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Initial Comments

Arelicensure survey was conducted on

18, 2013.

Indigo Palms had deficiencies found at the time
of the visit.

58A-5.0182(6) FAC; 428 28 FS Resident Care -
Rights & Facility Procedures

(6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bifl of Rights as
described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Coungcil shall be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
58A-5.0181, FAC.

(b) In accordance with Section 428.28, F.S., the
facility shall have a written grievance procedure
for receiving and responding to resident
complaints, and for residents to recommend
changes to facility policies and procedures. The
facility must be able to demonstrate that such
procedure is implemented upen receipt of a
complaint.

{c) The address and telephone number for
fodging complaints against a facility or facility staff
shall be posted in full view in a common area
accessible {0 all residents. The addresses and
telephone numbers are: the District Long-Term
Care Ombudsman Council, 1{888)831-0404; the
Advocacy Center for Persons with
1(800)342-0823; the Florida Local Advocacy
Coungil, 1(800)342-0825; and the Agency
Consumer Hotline 1(888)419-3456.

{d) The statewide toli-free telephone number of
the Florida Hatline " 1{800)9€ or
1(800)962-2873 " shall be posted in full view in a
common area accessible to all residents.
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(e} The facility shall have a written statement of
its house rules and procedures which shall be
included in the admission package provided
pursuant to Rule 58A-5.0181, FA.C. The rules
and procedures shall address the facility ' s
policies with respect to such issues, for example,
as resident responsibifities, the facility " s
and tobacco policy, medication storage, the
delivery of services fo residents by third party
providers, resident elopement, and other

ini ive and he ing practices,
schedules, and requirements.
(f) Residents may not be required to perform any
work in the facility without compensation, except
that facility rules or the facility contract may
include a requirement that residents be
responsible for cleaning their own sleeping areas
or apartments. If a resident is employed by the
facility, the resident shall be compensated, ata
minimum, at an hourly wage consistent with the
federal minimum wage law.
(g) The facility shall provide residents with
convenient access to a telephone to facilitate the
resident’ s right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.S. The facility shail not prohibit unidentified
telephone calls to residents. For facilities with a
licensed capacity of 17 or more residents in
which residents do not have private telephones,
there shatlt be, at a minimum, an accessible
telephone on each fioor of each building where
residents reside.
(h) Pursuant to Section 429.41, F.S., the use of
physical ... ... shall be limited to half-bed
rails, and only upon the written order of the
resident ' s physician, who shall review the order
piannually, and the consent of the resident or the
resident ' s representative. Any device, including
half-bed rails, which the resident chooses to use
and can remove or avoid without assistance shall
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not be considered a physical

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
facility shall 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 personal dignity,
individuality, and the need for privacy.

(c) Retain and use his or her own clothes and
other personal 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
correspondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of Sa.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
similar situations.

{e) Freedom to participate in and benefit from
community services and activities and to achieve
the highest possible level of independence,
autonomy, and interaction within the community.
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident’s
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in s. 428.27.
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(g) Share a +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
refigious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.

{j) Access to adequate and appropriate heaith
care 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
facility 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 relocation shall be set
forth in writing. In order for a facility to terminate
the residency of an individual without notice as
provided herein, the facility shall show good
cause in a court of competent jurisdiction.

(1) 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 facility shall
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 mermber of, to be
active in, and to associate with advocacy or

AQ30
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special interest groups.

This Statute or Rule is not met as evidenced by:
Based on observation and employee interview it
was determined that the Assisted Living Facility
(ALF) failed to ensure residents ' access to
adequate and appropriate health care consistent
with established and recognized standards within
the community related to + control
procedures for 3 of 3 sampled residents reviewed
(#11, #12, and #13).

The findings include:

1.0n at approximately 12:30 P.M,
observation of Employee #4 during assistance
with self-administration of medication for
Residents #11, #12, and #13 revealed that
Employee #4 did not wash or sanitize her hands
at any ime during the medication pass, nor did
she read the labels of the medications being
administered to Residents #11, #12, or #13
before she assisted with self-administration of
those medications.

2. An interview with Employee #4 on at
approximately 1:15 P.M. revealed that she was
aware that she should have sanitized and/or
washed her hands, and she acknowledged that
she had not done that during assistance with
self-administration of medication for 3 of 3
sampled residents (#11, #12, and #13). She also
acknowledged that she should have read the
dication labels to the prior to
isting them with self inistration of
| medication.
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A052 58A-5.0185(3) FAC Medication - Assistance with | A052
Self-Admin

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.
(a) For facilities which provide assistance with
self-administered medication, either: a nurse; or
an unlicensed staff member, who is at least
trained fo assist with self-administered
medication in accordance with Rule 58A-6.0191,
F.A.C., and able to demonstrate to the
administrator the ability to accurately read and
interpret a prescription label, must be available to
assist residents with self-administered
medications in accordance with procedures
described in Section 428.256, F.S.
(b) Assi

e with self ini jon of
medication includes verbally prompting a resident
to take medications as prescribed, retrieving and
opening a properly labeled medication container,
and providing assistance as specified in Section
429 .256(3), F.S. In order to facilitate assistance
with seff-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons. Staff may also return unused doses
to the medication container. Medication, which
appears to have been contaminated, shall not be
returned to the container.

(c) Staff shall observe the resident take the
medication. Any concerns about the resident ' s
reaction to the medication shall be reported to the
resident’ s health care provider and documented
in the resident ' s record.

(d) 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:
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1. The heaith care provider may prescribe a
medication schedule which coincides with the
resident ' s presence in the facility;
2. The medication container may be given to the
resident or 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 o 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. Medications may be separately prescribed and
dispensed in an easier to use form, such as unit
dose packaging;
{e) Pursuant to Section 429.256(4)(h), F.S., the
term " competent resident” means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.
(f) Pursuant to Section 429.256(4)(}), F.S., the
terms " judgment” and " discretion ™ mean
interpreting vital signs and evaluating or
assessing a resident ' s condition.
4) i e with self-admini ion 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.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
{c) Administration of medications through
intermittent positive pressure breathing machines
ora.._.
{d) Administration of medications by way of a
tube inserted in a cavity of the body.

AQ52
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(e) Administration of | preparations.
(f) Irrigations or debriding agents used in the
treatment of a skin condition,

{g) ,of preparations.

{h) Medications ordered by the physician or
health care professionat with prescriptive
authority to be given " as needed, " uniess the
order is written with specific parameters that
preciude independent judgment on the part of the
unlicensed person, and at the request of a
competent resident.

(i) 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.

This Statute or Rule is not met as evidenced by:
Based on observation of residents’ medications,
employee interview and review of the medication
observation record (MOR) and physician's orders,
it was determined that the Assisted Living Facility
{ALF) failed to ensure that an order for an “as
needed” medication was written with specific
parameters that precluded independent judgment
on the part of the unlicensed person and at the
request of a competent resident for 1 of 4
sampled residents (#4). The ALF aiso failed to
ensure that there was a physician's order to crush
a medication tablet prior to crushing it for 1 of 4
sampled residents. (#11 )

The findings include:

1. Observation of assistance with
self-administration of medication for Resident #11
on at approximately 12:30 P.M.
revealed that Resident #11's !
" which was scheduled for 12:00 P.M. was
crushed and mixed with pudding prior to

INDIGO PALMS DAYTONA BEACH, FL 32414
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administration.

2. Review of Resident #11's MOR dated
2013 revealed nothing related to crushing the
ication prior to on.  Review of
Resident #11's faxed physician's order dated
for ‘revealed that
crushing the medication was not part of the order.

3. An interview with Employee #4 on at
approximately 12:45 P.M. revealed that she
crushed the ... pill and mixed it
with pudding to enable Resident #11 to take it
more easily. When it was explained thata
physician's order was required to crush
medication, Employee #4 said that she wasn't
aware of that.

4. Review of Resident#4 ' s MORon .. _.__

revealed that unlicensed staff administered “as

needed " medication for oon

The MOR read " 0.5 mg PO three times

aday PRN". The reverse of the MOR on that

date indicated that the medication was given for
“per DON "

5. An interview with Employee #2 on at
approximately 1:45 P.M. revealed that the
unlicensed staff member called him by phone for
approval prior to assisting with self-administration
of the medication. Employee #2 said that he
gave his approval for the unlicensed staff
member to give the " as needed " medication on
that date. He said that he was unaware that this
practice was inappropriate.

Class It

58A-5.0185(5) FAC Medication - Records

A052

AQ54
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{5) MEDICATION RECORDS.

(a) For residents who use a pill organizer
managed under subsection (2), the facility shall
keep either the original labeled medication
container; or a medication listing with the
prescription number, the name and address of
the issuing pharmacy, the health care provider's
name, the resident * s name, the date dispensed,
the name and strength of the drug, and the
directions for use.
(b) The facility shall maintain a daily medication
observation record (MOR) for each resident who
receives assi e with self-administration of
medications or medication administration. A MOR
must include the name of the resident and any
known . the resident may have; the name
of the resident ' s health care provider, the health
care provider ' s telephone number; the name,
strength, and directions for use of each
medication; and a chart for recording each time
the medication is taken, any missed dosages,
refusals to take medication as prescribed, or
medication errors. The MOR must be
immediately updated each time the medication is
offered or administered,
{c) For medications which serve as chemical

the facility shall, pursuant to Section
429.41, F.S., maintain a record of the prescribing
physician ' s annual evaluation of the use of the
medication. |

This Statute or Rule is not met as evidenced by: !
Based on review of the medication cbservation {
record (MOR), observation of medication pass |
and employee interview, it was determined that i
the Assisted Living Facility (ALF) failed to-ensure
that the MOR was updated immediately each
time medications were offered or administered for
3 of 4 sampled residents (#11, #12, and #13) !
| The Assisted Living Facility (ALF) also failed to |
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ensure that the medication which was listed on
the MOR matched the medication bottle being
used to assist with seif-administration of
medication for 1 of 4 sampled residents (#4).

The findings include:

1. Areview of the MOR for three of four residents
sampled (#11, #12, and #13)on .. ...... .

led that several ications which were
scheduled for these residents had not been
signed off on the MOR as having been

administered. Resident#13's 50 mg
tab and 1100 mg tab were not signed off
on Resident #11's 1325
mg tab and 50 mg tab were not signed
offon and Resident #12's Drova 80 mg
tab was not signed off on , nor was his

! »myg tab signed off on either
or it was not clear whether these

residents received their medications as ordered,
because the MOR was not signed.

An interview with Employee #2 on iat
approximately 1:456 P.M. revealed that he was
unaware that the above mentioned medications
were not signed off on the residents’ MORs, and
he stated that he would ensure that this was
corrected promptly. When asked, Employee #2
said that he understood that medications were to
be documented on the MOR immediately upen
administration

2. Observation of assistance with
self-administration of medication on -at
approximately 12:30 pm and review of the MOR
revealed that Resident #4 had two orders on her
MOR for the same medication at the same
dosage. One order was a routine order, and the
other order was an " as needed " order. For

| both orders, the medication was being dispensed

AD54
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from a medication bottle labeled with the
available for the routine order.

An interview with Employee #4 on

medication that she had to work with.

An interview with Employee #2 on
approxi 1459 M,

{0 get the problem corrected.
Class Il

Disposal

in their

both prescription and over-the-counter

needed” order, There was no medication bottle

e only
had one bottle of the medication available; the
one with the " as needed * label onit. She
recognized that the bottle did not match the MOR,
and said that it was the only bottle of that

approximately 1:15 P.M. revealed thét sh

led that he was
aware that the medication which was being
administered routinely was being dispensed from
a medication bottle labeled for "as needed" use.
He stated that he was working with the pharmacy

A 055 58A-5.0185(8) FAC Medication - Storage and

(8) MEDICATION STORAGE AND DISPOSAL.
(a) In order to accommodate the needs and
preferences of residents and to encourage
residents to 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; or
. or apartments, which must be kept
locked when residents are absent, unless the
medication is in a secure place within the

or apartments or in some other secure place
which is out of sight of other residents. However,

medications for residents shall be central

if:
i 1. The facility administers the medication;

A D54

ag

at

A055

ly stored
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2. The resident requests central storage. The
facility shall maintain a list of all medications
being stored pursuant to such a request;

3. The medication Is determined and documented
by the health care provider 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;

8. 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

6. The facllity ' s rules and reguiations require
central storage of medication and that policy has
been provided to the resident prior to admission
as required under Rule 58A-5.0181, FAC.

(b) Centrally stored medications must be:

1. Kept in a locked cabinet, locked cart, or other
locked storage receptacle, or area at all
times;

2. Located in an area free of dampness and
abnormal temperature, except that a medication
requiring refrigeration shall be refrigerated.
Refrigerated medications shall be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which refrigerator is
iocated locked;

3. Accessible to staff responsible for filling

pili¢ i , assisting with self- ini ion,
or administering medication. Such staff must
have ready access to keys to the medication
storage areas at all times; and

4. Kept separately from the medications of other
residents and properly closed or sealed.

{¢) Medication which has been discontinued but
which has not expired shall be returned fo the
resident or the resident ' s representative, as

A 085
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appropriate, or may be centrally stored by the
facility for future resident use by the resident at
the resident’ s request. if centrally stored by the
facility, it shall be stored separately from
medication in current use, and the area in which it
is stored shall be marked " discontinued
medication. " Such medication may be reused if
re-prescribed by the resident’ s health care
provider.

(d) When a resident ' s stay in the facliity has
ended, the administrator shall return ail
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 still at the facility, the
medications shall be considered abandoned and
may disposed of in accordance with paragraph
(e).

{e) Medications which have been abandoned or
which have expired must be disposed of within 30
days of being determined abandoned or expired
and disposition shall be documented in the
resident ' s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness

(f) Facilities that hold a Special-ALF permit issued
by the Board of Pharmacy may return dispensed
medicinal drugs to the dispensing pharmacy
pursuant to Rule 64B16-28.870, FA.C.

This Statute or Rule is not met as evidenced by:
Based on observation of assistance with
self-administration of medication and employee
interview, it was determined that the Assisted
Living Facility (ALF) failed to ensure that centrally
stored medications were kept in a locked cart or
cabinet at all times for 49 of 49 sampled residents
| (Al facility residents).
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The findings include:

1. Observation of assistance with
self-administration of medications at
approximately 12:30 P.M. on - revealed
that Employees #4 and #5 were assisting with
self-administration of medication in a central
medication . . ... __ opposed to taking the
medication carts out on the units to assist with
self-administration of medication. Residents
were brought into the medication . .. or two
at a time to receive their medications. After
assisting a resident with their
medications, Employee #4 andfor Employee #5
left the s retrigve another resident. At one
point the two surveyors were left alone in the
medication both medication carts
which were unlocked.

2. An interview with Employees #4 and #5 on

at approximately 1:15 P.M. revealed
that they were aware that the medication carts
were supposed to be locked when they were not
present, and the fact that both medication caris
were left uniocked on the date of the survey was
an oversight.

Class il

58A-5.019(2) FAC Staffing Standards - Staff

(2) STAFF.
(a) Newly hired staff shall have 30 days to submit
a statement from a heaith care provider, based
on a examination conducted within the last six
months, that the person does not have any signs
or symptoms of a communicable
including _ Freedom from

_must be docurnented on an annual

A055

AQT8
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basis. A person with a positive test
must submit & health care provider ' s statement
that the person does not constitute a risk of
communicating Newly hired staff
does not include an employee transferring from
one facility to another that is under the same
management or ownership, without a break in
service. If any staff member is later found to
have, or is suspected of having, a communicable
, he/she shall be removed from duties
until the administrator determines that such
condition no longer exists.
{b) All staff shall be assigned duties consistent
with his/her level of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or certified. All staff
shall exercise their responsibifities, consistent
with their qualifications, to observe residents, to
document observations on the appropriate
resident ' s record, and te 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 58A-5.0191, F.AC.
(d) Staff provided by a staffing agency or
employed by a business entity contracting to
provide direct or indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to
residents,
(e) For facilities with a licensed capacity of 17 or
more residents, the facility shail:
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.
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This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility failed to develop a written job description
for 3 of 3 sampled employees (#1, #2, #3).

The findings include:

1. Employee record review for Employee #1
found she had been employed at the facility as a
medication tech and resident assistant since

Review of the employee file for
employee #1 could not locate a written job
description.

2. Employee record review for Employee #2
found he has been employed at the facility as a
nurse since . _.__.._. Review of the employee
file for employee #2 could not locate a written job
description.

3. Employee record review for Employee #3
found she has been employed at the faciiity as a
medication tech since . .. Review of the
employee file for employee #3 could not locate a
written job description.

4. During an interview with the business office
manager on at 3:00 p.m. she confirmed
the findings. She stated that she recently took
over the employee files and she did not have job
descriptions for the three employees.

5. Areview of the facility's licensed capacity

A078
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(2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
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
facliity sanitation procedures before providing
personal care to residents. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to i 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 major incidents.
2. Reporting adverse incidents.
3. 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 fiving facility.
2. Recognizing and reporting resident

| neglect, and

INDIGO PALMS DAYTONA BEACH, FL. 32114
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ! 0D PROVIDER'S PLAN OF CORRECTION {X5)
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A078| Continued From page 17 A0T78
revealed that it was licensed for 60 beds
Class it
A081 58A-5.0191(2) FAC Training - Staff In-Service A081
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{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with Rule 58A-8.0085,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily
living.

(&) Staff who prepare or serve food, who have not
taken the assisted living facifity 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. All 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
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on interview with the business office
manager and employee record review, the facility
failed to ensure 2 of 3 employees received the
required in-service training within 30 days of
employment in the areas of reporting adverse
incidents (Employees # 2 and #3), emergency
preparedness and evacuation training |
{Employees #2 and #3), resident rights in an |
assisted living (Employees #1 and #2), |
recognizing and reporting resident
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A 081 Continued From page 19 A081
neglect, and 1 (Employees #1, #3),

facility eloperment response policies and
procedures training (Employees #3) and safe
food handling practices (Employee #3).

The findings include:

1. Employee record review for Empioyee #1
found she had been employed at the facility as a
medication tech and resident assistant since

Review of the employee file for
employee #1 could not locate proof of training on
resident rights in an assisted living and
recognizing and reporting resident s
neglect, and

2. Employee record review for Employee #2
found he had been employed at the facility as a
nurse since . Review of the employee
file for employee #2 could not locate proof of
training in the areas of reporting adverse

incident y prep an
evacuation training, resident rights in an assisted
living.

3. Employee record review for Employee #3
found she had been employed at the facility as a
medication tech since . Review of the
employee file for employee #3 could not locate
proof of training a minimum of 1 hours of
in-service training within 30 days of employment |
in the areas of reporting adverse incidents, !
emergency preparedness and evacuation
training, recognizing and reporting resident }
, neglect, and , facility i
elopement response policies and procedures
AR Fom 0355007
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training, and safe food handling practices.
4. During an interview with the business office
manager on at 4:00 p.m. she confirmed
the findings. She checked the online computer
training for the employees and stated she could
not locate the training
Class Itt
A082 58A-5.0191(3) FAC Training - A082

@

- I Pursuant to Section
381.0035, F.8,, all facility employees, with the
exception of employees subject fo the
requirements of Section 456.033, F.S., must
complete a one-time education course on .

and including the fopics prescribed in the
Section 381.0035, F.8. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection (12) of
this rule.

This Statute or Rule is not met as evidenced by:
Based on interview with the business office
manager and employee record review, the facility
failed to ensure 3 of 3 employees received
training on

within 30 days of employment

(Employee #1, #2, #3).

The findings include:
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1. Employee record review for Employee #1
found she had been employed at the facility as a
medication tech and resident assistant since

_ ... Review of the employee file for
employee #1 could not locate proof of training on

2. Employee record review for Employee #2
found he has been employed at the facility as a
nurse since Review of the employee
file for employee #2 could not locate proof of
training on

3. Employee record review for Employee #3
found she has been employed at the facility as a
medication tech since Review of the
employee fite for employee #3 could not locate
proof of training on

4. During an interview with the business office
manager on at 3:00 p.m. she confirmed
the findings. She checked the online computer
training for the employees and stated she could
ot locate the training.

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 wl!i be
providing assi: e with self:

medications as described in Rule 58A-5. 01 85,

A082

A 084
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A084 Continued From page 22 A084

F.A.C., must meet the training requirements i
pursuant to Section 428.52(5), F.S,, prior to
assuming this responsibility. Courses provided in
fulfiiment of this requirement must meet the
following criteria:
(a) Training must cover state faw and rule '
reqmremems W\th respect to the supervision, |
and of |

medlcat‘ons in assisted Irvtng facilities;
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 1o follow when residents appear to be
experiencing side effects and adverse reactions;
documentation 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: i
1. Read and understand a prescnptxon labei |
2. Provide e with seff-ac 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
" ag needed " prescription order; |
d. Recognize a medication order which requires |

L
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judgment or discretion, and to advise the
resident, resident ' s health care provider or
facility employer of inability to assist in the
administration of such orders;
e. 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, @ minimum of 2 hours of
continuing education training on providing
i ¢ with self-admini d ications
and safe medication practices in an assisted
living facifity. The 2 hours of continuing education
training shall only be provided by a licensed
registered nurse, or a licensed pharmacist.

This Statute or Rule is not met as evidenced by
Based on interview with the business office
manager and employee record review, the facility
failed to ensure that 1 of 2 unlicensed personnel
that provided assistance with self-administration
of medications had been provided the required
minimum of 2 hours of continuing education
training by a licensed registered nurse or a
licensed pharmacist (Employee # 3).

The findings include:

Review of the employee file for Employee #3
found she was hired as a medication tech at the

i facility on ... ... Further review of the

AD84
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Continued From page 24

employee file found she received 4 hours of
training on providing assistance with
self-administered medications and safe
medication practices on . and received
continuing education on self administering
medication on ..

During an interview with the business office
manager on - at 3:00 p.m,, she stated the
continuing education training was completed
online and was not conducted by a licensed
registered nurse, or a licensed pharmacist.

Class Ill

58A-5.0191(9) FAC Training - ADRD
AND RELATED

©)..

. (“ ADRD ") TRAINING
REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 434.4.6 of the Florida Building
Code, as adopted in Rule 8N-1.001, FAC,
Florida Building Code Adopted, must ensure that
facility staff receive the following training.

{a) Facility staff who have reguiar contact with or
provide direct care to residents with ADRD, shall
obtain 4 hours of initial training within 3 months of
employment. Completion of the core fraining
program between 1998 and

shall satisfy this requirement. Facility staff who
meet the requirements for ADRD training
providers under paragraph (g) of this subsection
will be considered as having met this
requirement. " Staff who have regular contact
means staff who interact on a daily basis with

 residents but do not provide direct care to
| residents. Initiai training, entitled " S

A084
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Continued From page 25

_......and Related Level | Training, "
must address the foll Iowmg subject areas:
1. Understanding. . L and
related ;
2. Characteristics of . .
3. Communicating with 1 resuients with
s
4. Family issues;
5. Resident environment; and
6. Ethical issues.
(b) Staff who have received both the initial one
hour and continuing three hours of ADRD training
pursuant to Sections 400.1755, 429.917, and
400.6045(1), F.S., shall be considered to have
met the initial assisted living facility . .

and Related ... ... .. Level ] Training.
{c) Facility staff who provide direct care to
residents with ADRD must obtain an addltmnal 4
hours of training, entitied " 's.
and Related .Level H Training, * wtthln
9 months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph (g) of this subsection wil be
considered as having met this requirement.

B :and Related
Level 1i Training must address the foliowing
subject areas as they apply to these _
1. Behavior management;
2. Assistance with ADLs;
3. Activities for residents;
4. Stress management for the care giver, and
5. Medical information
(d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a) and (b)
of this subsection can be found in the document
* Training Guidelines for the Special Care of
Persons with. ... _....:and Related
" dated 1999 incorporated by

reference, available from the Department of Elder

A 086
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Continued From page 26

Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32399-7000.
(e} Direct care staff shall participate in 4 hours of
continuing education annually as required under
Section 429.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by Section 429.52, F.8., and subsection
(1) of this rule, or 3 of the 6 hours of continuing
education for extended congregate care required
by subsection (7) of this rule.
(f) Facility staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
Section 429.178, F.S., within three (3} months of
employment. " Incidental contact* means all
staff who neither provide direct care nor are in
regular contact with such residents.
(g) Persons who seek to provide ADRD training in
accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor ' s degres from an
accredited coflege or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with
or related ,or

2 Three years of practical experience in a
program providing care to persons with

‘s or refated or
3. Completed a specialized training program in
the subject matter of this program and have a
minimum of two years of practical experience in a
program providing care to persons with

or related . .

(h) With reference to requ)remems in paragraph
(g), a Master ' s degree from an accredited
college or university in a subject related to the
content of this training program can substitute for

A 086
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referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on interview with the business office
manager and employee record review, the facility
failed to ensure 3 of 3 sampled employees
(Employees #1, #2, #3) received within 3 months
of employment the required 4 hours of initial
training entitied : and Related
i Level | training” and failed to ensure 2
of 3 employees (Employee #1 and #3) received
within @ months of employment an additional 4
hours of training, entitied
and Related i Level I} Training."

The findings include:

1. Employee record review for Employee #1
found she had been employed at the facifity as a
medication tech and resident assistant since

_. .. Review of the employee file for
empioyee #1 could not locate proof of any training
related to

2. Employee record review for Employee #2
found he had been employed at the faciiity as a
nurse since Review of the employee
file for employee #2 could not locate proof of any
training related to R

3 Employee record review for Employee #3
| tound she had been employed at the facility as a

INDIGO PALMS DAYTONA BEACH, FL 32114
XD SUMMARY STATEMENT OF DEFICIENCIES 0D PROVIDER'S PLAN OF CORRECTION | {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACK CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
A086 Continued From page 27 A0BE

1
AHCA Form 3020-0001

STATE FORM

L

JSQX1

i continuation sheet 28 of 41



Agenc

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

for Health Care Administration

PRINTED: 03/06/2013
FORM APPROVED

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER

AL11984707

{X2) MULTIPLE CONSTRUCTION
A BUILDING:

B WING

{X3) DATE SURVEY
COMPLETED

INDIGO

NAME OF PROVIDER OR SUPPLIER

PALMS

STREET ADDRESS, CITY, STATE, ZiP CODE

570 NATIONAL HEALTHCARE BLVD
DAYTONA BEACH, FL 32114

PREFIX
TAG

X4

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

DEFICIENCY)

[ PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

AD86

Continued From page 28

medication tech since Review of the
employee file for employee #3 could not locate
proof of any training related fo. ...

4. During an interview with the business office
manager on i at 4:00 p.m. she confirmed
the findings. She checked the online computer
fraining for the employees and stated she could
not locate any training on in
the computer system for the three employees
She stated if it was not in the employees’ files, the
employees did not have the training.

5. This is a facility that advertised that it provnded

specialty care for persons with
and was a secured building.

Class it

A090 58A-5,0191(11) FAC Training - Do Not

Orders

11

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 facifity ' s policies and
procedures regarding _ ... ._ _ within 60 days
affer 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

A086
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Continued From page 2%
included in Rule 58A-5.0186, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on inferview with the business office
manager and personnel record review, the facility
failed to ensure 3 of 3 employees received
training on the facility's pohctes and procedures

for
(Employee #1, #2 and #3).
The findings include:

1. Employee record review for Employee #1
found she had been employed at the facility as a
medication tech and resident assistant since

Review of the employee file for
employee #1 could not locate proof of training on
facility's policies and procedures on .

2. Employee record review for Employee #2
found he had been employed at the facility as a
nurse since . __ . Review of the employee
file for employse #2 could not locate proof of
training on the facility’s policies and procedures
on _

3. Employee record review for Employee #3
found she had been employed at the faciiity as a
medication tech since Review of the
employee file for employee #3 could not locate
proof of training on policies and procedures on
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4_During an interview with the business office

manager on ... .. at 3:00 p.m,, she confirmed
the findings. She checked the online computer i
training for the employees and stated she could i
not locate the training for the three employees.

Class 1§

A 152 58A-5.023(3) FAC Physical Plant - Safe Living A152
Environ/Other

(3) OTHER REQUIREMENTS. |

(a) All facilities must.

1. Provide a safe living environment pursuant to

Section 428.28(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 429.27, F.8,, residents I

shall be given the option of using their own {

belongings as space permits. When the facility |
i
|

supplies the furnishings, each resident '

| - sleeping area must have at least the following
furnishings:

1. A clean, 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 lamp, and waste
basket, and

5. A comfortable chalr, if requested.

(c) The facility must maintain master or duplicate
AHCA Form 3020-0001
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keys to resident s o 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 faundry services for residents who |

require such services. Linens provided by a

facility shall be free of tears, stains and not be '
i

This Statute or Rule is not met as evidenced by |
Based on observation and an interview with the |
administrator, the facliity failed to maintain a safe
living environment for 49 of the 49 residents that
fived in the facifity.

The findings include:

1. During tour on at 10:30 am the dining

| area floor was a no wax vinyl (woodlike) cover.

The seal had been stripped off of the floor. The

general appearance of the facility was that it

needed painting. The wall in the activity area

under the handrail and the bottom of resident

: needed painting. There were numerous

scuff marks observed throughout the facility.

Paint was peeling off the bottom of the door

frame on both sides with rust showing |

approximately in size of 2 inches by 4 inches of |

the exit door close to resident 118 and

119. Doors to $117, 118, 119, 120, 121, |
H
i

122, 130, 131, and 132 were in need of painting.
Wall paper was peeling off the wall between
. 129 and 127 behind the grab bar.

|
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2. During an observation at funchtime at 12:15
pmon , the floor appeared dirty and when
walking on the floor you could feel a sticky
surface that appeared like dirt and old spills that
had dried onto the floor. Pillars in the dining area
with drywall were broken and not repaired prior to
painting. Resident .__... . had drywall holes
that have been repaired and not painted.

3. An interview with staff (#1) revealed that the
repairs occurred several weeks ago but painting
had not been completed. There were two
residents living in this area.

4. Atour of the laundry area at 10:30 am on

.. ... .revealed that the dryer was vented to the
front porch of the facility and was enclosed by a
box. This box was vented. The box appeared to
have a heavy accumulation of lint and the staff
(#1) was not aware whether that the box was
routinely cleaned.

5. An exit door on the south of the building was
found locked but was gapped open. This lefta
potential opening for small animals and rodents to
enter the building. The facility was aware of the
issue and routinely had to reclose the doors due
to residents attempting to exit the building, by
pushing on the locked door and leaving an open
area that must be closed manually. Hallway
carpeting in the areas directly adjacent to the
main common area show tracking of dirt and
needed cleaning or replacement. An interview
with the administrator on . 2013 at
3:30 pm. revealed that the property was to be
increased in size and renovated throughout,

A 152
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Records.

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

(1) FACILITY RECORDS. Facility records shall
include:

(a) The facifity ' s license which shalf be displayed
in & conspicuous and public place within the
facility.

(o) An up-to-date admission and discharge log
listing the names of all residents and each
resident ' s:

1. Date of admission, the piace from 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
resident is discharged or home address, or if the
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 who is out of the facility but
intends fo return pursuant to Rule §8A-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

(o).
i (d) An up-to-date record of major incidents

oceurring within the last 2 years. Such record
shall contain a clear description of each incident;
the time, place, names of individuals involved;

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/ICLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORREGTION WENTIFICATION NUMBER: A, BUILDING: COMPLETED
AL11964707 B WING e — 02/18/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
570 NATIONAL HEALTHCARE BLVD
INDIGO PALMS DAYTONA BEACH, FL. 32114
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION i {X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO$S-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 152 Continued From page 33 A152
Class 1li
A160 58A-5.024(1) FAC Records - Facility A160

AHCA Form 3020-0001
STATE FORM

2

JSAX11

i continuation shest 34 of 41




PRINTED: 03/06/2013

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {x3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BULDING COMPLETED
&
AL11964707 BWNG
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
570 NATIONAL HEALTHCARE BLVD
INDIGO PALMS DAYTONA BEACH, FL 32114
41D 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) TAG CROSS-REFERENCED TO THE APPROPRIATE oATE
DEFICIENCY)
A160 Continued From page 34 A 160

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 to 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, FAC,;

{h) 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
contract) described in Rule 58A-5.0182, F.AC.
(j) If the facility advertises that it provides spemal
care for persons with

related , acopy of all such facility
advertisements as required by Section 429.177,
F.8.

{k) A grievance procedure for receiving and l
responding to resident complaints and

recommendations as described in Rule !
58A-5.0182, FAC. i
(I} Alt 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 i
catered services and the caterer ' s license or |
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certificate to operate. |

(m) Al fire safety inspection reports issued by the |
| focal authority or the State Fire Marshal pursuant | i
| to Section 429.41, F.S., and Rule Chapter
| B69A-40, F A.C., issued within the last two (2} :
years. |
i {n) All sanitation inspection reports issued by the
| county heaith department pursuant to Section |
1381.031, F.S,, and Chapter 84E-12, FAC., |
| issued within the last 2 years. |
| (o) Pursuant to Section 429.35, F.8., all i
| completed survey, inspection and complaint |
investigation reports, and notices of sanctions i
and moratoriums issued by the agency within the |
last 6 years. i
(p) Additional facility records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 58A-5.029, i
58A-5.030 and 58A-5.031, F.A.C., respectively. |
() The facility s resident elopement response
policies and procedures.
| (r) The facility* s documented resident elopement
! response drills.

H

i

H

|

i

|

This Statute or Rule is not met as evidenced by: :
Based on facility record review and an interview | !

with staff, the facility failed to maintain an i

accurate admission and discharge log. i

|

|

|

i

The findings include:

| Areview of the admisson and discharge log !
; revealed that the facility cenus was iisted as 55 |
| residents. The current census was actually 49 | ‘I
| residents. : |
|
“ An interview with the office manager on |
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18, 2013 at 9:30 am revealed that there had been
several discharges and admissions not listed on
the log.

Class 1l

58A-5.024(2) FAC Records - Staff

(2) STAFF RECORDS.

{a) Personnet records for each staff member shall
contain, at a minimum, a copy of the original
employment application with references furnished
and verification of freedom from communicable
o including In addition,
records shall contain the following, as applicable:
1. Documentation of compliance with all staff
training required by Rule §8A-5.01¢1, FAC;

2. Copies of all licenses or certifications for all
staff providing services which require ficensing or
certification;

3. Documentation of compliance with fevel 1
background screening for ali staff subject to
screening requirements as required under Rule
58A-5.019, FAC.;

4. Acopy of the job description given to each staff
member pursuant to Rule 58A-5.019, FAC,, for
faciliies with a licensed capacity of seventeen
(17} or more residents; and

5. Documentation of facility direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 58A-5.0182(8)(c),
FAC.

(b) The facility shall not be required to maintain
personnel records for staff provided by a licensed
staffing agency or staff empiloyed by a business

| entity contracting to provide direct or indirect

| services to residents and the facility. However,

' the faciiity must maintain a copy of the contract

| between the facility and the staffing agency or

A 160
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contractor as described in Rule 58A-5.018,
FAC.

(c) The facility shall maintain the facility ' s written
work schedules and staff time sheets as required
under Rule 58A-5.019, FAC,, for the last 6
months.

This Statute or Rule is not met as evidenced by:
Based on interview with the business office
manager and employee record review, the facility
failed to maintain personnel records that include
an application with references for 3 of 3
employees (Employee #1, #2, #3) and failed to
document compliance with level | background
screening for 1 of 3 employees (Employee # 1).

The findings include:

1. Employee record review for Employee #1
found she had been employed at the facility as a
medication tech and resident assistant since

. Review of the employee file for
Empioyee #1 found an employment application
dated Review of the application
revealed it did not contain references.

2. Employee record review for Employee #2
found he had been employed at the facility as a
nurse since Review of the employee
file for Employee #2 found an application for
employment dated Review of the
application revealed it did not contain references.
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3. Employee record review for Employee #3
found she had been empioyed at the facility as a
medication tech since ... . Review of the
employee file for Employee #3 found an
application for employment dated

Review of the application found it did not contain
any references.

4. During an interview with the business office
manager on at 4:00 p.m. she confirmed
the findings. She stated she was not aware the
applications needed references. She stated she
had no other records that she could provide.

Unclassified

A181 58A-5.026(2) FAC Emergency Mgmt - Plan

Approval

{2) EMERGENCY PLAN APPROVAL. The plan
shall be submitted for review and approval to the
county emergency management agency.

(a) The county emergency management agency
has 80 days in which to review and approve the
plan or advise the facility of necessary revisions.
Any revisions must be made and the plan
resubmitted to the county office of emergency
management within 30 days of receiving
notification from the county agency that the plan
must be revised.

(b} Newly-licensed facility and facifities whose
ownership has been transferred, must submit an
emergency management plan within 30 days
after obtaining a license.

(c) The facility shall review its emergency
management plan on an annual basis. Any
substantive changes must be submitted to the
county emergency agency for review and
approval.
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1. Changes in the name, address, telephone
number, or pasition of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the county emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

(d) The county emergency management agency
shall be the final administrative authority for
emergency management plans prepared by
assisted living facilities.

(e) Any plan approved by the county emergency
management agency shall be considered to have
met all the criteria and conditions established in
this rule.

This Statute or Rule is not met as evidenced by:
Based on facility record review, an interview with
the administrator and documents from the Volusia
County Department of Public Protection,

Emergency Management Division , the
facility failed to obtain approval of its emergency
management plan.

The findings include: |

A review of facility records reveal that the facility !
did not have an approved emergency i
management plan as of the date of the survey. i

This was confirmed by the administrator in an i
interview conducted on _,2013at2:30 |

pm.
The administrator stated that he would need to
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correspondence regarding the emergency
management plan at Indigo Palms revealed that
the facility has not had an approved plan since
_.2009. The last information to the was
on 2009 Atthattime the plan was
destroyed by the sprinkler system. Since then, the
 had sent letters to note that the facility plan
had not been approved on: , 2009,
, 2010 and on , 2012. There
had been no response by the facility to the ..

Unclassified

INDIGO PALMS DAYTONA BEACH, FL 32114
o) D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION [ o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | compLere
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THEAPPROPRIATE | DATE
DEFICIENCY)
A 181! Continued From page 40 A181
call the _._s to determine why he didn't have an
approval letter from the division.
Arequest fo the for any and all
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Administrator

Indigo Palms

570 National Healthcare Blvd.
Daytona Beach, FL 32114

Dear Administrator:

This letter reports the findings of a state re-licensure survey that was conducted on 2013 by
representatives of 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 conduet a review after 2013 to verify that the necessary corrections are in place to correct the
deficiencies identified on your survey. A recommendation for sanction has been forwarded to the Central
Office in Tallahassee for the Class Ii deficiencies and ified deficiencies. This action, if taken, will be a
matter of separate correspondence from the Central Office in Tallahassee.

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 Iink 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 surveyors. Should you have any questions please call this office at

Sincerely,

(i Vs
Keisha Woods, MPH

Health Facility Evaluator Supervisor
Division of Health Quality Assurance

KWism

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
hitp:/fahca myfiorida.com

Jacksonville Field Office

921 N. Davis St Bldg. A, Suite 115
Jacksonville, FL. 32208

Phone (304) 798-4201; Fax (304) 369-8054




