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A000 Initial Comments A000

An Assisted Living Facility standard biennial
licensure survey was conducted on

Sunrise Adult Care, had licensure deficiencies
found at the time of the visit

A010 58A-5.0181(4) FAC Admissions - Continued A010
8$=D | Residency

{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (e} of this subsection,
criteria for continued residency in any licensed
facility shall be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a face-to-face
medical examination by a licensed health care
provider at least every 3 years after the initial
assessment, or after a signi change,
whichever comes first. A significant change is
defined in Rule 58A-5.0131, F.A.C. The results of
the examination must be recorded on AHCA
Form 1823, which is incorporated by reference in
paragraph (2)(b) of this rule. The form must be
completed in accordance with that paragraph.
After the effective date of this rule, providers shall
have up to 12 months to comply with this
i requirement.
(@) The resident may be bedridden for up to 7
consecutive days.
(b) A resident requiring care of a . pressure
may be retained provided that:
1. The facility has a LNS license and services are
provided pursuant to a plan of care issued by a
licensed health care provider, or the resident
contracts directly with a licensed home health
agency or a nurse to provide care;
2. The condition is documented in the resident ' s
record; and
3. If the resident ' s condition fails to improve
within 30 days, as documented by a licensed
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Continued From page 1

health care provider, the resident shall be
discharged from the facility.

{©)A ilt resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents to the services of a licensed hospice
which coordinates and ensures the provision of
any additional care and services that may be
needed;

2. Continued residency is agreeable to the
resident and the facility;

3. An interdisciplinary care plan is developed and
implemented by a licensed hospice in
consultation with the facility. Facility staff may
provide any nursing service permitted under the
facility ' s license and total help with the activities
of dally living; and

4. Documentation of the requirements of this
paragraph is maintained in the resident ' s file.
{d) The administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility.

{e) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 58A-5.030, F.AC.

{5) DISCHARGE. If the resident no longer meets
the criteria for continued residency, or the facility
is unable to meet the resident ' s needs, as
determined by the facility administrator or
licensed health care provider, the resident shall
be discharged in accordance with Section
429.28(1), F.S.

: This Statute or Rule is not met as evidenced by:

A010
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Continued From page 2

Based on observations, record review and
interview, it was determined that the facility failed
to ensure a Health Assessment form was
completed on every resident upon significant
change and that it is reflective of the resident's
current health status and care needs, for 1 out of
5 sampled residents (Resident #1 & #3).
The findings include:
a) Review of Resident #1's Health Assessment
dated notes the resident's medical
diagnosis as and An
interview with the Administrator at 10 AM on

, revealed the resident has been
exhibiting signs of behavior. it was
revealed the resident's current health assessment
was not reflective of his current condition and that
the resident no longer has _ Further
interview with the Administrator revealed no
further information was available.

| b) Review of Resident #3's Health Assessment
| dated

i revealed it was not current. It was
noted the last face-to face examination

completed on a Health was beyond
the alloted 3 years time frame. An interview with
the Administrator at 11:20 AM on

revealed the facility had not updated the health
assessment every 3 years as required .

Class Ili

58A-5.0191(5) FAC Training - Assis Self-Admin
Meds & Med Mgmt

(5) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION

MANAGEMENT. Unlicensed persons who will be |

providing assistance with self-administered
medications as described in Rule 58A-5.0185,
F.A.C., must meet the training requirements

AQ10

A084
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Continued From page 3

pursuant to Section 429.52(5), F.8., priof to
assuming this responsibility. Courses provided in
fulfilment of this requirement must meet the
fallowing criteria;

(a) Training must cover state law and rule
requirements with respect to the supervision,

i €, admini don, and v nent of
medications in assisted living faciiities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label,
providing the right medications to the right
resident; common medications; the importance of
taking medications as prescribed; recognition of
side effects and adverse reactions and
procedures to foliow when residents appear to be
experiencing side effects and adverse reactions;
doscumentation and record keeping; and
medication storage and disposal. Training shall
include demonstrations of proper techniques and
provide opportunities for hands-on learning
through practice exercises.

(b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates
an ability to:

1. Read and understand a prescription label;

2. Provide assistance with self-administration in
accordance with Section 429.256, F.S., and Rule
58A-5.0185, F A.C., including:

a. Assist with oral dosage forms, | dosage
forms, and and nasal
dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

¢. Recognize the need to obtain clarification of an
"as needed " prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the

ADB4
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resident, resident ' s health care provider or
facility employer of inability to assist in the
administration of such orders;

&. Complete a medication observation record;

f. Retrieve and store medication; and

g. Recognize the general signs of adverse
reactions to medications and report such
reactions.

(¢} Unlicensed persons, as defined in Section
429.256(1){b), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 4 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing
assistance with self-administered medications
and safe medication practices in an assisted
living facility. The 2 hours of continuing education
training shall onty be provided by a licensed
registered nurse, or a licensed pharmacist.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview, it was
determined the facility failed to ensure that all
staff that provide assistance with
self-administered medications had received 2
hours of continuing education annually, for 1 out
of 3 sampled employees (Employee #2 ).

The findings include:

Record review of sampled personnel files

revealed Employee #2 had not received 2 hours |
of continuing education training regarding }
providing assistance with seff-administered
medications, as required. An interview with the
Administrator at 12 PM on , revealed no |
further documentation was available for review
and confirmed the employee had not recelved the

SUNRISE ADULT CARE LAKE WORTH, FL 33461
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required training. The following was the last noted

training for this employee, 2hrson .

Class Il

58A-5.0191(11) FAC Training - Do Not
. Orders

11

L)
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 facility ' s policies and
procedures regarding within 60 days
after the effective date of this rule.

{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive 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 58A-5.0186, F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined the facility failed to ensure that all
staff members had received training.

The findings include:

Record review of Employee #1, #2 & #3's

personnel file, revealed these employees had not

received training in the facility's policies and
procedures regarding _ . An interview with

A084
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the Administrator at 12 PM on revealed
these employees had not received training in the
facility's policy.
Class IIf
A 152 A152

88=D

58A-5.023(3) FAC Physical Plant - Safe Living
Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to
Section 429.28(1)(a), F.S.; and

2. Must be maintained free of hazards; and

3. Must ensure that all existing architectural,
mechanical, electrical and structural systems and
appurtenances are maintained in good working
order.

(b} Pursuant to Section 428 27, F.S., residents
shall be given the option of using their own
belongings as space permits, When the facility
supplies the furnishings, each resident

or sleeping area must have at least the followmg
furnishings:

1. Aclean, comfortable bed with a mattress no
less than 36 inches wide and 72 inches long, with
the top surface of the mattress a comfortable
height to ensure easy access by the resident;

2. Acloset or wardrobe space for hanging
clothes;

3. Adresser, chest or other furniture designed for
storage of personal effects;

4. Atable, bedside lamp or floor famp, and waste
basket; and

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate
keys to resident _ __ ito be used in the
event of an emergency.

(d) Residents who use portable bedside
commodes must be provided with privacy during
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Continued From page 7

use.

{e) Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facility shall be free of tears, stains and not be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide a safe and comfortable living
environment maintained free of hazards for the
residents.

The findings include:

During a tour of the facility with the Administrator
at 9:10 AM on , the following was
observed.

a) The the front parameter of the facility, grass
and plants were extremely high and pertruding
over the walkway access causing an obstruction.
by : 1 window missing screen.
c) |
discolored.

grout cracking along tub, tile

d) Numerous stains observed on wall,
paint peeling by bed A.

[5) . {located in hallway near
rugs observed not secured causing @ tripping
hazard also worn down. Toilet seat discolored
small ants observed near vanity cabinet.

i}

The bottom of the wall located near the

A152

21
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A 152 Continued From page 8
door, damaged with drywall cracking and peeling.

g) Common Area: Walls observed discolored

h) Kitchen Area: Walls in kitchen area heavily
sofled and discolored, cabinets peeling and
extremely discolored. Bar counter top leaning and
not balanced. Bottom baseboard breaking apart
from the cabinets,

i) Kitchen chairs located at dinning table observed
discolored, weak and does not offer support to
the residents that sit in them,

Class il

SAS1 60| 58A-5.024(1) FAC Records - Facility
=D
Records.

The facility shall maintain the foliowing written
records in a form, place and system ordinarily
employed in good business practice and
accessible to Department of Elder Affairs and
Agency staff.

(1) FACILITY RECORDS. Facility records shall
include:

(a) The facility* s ficense which shall be displayed
in a conspicuous and public place within the
facility.

(b) An up-to-date admission and discharge log
listing the names of afl residents and each
resident’ s

1. Date of admission, the place frorm which the
resident was admitted, and if applicable, a
notation the resident was admitted with a
pressure and

2. Date of discharge, the reason for discharge,
and the identification of the facility to which the

A 180

resident is discharged or home address, or if the :
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A 180 Continued From page ¢

person is the date of

Readmission of a resident to the facility after
discharge requires a new entry. Discharge of a
resident is not required if the facility is holding a
bed for a resident wha is out of the facility but
intends to return pursuant to Rule 58A-5.025,
FAC.

(c) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph

).

{d) An up-to-date record of major incidents
occurring within the last 2 years. Such record
shall contain a clear description of each incident;
{ the time, place, names of individuals involved;

| witnesses; nature of injuries; cause if known;
action taken; a description of medical or other
services provided; by whom such services were
provided; and any steps taken fo prevent
recurrence. These reports shall be made by the
individuals having first hand knowledge of the
incidents, including paid staff, volunteer staff,
emergency and temporary staff, and student
interns.

(e} The facility ' s emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described under Rule 58A-5.026, F.A.C., which
shall be located where immediate access by
facility staff is assured.

(f) Documentation of radon testing conducted

. pursuant to Rule 58A-5.023, FAC,;

! (g) The facility " s liability insurance policy
required under Rule 58A-5.021, FA.C;

() For facilities which have a surety bond, a copy
of the surety bond currently in effect as required
by Rule 58A-5.021, FAC.

(i) The admission package presented to new or
prospective residents (less the resident ' s
confract) described in Rule 58A-5.0182, F.A.C.
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(j) If the facility advertises that it provides special
care for persons with Leor
related a copy of all such facility
advertisements as required by Section 428.177,
FS.

(K} A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
58A-5.0182, FAC.

{1y All food service records required under Rule
58A-5.020, F.A.C., including menus planned and
served; county health department inspection
reports; and for facilities which contract for
catered food services, a copy of the contract for
catered services and the caterer ' s license or
certificate to operate.

(m) Al fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
10 Section 429,41, F.S., and Rule Chapter
B69A-40, F.A.C., issued within the last two (2)
years.

{n) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S,, and Chapter 64E-12, FAC.,
issued within the last 2 years.

(o) Pursuant to Section 429.35, F.S., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums Issued by the agency within the
fast 5 years.

{p) Additional facility records requirernents for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.
{q) The facility ' s resident elopement response
policies and procedures.

{r) The facility ' s documented resident elopement

response drills,
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined the facility failed to ensure that health
inspections are conducted annually.

The findings include:

Review of the facility's health inspection report
revealed the last inspection was conducted in
2011, date of inspection not noted on report.
Further interview with the Administrator at 10 AM
on , revealed the inspection was
conducted in the early portion of 2011 and the
exact date was unknown, According to the
Administrator the facility is due for the 2012
heaith inspection and that he did not have
documentation of the inspection .

Class il

sﬁ\167 58A-5.025(1) FAC Resident Contracts A167
S=D
Resident Contracts.

(1) Pursuant to Section 428.24, F.S,, prior to or at
the time of admission, each resident or legal
representative shall execute a contract with the
facility which contains the following provisions:

(a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services if the facility
is licensed to provide such services.

{b} The daily, weekly, or monthly rate.

{c) Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule which shall be attached to
the contract. H
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(d) A provision giving at least 30 days written
notice prior to any rate increase.

{e) Any rights, duties, or . of residents,
other than those specified in Section 429.28, F.8.
{f) The purpose of any advance payments or
deposit payments and the refund poticy for such
advance or deposit payments.

(g) A refund policy which shall conform to Section
429.24(3), F 8.

() Awritten bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facility, or facifity. The resident or
responsible party shall notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident ' s medical condition,
such as the resident ' s being comatose, prevents
the resident from giving written notification and
the resident does not have a responsible party to
act in the resident ' s behalf.

(i) A provision stating whether the organization is
affiliated with any religious organization, and, if
s0, which organization and its relationship to the
facility.

(j) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those the facility
is licensed to provide, the resident or the resident
' s representative, or agency acting on the
resident * s behalf, shall be notified in writing that
the resident must make arrangements for
transfer to a care setting that has services
needed by the resident. In the event the resident
has no person to represent him, the facility shall
refer the resident to the social service agency for

placement. If there is disagreement regarding the .
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appropriateness of placement, provisions as
outlined in Section 429.26(8), F.S., shall take
effect.

(k) A provision that residents must be assessed
upon admission pursuant to subsection
58A-5.0181(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4) of that rule,

() The facility ' s policies and procedures for
self-administration, assistance with
self-administration and administration of
medications, if applicable, pursuant to Rule
58A-5.0185, F.A.C. This aiso includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that rule.

(m) The facility ' s policies and procedures related
to a properly executed

This Statute or Rule is not met as evidenced by
Based on record review and interview, it was
determined the facility failed to maintain current
executed contracts for each sampled resident, for
1 out of 5 sampled residents (#1 & #2).

The findings include:

a) Review of Resident #1's contract dated

. noted a monthly rental amount of
1200.00 An interview with the Administrator at
10:50 AM on , revealed the resident
pays $1275.00 monthly. Upon request of the
current contract reflecting this amount, it was
revealed by the Administrator that he did not have
an updated contract or addendum reflecting the
current residency agreement amount of $1275.00
per month

b) Review of Resident #2's contract dated
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, noted a monthly rental amount of

1500.00 An interview with the Administrator at 11
AM on , revealed the resident pays
$1675.00 monthly. Upon request of the current
contract reflecting this amount, it was revealed by
the Administrator that he did not have an updated
contract or addendum reflecting the current

| residency agreement amount of $1675.00 per
month,

{ Class It
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Administrator

Sunrise Adult Care
4102 Cooley Court
Lake Worth, FL 33461

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on ,2012bya
representative from this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review after , 2012 to verify that the necessary corrections are in place to correct the
deficiencies identified on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at

http://ahca myflorida.com/Publications/Forms shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the representative. Should you have any questions please call this
office at (561) 381-5840.

Sincerely,
Hre S
Klene Ma -Davns
erld Office Manager
AMD/ls
Enclosure
Headquarters Delray Beach Field Office

5150 Linton Boulevard, Suite 500
Delray Beach, FL 33484
Phone {561) 381-5840; Fax (561} 486-5924

2727 Mahan Drive
Tatlahassee, FL 32308
hitpi#fahca myflorida.com




