a qualified entity for
electronic submission to the

of Law . The
must include the person ' s full first name, middie
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain & social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to update the roster for Staff D (Caregiver)
within five {5) business days from hire.

Findings:

Interviewed on at 8:30 AM Btaff D
{Caregiver) stated that the last time she worked in
the facility was two weeks ago. Staff D stated
further, "f cook and clean. | work around the
residents, | eat over in the house.”

Areview of the level |l background check
Clearinghouse database found no Staff D on the
roster.

A review of the staffing pattern showed no Staff D
on schedule.

Interviewed on at 8:39 AM the

Administrator stated that Staff D had all the
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