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A000, Initial Comments A 000

An iated Reli and
Generator Monitoring survey was conducted at
the Discvovery Village Paim Beach Gardens on

. Deficiencies related to the
Relicensure were found at the time of the survey.

AQ75 429.255( ) FS Use of Personnel; Emergency A075
Care ( )

{3)(a) An assisted living facility licensed under
this part with 17 or more beds shall have on the
premises at all times a functioning automated
external defibrilfator as defined in s. 768.1325(2)

{b) The facility is encouraged to register the
location of each automated externat defibritlator
with a local emergency medical services medical
director.
{c) The provisions of ss. 768.13 and 768.1325
apply to automated external defibrillators within
the facility.
{4) Facifity staff may withhold or withdraw
. or the use of an

d external fitator if p with
an order not to executed pursuant to
s. 401.45. The agency shall adopt rules providing
for the implementation of such orders. Facility
staff and faciiities may not be subject to criminal
prosecution or civil liability, nor be considered to
have engaged in negligent or unprofessional
conduct, for withholding or withdrawing

. . oruse of an
automated external defibrillator pursuant to such
an order and rules adopted by the agency. The
absence of an order not fo executed
pursuant to s. 401.45 does not preciude a
ician from wi ing or wil i
, . or use of an

automated external defibrillator as otherwise
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permitted by law.

{B) The agency may adopt rutes to implement the
provisions of this section relating to use of an
automated external defibrillator.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that there was a functioning
{Automated External Defibrillator) in working
order at all times within the facifity.

The findings included:

During a tour of the facility 3 devices were
observed on each floor (4 total). Further
observations of the device On at
1:43 PM, revealed each were not functioning
appropriately. Each machine had expired
batteries and or expired pads.

Observation on at 1:43 PM, showed
Machine located on the first floor of the
building by the front desk. The Machine had
pads that were expired on 12205,

{Photographic evidence obtained).

Observation on at 1:45 PM, showed
Machine located on the second floor of the
building by the elevator. The Machine had
pads that were expired on .
{Photographic evidence obtained).

Observation of at 1:47 PM, showed
Machine located on the thrid fioor of the
building by the elevator. The Machine had
pads that were expired on . the
Machine also did not have a functioning battery.
{Photographic evidence obtained).

During an interview with the Administrator, on
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at 1:50 PM, he acknowledged the
devices were not properly maintained to ensure
each worked appropriately.

Class #ll

A078 59A-36.010(2) FAC Staffing Standards - Staff AQ78

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annuat
basis. Documentation provided by the Florida
Department of Health or a licensed heaith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individuat does not constitute a risk of

2. 1f any staff member has, or is suspected of
having, a ¢ i , such individual
must be immediately removed from duties untif a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable
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{b) Staff must be qualified to perform their
assigned duties consistent with their level of

ion, training, p ion, and expert
Staff providing services requiring ficensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.
{c) All staff must comply with the training
requirements of rule 59A-36.011, F.A.C.
{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.
{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,
2. Maintain time sheets for all staff.
{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on record review, observation and
interview, that facility failed to ensure that one (3)
out of two (4) staff reviewed (Staff B, H and 1) had
a current Freedom from {

statement written by a health care provider as
required annually for staff interacting
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with/providing direct care fo residents.
The findings included:

Areview of Staff B's file Director of Nursing,
facility file on revealed.she was hired on

. During a review of her file, a
Physician's Statement dated
documenting she was free from
{ )was observed, However, the file did ot
contain an annually updated Physician’s
Statement for 2023, 2024 and 2025,

Review of Staff H's file revealed she was hired on

as a Care Manager. Further review of
the file revealed no documentation of annual
freedom of

Review of Staff I's file revealed she was hired on

as a Care Manager. Further review of
the file revealed no documenttation of annual
freedom of  within the last two years. Last
documented freedom of ~ was on

During an interview with the Administrator and
Business Office Manager on at2:15
PM, she was informed that Staff B's file did not
have a current statement documenting they were
free from , as required annually. She was
provided with an opportunity to review the file and
could not find a current statlement. A current
Freedom from ) statement by a
health care provider was not provided fo this
surveyor.

Class Hl
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(1)

TRAINING.

{a} Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facllity's policies and
procedures regarding .
{h) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must recejve at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c) Training shall consist of the information
included in rule 59A-36.009, FA.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to ensure the required

) Training in the Facility's policies
and procedures was completed as required within
30 days of hire, for 3 out of 6 sampled staff
records reviewed (Staff H, 1 and J).

The findings included:

Record review of Staff H's employee file revealed
she was hired as Care Manager with hire date of
, she provides direct care to
residents. Further review of the personnel file
revealed she does not have Training.

Record review of Staff I's employee file revealed
she was hired as Care Manager with hire date of
, she provides direct care to
residents. Further review of the personne! file
revealed she does not have Training.
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Record review of Staff J's file revealed she was
hired as Care Manager with hire date of

, she provides direct care o
residents. Further review of the personnel file

revealed she does not have Training..
On at4:57 PM, an interview was
with StaffA, ini and Staff

B, License Practical Nurse (LPN}, they were both
informed of the findings. No additional documents
were provided.

Class 1l
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