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A000; Initial Comments A 000

A complaint investigation (#2025001528) in
conjunction with a generator monitoring visit was
conducted at Sodalis of Largo on

Deficiencies were identified at the time of the
visit.

A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
88=D | . Qupervision

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

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 occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined fo exist, the
facility must notify the resident's representative or
designee of the need for heatth 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 to freat the
condition.

59A-36.007 Resident Care Standards.

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

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

{a) Monitoring of the quantity and quality of
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resident diets in accordance with Rule
59A-36.012, F.AC.

{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 general 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, health 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 record review and interview, the facility
failed to provide care and services that meet the
needs of the residents.

Findings included:

Arecord review conducted on of the
facility's call pendant report titled “Arial Device
Activity Report” for revealed the
longest call pendant response was 1,036
minutes.

An interview conducted on at 9:55am,
Resident #1 stated the staff take a long time to

AHCA Form 3020-0001

STATE FORM

JVBN1E

i coninuastion sheet 2 of 17




Agency for Healih Care Administration

PRINTED: 02/27/2025
FORM APPROVED

answer pendant calls, Resident #1 also stated
one time they waited over 3 hours for help.

A record review conducted on ofthe

facility's call pendant report revealed that the

longest call pendant response for Resident #1 on
was 563 minutes.

An interview conducted on at
10:03am, Resident #3 was asked if the staff
answer their requests in a timsly manner.
Resident #3 stated, "Sometimes it takes a couple
of hours, sometimes it's not until the next day.”

A record review conducted on of the

facility's call pendant report revealed that the

jongest call pendant response for Resident #3 on
was 631 minutes.

An interview conducted on at
11:00am, Resident #7 was asked if the staff
answer their requests in a timely manner.
Resident #7 stated, "l pulled my emergency cord
at 8:00pm one night, and they did not come into
my room until the next morning around breakfast
time.”

An interview conducted on at
11:08am, Resident #6 was asked if the staff
answer their requests in a timely manner.
Resident #6 stated, "it takes a little while. One
time | in the bathroom and 1 pressed the
emergency button. They did not come into my
room for at least an hour. | had to craw! on the
floor to get to my front door and kick it so they
could hear the ioud noise."

An interview conducted on at 2:25pm,
the Administrator stated that they agree the
pendant calf times are longer than expected.
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Class #Hl
A 032 59A-36.007(7) FAC Resident Care - Elopement A032
$8=0 Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

(a) Residents Assessed at Risk for Eloperment.
All residents assessed at risk for slopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2}
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergenocy basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.S., is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort fo determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10)a) or (c),
F.A.C., must be generally aware of the location of
all residents assessed-at high risk for elopement
at all tmes.

2. The facility must have a photo identification of
at risk residents on file that is accessible to all
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facility staff and faw enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.

{b) Facility Resident Elopement Response
Palicies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. At a
minimum, the poticies and procedures must
provide for,

1. An immediate search of the facility and
premises,

2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities,

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith care surrcgate, and case
manager if the resident is not located pursuant to
subparagraph {8)(b)1.; and,

4. The continued care of alt residents within the
facifity in the event of an elopement.

{c) Facility Resident Elopement Drills. The facifity
must conduct and document resident elopement
drills pursuant to Section 429.41{1)(k}, F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure elopement drills were conducted
and documented per requirement which requires
all administrators and direct care staff to
participate in a minimum of two elopement drills
per year for three employees, (Staff A, Staff C
and Staff D) out of four sampled employees.
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Findings included:

An attempted record review of the facility's
elopement drills, conducted on s
revealed that there was no evidence that th
direct care staff participated in a minimum of two
elopement drills per year for Staff A, Staff C or
Staff D. Staff A was hired on - Staff C
was hired on . Staff D was hired on

During an interview with the facility's
Administrator, conducted at 1:58pm,
the Administrator confirmed she did not have
evidence that direct care Staff A, Staff C or Staff
D had participated in the facility's elopement
drifls.

Class il

A052] 420.256(  ); 59A-36.008(3) Medication - Aos2
$8=D ! Assistance with Self-Admin

429.256

{3) Assistance with seif-administration of
medication includes: (&) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
1o the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefiled by the manufacturer are considered
medications in previously dispensed, properly
{abeled containers.

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

{c) Placing an oral dosage in the resident's

or placing the dosage in another container and
helping the resident by lifting the container to his
or her B
(d) Applying

medications.
{e) Returning the medication container to proper
storage.

{f) Keeping a record of when a resident receives
assistanice with seif-administration under this
section.
{g) Assisting with the use of a , including
removing the cap of a . opening the unit
dose of solution, and pouring the
prescribed premeasured dose of medication into
the dispensing cup of the
{4) Assistance with seif-: admm;stratlon of
medication does not include:
{a) Mixing, ., converting, or

. medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
[6)) The preparation of synnges for |njecnon or the

of by any inj

route.
{¢) Administration of medications by way of a tube
inserted ina , of the body.

{d) Administration of preparations.

{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.

{f) Assisting with s ,or
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preparations.
{9) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific
that preclude & judgment

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

ication by an person as
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.

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

. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, F A.C., and
must be available to assist residents with
self-administered medications in accordance with
procedures described in Section 429.256, F.8.
and this rule.

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

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

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

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

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

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

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

4. icati may be sep i and
dispensed in an easier fo use form, such as unit
dose packaging.

{f) Assistance with self-administration of
medication does not include the activities detailed
in Section 429.256(4), F.S.

{g) As used in Section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean

interpreting vital signs and ing or
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assessing a resident's condition.

(h) All trained staff must adhere fo the facility's
control policy and procedures when

assisting with the self-administration of

medication.

This Statute or Rute is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure proper assistance with
self-administration of medications for two
residents (Resident #4 and Resident #6) of five
sampled residents that required assistance with
self-administration of medications.

Findings included:

Arecord review of the Medication Observation
Report and Physician Ordered Medication list for
Resident #6, was conducted on .
During a record review of the Physician Ordered
Medication list, Resident #6 had a medication
named Tablet 5my that is supposed o
given as follows; Take 1 tab everyday except
Monday, Wednesday and Fridays take % tab.
During a record review of the Medication
Observation Report, it shows the resident is being
given ¥ tab every day.

During an interview with the Heaith and Weliness
Director, conducted on at 10:45am,
the Health and Wellness Director siated that she
doesn't know why the order Is showing up wrong
on their system for Resident #6.

A record review of the Medication Observation
Report for Resident #4 was conducted on

. During the record review it showed
that the residents’ . 328mg-Tabs
was documented as not given on .
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Also, the residents’ Oraf Capsule 100mg,
was docurmented as not given due to medication
not in cart.
During an interview conducted on at

2:00pm with the Administrator and the Health and
Wellness Director, they agreed there are holes in
the Medication Observation Reports and that the
Physician Ordered Medication list was not
followed.

Photographic Evidence Obtained.

Class #Hl

A0BY 429.52(1 & 7) FS; 59A-36.011( ) FAC Training A0B1
88=D | - Staff In-Service

429.52

{1)a) Each new assisted living facility empioyee
who has not previously completed core training
must aftend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee ' s personnel record.

{b) Each assisted living facility employee must
complete the fraining required under s. 430.5025.
However, an employee of an assisted living
facility licensed as a limited mental heaith facility
under s. 429.075 is exempt from the training
requirements under s, 430.5025(4)(d).

{c) If an assisted living facility employee
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completes the 1-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice crientation required under paragraph

{a).

{7} Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
living facifity employees who have not previously
completed core training as detailed in subsection
1)

{b) New staff must complete the preservice
orientation prior to interacting with residents.

{c) Once complete, the employee and the facility
administrater must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee’s personnel
record.

{d) In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:

1. Resident's rights; and,

2. The facility's license type and services offered
by the facility.

(3} STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11922285 BWNG 02/12/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
333 16TH AVENUE SOUTHEAST
SODALIS OF LARGO
LARGO, FL 33771
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A081] Continued From page 11 A081

AHCA Form 3020-0001

STATE FORM

JVBN1E

1 contingation sheet 12 of 17




PRINTED: 02/27/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11922285 B WING 02/12/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
333 16TH AVENUE SOUTHEAST
SODALIS OF LARGO
LARGO, FL 33771
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) T CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A081] Continued From page 12 A081

arrange for the following in-service training to
facility staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its
control policies and procedures when

offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1810.1030, relating to borne
., . . may be used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c) Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident
neglect, and | . The facility must use its

prevention policies and procedures when
offering this training.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rute 59A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
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following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily
fiving.

{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.

{f) All facility staff shall receive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30} days of employment.

1. Al facility staff shall be provided with a copy of
the facility'’s resident elopement response policies
and procedures.

2. Al facility staff shall demonstrate an
understanding and competency in the

i ion of the

policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide direct care staff with the required
in-service training, which included incident
reporting and emergency preparedness within
thirty-days of employment for one employee (Staff
C) of four sampled employees.

An employee record review for Staff C, conducted
on . revealed that Staff C's employee
record did not contain evidence that Staff C
obtained training regarding incident reporting and
emergency preparedness within thirty-days of
employment. Staff C was hired on
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{1) EMERGENCY PLAN COMPONENTS.
Pursuant to Section 420.41, F.S., each facility
must prepare a written comprehensive
emergency managemert plan using "Minimum
Emergency Management Planning Criteria for
Assisted Living Facilities,” AHCA Form
3180-5006, , incorporated by
reference and avaifable at

hitp:/Awww firules.org/Gateway/reference.asp?No
=Ref-15964. The form is alsc available at:
https:/fahca.myflorida.com/MCHQ/Emergency_A
ctivities/index.shtmi. The emergency
management plan must, at a minimum, address
the following:

{a) Provision for all hazards;

{b) Provision for the care of residents remaining
in the facility during an emergenay, including

pre-disaster or preparation; p

the facility; supplies; emergency power; food and
water; staffing; and emergency equipment;

{c) Provision for the care of residents who must
be evacuated from the facility during an
emergency including identification of such
residents and transfer of resident records;
evacuation fransportation; sheltering
arrangements; supplies; staffing; emergency
equipment; and medications;
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During an interview with the Administrator,
conducted on at 1:58pm, the
Administrator agreed that Steff C's employee
records did not contain evidence that the
employees obtained trainings regarding incident
reporting and emergency preparedness.
Class Hil
A 180, 50A-36.019(1) FAC Emergency Management A 180
88=D
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{d) Provision for the care of additional residents
who may be evacuated to the facility during an
emergency including the identification of such
residents, staffing, and supplies;
(e) Identification of residents with 's

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to provide proof of submission of the

i plan

omp
(CEMP).
Findings included:
An attempted record review conducted on

revealed the facility had no evidence
of the last approved CEMP.

During an interview conducted on at
11:21am with an Emergency Management
Agency representative, the representative stated
that the fast Approved CEMP was in 2019.

During an interview conducted on at
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11:06am with the Administrator she confirmed
she did not have proof of submission available for
review.
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