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AQ00| Initial Comments

The biennial re-licensure survey was conducted
1on 3¢

were deficiencies found at the time of the
visit.

A025] 58A-5.0182(1) FAC Resident Care - Supervision

An assisted fiving facility shall provide care and
services appropriate to the needs of residents
| accepted for admission to the facllity.
{1) SUPERVISION. Facilities shall offer personal
| supervision, as appropriate for each resident,
1 including the following:

{a) Monitor the quantity and guality of resident
 diets in accordance with Rule 58A-5.020, F.A.C.
(b) Daily observation by designated staff of the

activities of the resident while on the premises,

and awareness of the general health, safety, and

physical and emotional weil-being of the

individual,

{c) General awareness of the resident’ s

| whereabouts, The resident may travel
independently in the community.
{d) Contacting the resident ' s health care
provider and other appropriate party such as the
resident ' s family, guardian, health care
surrogate, or case manager if the resident
exhibits a significant change; contacting the
resident * s family, guardian, heaith care
surrogate, or case manager if the resident is
discharged or moves out.
{e) Awritten record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any ilinesses which
resulted in medical attention, major incidents,
changes in the method of medication
administration, or other changes which resulted in

| the provision of additional services.
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This Statute or Rule is not met as evidenced by:
Based on observations, record reviews and
interviews the facility failed to ensure it provide
care and services appropriate to the needs of 2 of
5 sampled residents (#1 and #3) and did not
ensure that healthcare providers orders were
followed,
Findings:
1. At approximately 9:10 AM staff A sanitized her
hands. Obtained medications from locked
ication cart, poured medication in a cup,
signed off the MOR. She got a plastic baggie,
crushed the medications, poured apple sauce,
and brought it to resident #1. She told the
resident "Here are your medications with apple
sauce”, She gave the resident water as well. She
fed the resident the apple sauce. The
medications crushed included Metoprolol .- mg
daily as well as Vesicare 5§ mg one daily,
Amoipidine 5 mg daily, Aspirin . | mg daily,
Clopedogreil7§ mg daily, Lorsatan 100 mg daily
and Namenda . mg twice daily.
Record review for resident #1 at approximately
1PM revealed a physician orders dated
_._ 1 the medications and indicated please give
alt meds in apple sauce - do not crush Metoprolol
Pantrozole. Information orders ok to crush
following meds - Amlodipine, R
, Losartan, e

Vesicare.
2. At approximately 9:30 AM staff A sanitized
hands, took meds from locked medication cart,
poured medications in a cup, signed MOR and
ook medications to resident #3. Prescription label
dated 3/1¢ 1 Metoprolol mg take
1/2 tablet daily, prescription label dated _. _

B | Cardura : mg one BID _. .| prescription
label dated 1/2¢ _ mg daily. The back
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page of the MOR indicated that on 3/8 . . low
... .. held Metropolol. On was i
gave whole pilt and on the MOR was blank.
Order dated ._ __. .. indicated | XL 28 mg
half tablet in AM and half tablet in evening
changed to XL 25 mg half tablet tab daily.
Staff A stated at approximately 3PM that the
resident, who was alert and oriented, took her
own and would tell staff whether

| the medication was needed or not, a healthcare

provider order's was not available.

The administrator stated at the time, resident# 3
was alert and oriented and made decisions
regarding her medications.

Class Hi

58A-5.0185(3) FAC Medication - Assistance with
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 to assist with self-administered
medication in accordance with Rule 58A-5.0191,
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 429.256, F.S.
(b) Assistance with self-administration of
medication includes verbally prompting a resident
to take medications as prescribed, refrieving 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 self-administration, staff may prepare and
make available such items as water, juice, cups,
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and spoons, Staff may also return unused doses
to the ication container. ication, 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:
1. The health care provider may prescribe a

ion 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 pilf
organizer pursuant to the requirements of
subsection {2), and given fo the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident ' s medication
record, or
4 !

. may be sep. ibed and
dispensed in an easier to use form such as unit
dose packaging;

| (&) 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)(i), F.S., the
terms " judgment ™ and * discretion " mean
interpreting vital signs and evaluating or
assessing a resident’ s condition.

{4) Assistance with self-administration does not
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include:
(a) Mixing, converting, or

| medication doses, except for
measuring a prescribed amount of fiquid
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.

(¢} 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.

{e) Administration of i preparations.

{f) Irrigations or debriding agents used in the
treatment of a skin condition.

(9} ,or preparations.

(h) Medications ordered by the physician or
health care professional 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 observations, record reviews and
interview the facility fa:led to ensure that when

i staff (A) with
self-administration of medications she followed all
the correct steps.
Findings:
At approximately 8:45 AM staff A stated she was
a caregiver/ certified nursing assistant and she

A052

AHCA Form 3020-0001
STATE FORM

a0

JWNJ11

¥ continuation sheet 5 of 32




STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

Agency for Health Care Administration

PRINTED: 04/23/2013
FORM APPROVED

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

AL11968058

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B. WING

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER STREET ADS

2400 NEW YORK ST
SALUS SENIOR SERVICES MELBOURNE, FL 32904

DRESS, CITY, STATE, 2IP CODE

(X4) D
PREFIX
TAG

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

DEFICIENCY)

0 PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TC THE APPROPRIATE DATE

A052

A058

Continued From page §

assisted residents with self-administration of
medications.
At approximately 9:10 AM staff A sanitized her
hands. Obtained medications from locked
medication cart, poured medication in a cup,
signed off the MOR. She got a plastic baggie,
crushed the medications, poured apple sauce,
and brought it to resident #1. She toid the
resident "Here are your medications with apple
sauce". She gave the resident water as well. She
fed the resident the apple sauce.
At approximately 9:25 AM staff A sanitized her
hands. Obtained . __._.: . .. from locked

dication cart, poured medication in a cup,
signed off the MOR. She brought the cup to the
resident # 2 and fold him he was out of Luetin.
At approximately 9:30 AM staff A sanitized hands,
took meds from locked medication cart, poured
medications in a cup, signed MOR. Staff A took
medications to resident #3.
At approximately 10 AM, she sanitized hands.
Ataff A took the medication from the locked
medication cart; poured medication in a cup,
signed off MOR, took medication to resident #1
and told him it was his 10 AM
At approxi 3 PM, the ini , called
staff A aver, to hear the findings. The staff stated
she attended the medication classes and
verbalized the steps in correct sequence.
Class Ill

58A-5.0185(7) FAC Medication - Labeling and
Orders

{7) MEDICATION LABELING AND ORDERS.

(a) No prescription drug shall be kept or
administered by the facility, including assistance
with self-administration of medication, unless it is
properly labeled and dispensed in accordance
with Chapters 465 and 499, F .S, and Rule
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84B16-28.108, F.A.C. If a customized patient
medication package is prepared for a resident,
and separated into individual medicinal drug
containers, then the following information must be
recorded on each individual container.

1. The resident’ s name; and

2. identification of each medicinal drug product in
the container.

{b) Except with respect to the use of pill
organizers as described in subsection (2), no
person other than a pharmacist may transfer
medications from one storage container to
another.

{c) If the directions for use are " as needed * or
 as directed, * the health care provider shall be
contacted and requested to provide revised
instructions. For an * as needed " prescription,

! the circumstances under which it would be

appropriate for the resident to request the
medication and any limitations shall be specified;
for example, " as needed for pain, not to exceed
4 tablets per day. " The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, shall be noted in the
medication record, or a revised label shall be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication for which the facility is providing
i with self-admini ion or

i dication must be ac p
by a written medication order issued and signed
by the resident’ s health care provider, or a faxed
copy of such order. The new directions shall
promptly be recorded in the resident”’ s
medication observation record. The facility may
then place an " alert " label on the medication
container which directs staff to examine the
revised directions for use in the MOR, or obtain a
revised label from the pharmacist.
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(e) Anurse may take a medication order by
telephone. Such order must be promptly
documented in the resident ' s medication
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed copy of
a signed order is acceptable.

(f) The facility shall make every reasonable effort
{o ensure that prescriptions for residents who
receive assistance with seif-administration of
medication or medication administration are filled
, or refilled in @ timely manner.

(g) Pursuant to Section 465.0276(5), F.8., and
Rule 64F-12.008, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer ' s packaging,
which shali also include the practitioner ' s name,
the resident ' s name for whom they were
dispensed, and the date they were dispensed. If
the sample or complimentary prescription drugs
are not dispensed in the manufacturer ' s labeled
package, they shail be kept in a container that
bears a label containing the foliowing:

| 1. Practitioner’ s name,;

2. Resident ' s name;

3. Date dispensed;

4. Name and strength of the drug;

5. Directions for use; and

6. Expiration date.
| (h) Pursuant to Section 465.0276(2)(c), F.8.,

before dispensing any sample or complimentary

prescription drug, the resident ' s health care
| provider shall provide the resident with a written
prescription, or a fax copy of such order.

This Statute or Rule is not met as evidenced by:
Based on observations, record review and
interview the facility failed to make every

| reasonable effort to ensure that prescriptions for
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residents who receive assmance with

1f- inistration of medi 107 ication
administration are filled or refilled in a timely
manner.
Findings:
Resident #1's 40 mg one daily, was
biank on s The Medication
Observation Record {MOR) indicated "medication
not here”. Cetraziline 10 mg one at bedtime
was blank on and .. ... ... The back page of
the MOR indicated pharmacy did not send.
Staff A stated at approximately 11 AM that the
pharmacy had not delivered the medications and
she had no written notations fo indicate the efforts
to obtain the medication.
Class 1l

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

(2) STAFF.
(@) 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

. s must be documented on an annual
basis. A person with a positive s test
must submit a 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

hefshe shall be removed from duties

untit the administrator determines that such
condition no longer exists.
{b) All staff shall be assigned duties consistent

A58

AQ78

AHCA Form 3020-0001
STATE FORM

o0

JWNJT

i continustion sheet 9 of 32




Agency for Health Care Administration
STATEMENT OF DEFICIENGIES (X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION

PRINTED: 04/23/2013
FORM APPROVED

DENTIFICATION NUMBER:

AL11968058

B.WING

{X2) MULTIPLE CONSTRUCTION
A BUILDING:

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

SALUS SENIOR SERVICES

STREET ADDRESS, CITY, STATE, ZIP CODE

2400 NEW YORK ST
MELBOURNE, FL. 32904

x4 ID
PREFIX
TAG

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

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION X5y
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
DATE

CROSS-REFERENCED YO THE APPROPRIATE

DEFICIENCY)

A078
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with his/her leve! of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or certified. All staff
shali 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 58A-5.0191, FAC.

(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 shall:

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.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview
the facility failed to ensure personnel records for
1 of 2 staff (A} contained a statement from a
health care provider that indicated that the person
was free from signs or symptoms of a

| communicable including ... .

Freedom from i must be
documented on an annual basis.
Findings:
Personnel record review at approximately 2:30
PM revealed staff A was hired about a year ago,
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2012. Continued review revealed that a
statement from a healthcare provider indicating
freedom from communicable including

The record contained a _ _ test result dated
signed by a Registered Nurse.
The administrator stated at the time that the
personnel record was up to date.
Class Il

58A-5.0191(2) FAC Training - Staff In-Service

{2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shail 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 58A-8.0095, F.A.C., must receive a
minimum of 1 hour in-service training in '
control, including universal precautions, and
facility sanitation procedures before providing

care 1o resi De tation of
compl ance with the staff training requtrements of
29 CFR 1910.1030, relating o ... _ | borne

, may be used to meet this

requlrement
{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
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following subjects:

1. Resident rights in an assisted living facility,

2. Recognizing and reporting resident s
neglect, and

{d) Staff who prowde direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with Rule 58A-8.0095,
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.

(e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handiing 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. Ali facility staff shall be provided with a copy of
the facility * s resident elopement response
poticies and procedures.

2. All 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 personnel record review and interview,
the facility failed to ensure that 1 of 2 sampled
staff (A and B) received all the mandated
in-services and training.

Findings:

Personnel record review at approximately 2:30
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PM revealed staff A was hired about a year ago,
12012. Continued review revealed no
evidence to confirm she received an in-service
training within 30 days of employment regarding
reporting major and adverse incidents
Personnel record review for staff B , hired 2
weeks ago revealed no evidence to confirm she
received a minimum of 1 hour in-service fraining
in 1 control, including universal
precau mns and facility sanitation procedures

! before providing care to re 2
| The admmtstrator said at the time that the

| training/in-service was done, but it was not
i documented.

i Class i

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 assi with

medications as described in Rule 58A-5.0185,
F.A.C., must meet the training requirements
pursuant to Section 429.52(5), F.8., prior to
assuming this responsibility. Courses provided in
fulfilment of this requirement must meet the
following criteria:

(a) Training must cover state law and rule
requirements with respect fo the supervision,
assistance, administration, and management of
medications in assisted living 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

A081
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procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include d ions 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:

2. Assist with oral dosage forms, dosage
forms, and H 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
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;

{. Retrieve and store medication; and

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

(c) 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

A0B4
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and safe medication practices in an assisted
living facility. 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 personnel record review and interview
the facility failed to ensure 1 of 1 staff (A)
received a minimum 2 hour update yearly refated
to medication practices in an assisted living
facility (ALF).

Findings:

Observations at approximately 9:15 AM noted
that staff A assisted resident #1 with her
medications.

Personnel record review for staff Aat
approximately 1:30 PM revealed she aitended 4
hour medication training in 2008. Continued
review revealed no evidence to confirm she
attended a minimum of 2 hour update related to
medication practices in an ALF, every year
thereafter.

At approxi 4 PM the ini or validated
the findings.

, Class 1l

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

{(M)DO ... . g

i {é) Cufrer;tiy 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 DNROs 160 days
after the effective date of this rule.

{b) Newly hired facility administrators, managers,

A084
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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.

(¢) Training shall consist of the information
included in Rule 58A-5.0186, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview
the facility failed to ensure that 1 of 3 sampled
staff (A) received at least a one hour in-service
training regarding the facility's policy and
procedures regarding

Findings:

individual personnel record review at
approximately 2:30 PM for staff A revealed no
evidence to confirm the staff received an
in-service training regarding the facility's

policies and procedures. Staff A had a training
certificate dated 1 from Brookdale
Communities, not an affiliate of Salus.

The administrator stated at the time that she
thought the training from another facility was
acceptable.

Class Il

58A-5.020(2) FAC Food Service - Dietary
Standards

{2) DIETARY STANDARDS.

{a) The Tenth Edition Recommended Dietary
Allowances established by the Food and Nutrition
Board - National Research Council, adjusted for
age, sex | activity, shall be the nutritional
standard used to evaluate meals. Therapeutic
diets shall meet these nutritional standards to the

AD90
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extent possible. A summary of the Tenth Edition
Recommended Dietary Allowances, interpreted
by a daily food guide, is available from the DOEA
Assisted Living Program.

{b) The recommended dietary aliowances shall
be met by offering a variety of foods adapted to
the food habits, preferences and physical abilities
of the residents and prepared by the use of
standardized recipes. For facilities with a licensed
capacity of 16 or fewer residents, standardized
recipes are not required. Unless a resident
chooses to eat less, the recommended dietary
allowances to be made available to each resident
daily by the facility are as follows:

1. Protein: 6 ounces or 2 or more servings;

2. Vegetables: 3 § servings;

3. Fruit: 2 4 or more servings;

4. Bread and starches: 8 11 or more servings;

5. Mitk or mitk equivalent: 2 servings;

6. Fats, oils, and sweets: use sparingly; and

7. Water.

© (¢} All regular and therapeutic menus to be used

by the facility shall be reviewed annually by a
registered dietitian, licensed dietitian/nutritionist,
or by a dietetic technician supervised by a
registered dietitian or licensed
dietitian/nutritionist, to ensure the meals are
commensurate with the nutritional standards
established in this rule. Portion sizes shall be
indicated on the menus or on a separate sheet.
Daily food servings may be divided among three
or more meals per day, including snacks, as
necessary fo accommodate resident needs and
preferences. This review shall be documented in
the facility files and include the signature of the
reviewer, registration or license number, and date
reviewed. Menu items may be substituted with
iterns of comparable nutritional value based on
the seasonal availability of fresh produce or the

- preferences of the residents.

A093
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(d) Menus to be served shall be dated and
planned at least one week in advance for both
regular and therapeutic diets. Residents shall be
enc to participate in menu p i
Pianned menus shall be conspicuously posted or
easily available to residents. Regular and
therapeutic menus as served, with substitutions
noted before or when the meal is served, shall be
kept on file in the facility for 6 months.

() Therapeutic diets shall be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style dining
or family style dining are not required to
document what is eaten unless a health care
provider ' s order indicates that such monitoring is
necessary. However, the food items which enable
residents to comply with the therapeutic diet shall
be identified on the menus developed for use in
the facility.

2. The facility shail document a resident ' s

| refusal to comply with a therapeutic diet and
| notification to the resident ' s health care provider

of such refusal. If a resident refuses to follow a
therapeutic diet after the benefits are explained, a
signed statement from the resident or the
resident ' s responsible parly refusing the diet is
acceptable documentation of a resident ' s
preferences. In such instances daily
documentation is not necessary.

(f) For facilities serving three or more meals a
day, no more than 14 hours shall elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals shall be evenly
distributed throughout the day with not less than
two hours nor more than six hours between the
end of one meal and the beginning of the next.
For residents without access to kitchen facilities,
snacks shall be offered at least once per day.

A093
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Snacks are not considered to be meals for the
purposes of 1 the time between meals.
{g) Food shall be served attractively at safe and
paiatable temperatures. All residents shall be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, shall be on hand.

(h) A 3-day supply of non perishable food, based
on the number of weekly meals the facility has
contracted with residents to serve, and shall be
on hand at ali imes. The quantity shall be based
on the resident census and not on licensed
capacity. The supply shall consist of dry or
canned foods that do not require refrigeration and
shall be kept in sealed containers which are
labeled and dated. The food shall be rotated in
accordance with shelf life to ensure safety and
palatability. Water sufficient for drinking and food
preparation shall also be stored, or the facility
shall have a plan for obtaining water in an
emergency, with the plan coordinated with and
reviewed by the local disaster preparedness
authority.

This Statute or Rule is not met as evidenced by:
Based on observations and interview the facility
failed to ensure the menus to be served were
dated and planned at least one week in advance
and falled to ensure all regular and therapeutic
menus to be used by the facility were reviewed
annually by a registered dietitian, licensed
digtitian/nutritionist, or by a dietetic technician
supervised by a registered dietitian or licensed
dietitian/nutritionist, to ensure the meals were
commensurate with the nutritional standards
established in this rule.
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Findings:

Observations during lunch noted there were 4
cycle menus posted on the refrigerator. The
menus were not dated for the week in use and
were last reviewed by a registered dietitian,

| licensed dietitian/nutritionist, or by a dietetic

technician supervised by a registered dietitian or
licensed dietitian/nutritionist on .

The administrator stated the facility had a 4 week
cycle menus that were used in that order. cycle 1
was used the first week of each month, cycle 2
was used the second week of the month, cycle 3
was used the third week and cycle 4 was used
the last week of the month. She did not know the
menus needed to dated for the weeks in use.
Class . '

58A-5.024(2) FAC Records - Staff

(2) STAFF RECORDS.

(a) Personnel 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
including . In addition,

records shall contain the following, as applicable:

1. Documentation of compliance with all staff

training required by Rule 58A-5.0181, FAC.

2. Copies of all licenses or certifications for ali

staff providing services which require licensing or

certification;

3. Documentation of compliance with level 1

background screening for all staff subject to

screening requirements as required under Rule

58A-5.018, FAC,;

4. A copy of the job description given to each staff

¢ member pursuant to Rule 58A-5.019, F.A.C, for

facilities with a licensed capacity of seventeen
(17) or more residents; and
5. Documentation of facility direct care staff and

AQ93

A161
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administrator participation in resident elopement
drilis 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 employed by a business
entity contracting to provide direct or indirect
services to residents and the facility. However,
the facility must maintain a copy of the contract
between the facility and the staffing agency or
contractor as described in Rule 58A-5.019,

FAC,

(¢} The facility shalt maintain the facility * s written
work schedules and staff time sheets as required
under Rule 58A-5.019, F.A.C., for the last 6
months.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview
the facility failed to ensure 1 of 1 sampled staff
records (A) contained a copy of the original
employment application with references
furnished.

Findings:

i Personnel record review at apprc»umately 3 PM

revealed staff A was hired on

Continued review revealed no evidence to
confirm the staff had completed a job application.
The administrator said at the time that the

| application must have been misplaced, as the
! staff had filled it out.

Class Hi
58A-5.025(1) FAC Resident Contracts

Resident Contracts.
{1) Pursuant to Section 429.24, F.S., prior to or at

A6t
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the time of admission, each resident or legal
representative shall execute a contract with the
facility which contains the following provisions:
(a) A list 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 fo 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 referenceto a
separate fee schedule which shall be attached to
the contract.

{d) A provision giving at least 30 days written
notice prior to any rate increase.

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

{g) Arefund policy which shall conform to Section
429.24(3), F S.

{h) Awritten bed hold policy and provisions for
terminating a bed hold if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facility, or facility. 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

A 187
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s0, which organization and its relationship to the
fagility.
(i) 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
1 fransfer 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
If there is disag 1t reg: g the
appropnateness of placement, provisions as
outlined in Section 428.26(8), F.S., shall take
effect.
KA provtston that re&dents must be assessed

upon
SSA 5.0181(2), F A C and every 3 years

fter, or after a change, p
to subsecnon {4) of that rule.
{1} The facility * s policies and procedures for
self- administration assistance wilh

If- and n of

medications, if apphcable pursuant to Rule
58A-5.0185, F.A.C. This also 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 resident record review and interview
the facility failed to ensure that 2 of 2 sampled
residents (#1 and #2) contracts listed all the
requirements.

Findings:
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Individual resident record review for residents #1
and #2, at approximately 1 PM revealed that the
contracts did not include a statement to inform
the residents or responsible party that as part of
the continued residency criteria, a resident must
have a face-to-face medical examination by a
ficensed health care provider at least every 3
years after the initial assessment, or after a
significant change, whichever came first.

The administrator stated at approxi 4PM
the above information was not included in the
resident's contract as he was not aware that it
needed to be included in the resident agreement.

i Class .

408.809, 435.02(2), 435.06 Background
Screening; Prohibited Offenses

408.809, F.S.

{1} Level 2 background screening pursuant to
chapter 435 must be conducted through the
agency on each of the following persons, who are
considered employees for the purposes of
conducting screening under chapter 435:

(a) The licensee, if an individual.

(b) The administrator or a similarly titled person
who is responsible for the day-to-day operation of
the provider.

{c} The financial officer or similarly titled
individual who is responsible for the financial
operation of the licensee or provider.

(d) Any person who is a controlling interest if
the agency has reason to believe that such
person has been convicted of any offense

: prohibited by s. 435.04. For each controlling

interest who has been convicted of any such
offense, the licensee shall submit to the agency a
description and explanation of the conviction at
the time of license application.

A167
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(e) Any person, as required by authorizing
statutes, seeking employment with a licensee or
provider who is expected to, or whose

| responsibilities may require him or her to, provide
personal care or services directly o clients or
have access to client funds, personal property, or
living areas; and any person, as required by
authorizing statutes, contracting with & licensee
or provider whose responsibilities require him or
her to provide personal care or personal services
directly to clients. Evidence of contractor
screening may be retained by the contractor ‘s
employer or the licensee.

(2) Every 5 years following his or her iicensure,
employment, or entry into a contract in & capacity
that under subsection (1) wouid require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
license or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person ' s fingerprints
1o the Federal Bureau of Investigation for a
national criminal history record check. If the
fingerprints of such a person are not retained by
the Department of Law Enforcement under s.
| 943.05(2)(g), the person must file a complete set
of fingerprints with the agency and the agency
shall forward the fingerprints to the Department of
Law Enfc for state p ing, and the
Department of Law Enforcement shall forward
the fingerprints to the Federal Bureau of
Investigation for a national criminal history record
check. The fingerprints may be retained by the
Department of Law Enforcement under s.
043.05(2)(g). The cost of the state and national
criminal history records checks required by level
| 2 screening may be borne by the licensee or the

AZB15
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| person fingerprinted. Proof of compliance with
level 2 screening standards submitted within the
previous 5 years to meet any provider or
pre ional licensure requi 1ts of the
agency, the Department of Health, the Agency for
Persons with , the Department of
Children and Family Services, or the Department
of Financial Services for an applicant for a
certificate of authority or provisional certificate of
authority to operate a continuing care retirement
community under chapter 651 satisfies the
requirements of this section if the person subject
to screening has not been unemployed for more
than 90 days and such proof is accompanied,
under penalty of perjury, by an affidavit of
compliance with the provisions of chapter 435
and this section using forms provided by the
agency.

{3) Al fingerprints must be provided in
electronic format. Screening results shall be
reviewed by the agency with respect to the
offenses specified in s. 435.04 and this section,
and the qualifying or disqualifying status of the
person named in the request shall be maintained
ina The qualifying or disqualifying
status of the person named in the request shall
be posted on a secure website for retrieval by the
licensee or designated agent on the licensee 's
behalf.

4) In addition to the offenses listed in s.
| 435,04, all persons required to undergo
| background screening pursuant to this part or
| authorizing statutes must not have an
awaiting final disposition for, must not have been
found guilty of, regardless of adjudication, or
entered a plea of nolo contendere or guilty to, and
must not have been adjudicated definquent and
the record not have been sealed or expunged for

AZ815
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any of the following offenses or any similar
offense of another jurisdiction:

{a) Any authorizing statutes, if the offense was
a felony.

(b) This chapter, if the offense was a felony.
(c) Section 409.820, relating to Medicaid
provider fraud.

{d) Section 409.9201, relating to Medicaid
fraud,

(&) Section 741.28, relating to domestic
violence.

() Section 817.034, relating to fraudulent acts
through mail, wire, radio, electromagnetic,
photoelectronic, or photooptical systems.

{g) Section 817.234, relating to false and
fraudulent insurance claims.

{h} Section 817.505, relating to patient
brokering.

(i) Section 817.568, relating to criminal use of
personal identification information.

(i) Section 817.60, relating to obtaining a credit
card through fraudulent means.

{k} Section 817.61, refating to fraudulent use of
credit cards, if the offense was a felony.

{) Section 831.01, relating to forgery.

(m) Section 831.02, relating to uttering forged

. instruments,

(n) Section 831.07, relating to forging bank bills,
checks, drafts, or promissory notes,

(o) Section 831.09, relating to uttering forged
bank bills, checks, drafts, or promissory notes.
(p) Section 831.30, relating to fraud in obtaining
medicinal drugs.

{q) Section 831.31, relating to the sale,

f delivery, or p ion with the
intent to sell, manufacture, or deliver any
counterfeit controlled substance, if the offense
was a felony.

A person who serves as a confrolling interest of,
is employed by, or contracts with a licensee on
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i , 2010, who has been screened and
qualified according to standards specified in s,
435.03 or 5. 435.04 must be rescreened by
31, 2015.-The agency may adopt rules to
establish a schedule fo stagger the
implementation of the required rescreening over
the 5-year period, beginning 2010,
through 2015. If, upon rescreening, such
person has a disqualifying offense that was nota
disqualifying offense at the time of the last
screening, but is a current disqualifying offense
and was committed before the last screening, he
or she may apply for an exemption from the
appropriate licensing agency and, if agreed to by
the employer, may continue to perform his or her
duties until the licensing agency renders a
decision on the application for exemption if the
person is eligible to apply for an exemption and
the exemption request is received by the agency
within 30 days after receipt of the rescreening
results by the person,

{8) The costs associated with obtaining the
required screening must be borne by the licensee
or the person subject to screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s. 943.053(3).
The agency shall establish a schedule of fees to
cover the costs of screening.

(6){a) As provided in chapter 435, the agency
may grant an exemption from disqualification to a
person who is subject to this section and who:

1. Does not have an active professional license
or certification from the Department of Health; or
2. Has an active professional license or
certification from the Department of Health butis
not providing a service within the scope of that
license or certification.
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{b) As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itself if there is no board, may
grant an exemption from disqualification to a
person who is subject to this section and who has
received a professional license or certification
from the Department of Health or a regulatory
board within that department and that person is
providing a service within the scope of his or her
ficensed or certified practice.

{7) The agency and the Department of Health
may adopt rules pursuant to ss. 120.536(1) and
120.54 to implement this section, chapter 435,
and authorizing statutes requiring background
screening and to implement and adopt criteria
relating to retaining fingerprints pursuant to s.
943.05(2).

{8) There is no unemployment compensation or
other monetary liability on the part of, and no
cause of action for damages arising against, an
employer that, upon notice of a disqualifying
offense listed under chapter 435 or this section,
terminates the person against whom the report
was issued, whether or not that person has filed
for an exemption with the Department of Heaith
or the agency.

43506, F.8.

{1) If an employer or agency has reasonable
cause to believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall nofify
the employee in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. it is the responsibility of
the affected employee to contest his or her

SALUS SENIOR SERVICES MELBOURNE, FL. 32004
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disqualification or to request exemption from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.

{2}(a} An employer may not hire, select, or
otherwise allow an employee to have contact with
any - person that would place the
employee in a role that requires background
screening until the screening process is

and demc the of any
grounds for the denial or termination of
employment. If the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise allow the employee fo have contact
with any : person that would place the
employee in a role that requires background
screening unless the employee is granted an
exemption for the disqualification by the agency
as provided under s. 435.07.

{b}) If an employer hecomes aware that an
employee has been | for a disqualifying
offense, the employer must remove the employee
from contact with any person that
places the employee in a role that requires
background screening untif the is resolved
in a way that the employer determines that the
employee is still eligible for employment under
this chapter.
{c) The employer must terminate the employment
of any of its personnel found to be in

i with the mini of
this chapter or place the employee in a position
for which background screening is not required
unless the employee is granted an exemption
from disqualification pursuant to s. 435.07.

{(3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the

AZ815
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information necessary to complete the screening,
including fingerprints if required, must be
disqualified for employment in such position or, if
employed, must be dismissed.

(4) There is no unemployment compensation or
other monetary liability on the part of, and no
cause of action for damages against, an
employer that, upon notice of a conviction or

for a disqualifying offense listed under this
chapter, terminates the person against whom the
report was issued or who was
regardiess of whether or not that person has filed
for an exemption pursuant to this chapter.

435.02(2), F.S.

" Employee " means any person required by faw
to be screened pursuant to this chapter.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview
the facil |ty failed to ensure personnel records

de of compli with level
2 background screening for 1 of 2 sampled staff
(B) subject to screening requirements as required
under Rule 58A-5.019, F.A.C.
Findings:
At approximately 9:30 AM staff B was observed
to assist a resident to the | provided
personal care to another resident. At
approximately 12 noon she helped residents with
lunch.
Staff B stated at approximately 10 AM that she
was recently hired a couple of weeks ago.
Personnel record review at approximately 1:30
PM for staff B revealed that a background
screemng was not available.
The or stated at approxi 2PM

AZBAS
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that the staff was in training and she thought
there was a grace period to obtain the
background screening done.
Unclassified
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Administrator

Salus Senior Services
2400 New York St
Melbourne, FL. 32904

Dear Administrator:
Re: Biennial relicensure

This letter reports the findings of a state licensure survey that was conducted on 2013 by
representative(s) 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 conduct a review after _May 23, 2013, 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 obfain 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 surveyor(s). Should you have any questions please call Lorraine
Henry at

Sincerely,

Theresa DeCanio, RN
Field Office Manager

LH/be
Enclosure

Headquarters

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

Orlando Field Office

400 W. Robinson St., Suite 5-309

Orlando, Fl. 32801

Phone (407) 420-2502; Fax (407) 245-0998




