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AOOO} Initial Comiments
| re-licensure survey with Limited Mental
| ! Health (LMH) was conducted.

| Sunny Days Adult Care had deficiencies found
| during the visit.

A 008‘ 58A-5.0181(2) FAC Admissions - Health
Assessment

| (2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a

i face-to-face medical examination completed by a

|  licensed health care provider, as specified in
either paragraph (a) or (b) of this subsection.
| (8) Amedical examination completed within 60

| calendar days prior to the individual* s admission

i | fo a facility pursuant to Section 429.26(4), F.S.

| The examination must address the following:

| 1. The physical and mental status of the resident,

| including the identification of any health-related

| problems and functional fimitations;

| 2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living,
| 3. Any nursing or services required by the

| individuat;

| 4. Any special diet required by the individual,
| 8. Alist of current medications prescribed, and
whether the individual will require any assistance
 with the administration of medication;

| 6. Whether the individual has signs or symptoms

; of a communicable which is likely to be
transmitted to other residents or staff;

| 7. Astatement on the day of the examination that,
i in the opinion of the examining licensed heaith

| care provider, the individual ' s needs can be met

i in an assisted fiving facility, and

| 8. The date of the examination, and the name,

| signature, address, phone number, and license
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number of the examining ficensed heaith care
provider. The medical examination may be
conducted by a currently licensed healith care
provider from another state.

(b} A medical examination completed after the
resident’ s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Facilities, 2010. The form is
hereby incorporated by reference. A faxed copy
of the completed form is acceptable. A copy of
AHCA Form 1823 may be obtained from the
Agency Central Office or its website at
www.fdhc.state.fl.us/MCHQ/Long_Term_Care/
<http:/www.fdhc.state.fL.us/MCHQ/Long_Term _C
are/>
Assisted_[living/pdf/AHCA_Form_1823%.pdf. The
form must be completed as follows:

1. The resident ' s licensed health care provider
must complete all of the required information in
Sections 1, Health Assessment, and 2, Self-Care
and General Oversight Assessment.

a. ltems on the form that may have been omitted
by the ticensed health care provider during the
examination do not necessarily require an
additional face-to-face examination for
completion.

b. The facility may obtain the omitted information
either verbally or in writing from the licensed
health care provider.

¢. Omitted information received verbally must be
documented in the resident ' s record, including
the name of the licensed health care provider, the
name of the facllity staff recording the information
and the date the information was provided.

2. The facility administrator, or designee, must
complete Section 3 of the form, Services Offered
or Arranged by the Facility, or may use electronic
documentation, which at a minimum includes the
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elements in Section 3. This requirement does not
apply for residents receiving:
a. Extended congregate care (ECC) services in
facilities hoiding an ECC license;
b. Services under community living support plans
in faciiities holding limited mental heaith licenses;
¢. Medicaid assistive care services; and
d. Medicaid waiver services.
(c) Any information required by paragraph (a) that
is not contained in the medical examination report
conducted prior to the individual ' s admission to
the facility must be obtained by the administrator
within 30 days after admission using AHCA Form
1823
(d) Medical examinations of residents placed by
the department, by the Department of Children
and Family Services, or by an agency under
contract with either department must be
conducted within 30 days before placement in the
facility and recorded on AHCA Form 1823
described in paragraph (b).
{e) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.426, F.S., and this rule.
{f) Any orders for medications, nursing,
therapeutic diets, or other services to be provided
or supervised by the facility issued by the
licensed health care provider conducting the
medical examination may be attached to the
health assessment. Alicensed health care
provider may attach a - order for
residents who do not wish N

- - - to be administered in the case of

of -
(g) Aresident placed on a temporary emergency
basis by the Department of Children and Family
Services pursuant to Section 415.105 or
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4151051, F.8., shall be exempt from the

inati quil of this jon for
up to 30 days. However, a resident accepted for
temporary emergency placement shall be entered
on the facility ' s admission and discharge log and
counted in the facility census; a facility may not
exceed its licensed capacity in order to accept a
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission,

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure that the medical examination
AHCA Form 1823, Resident Health Assessment
for Assisted Living Facilities, for1 of 2 sampled
residents (#1) contained all the required
information.

Findings:

Resident record review at approximately 1 PM for
resident #1 revealed a heaith assessment report
AHCA form 1823 that was not dated and did not
have the healthcare provider's address and
telephone number.

The administrator stated that she had overlooked
the assessment form and did not realize it was
missing information.

Class

58A-5.0182(6) FAC, 429.28 FS Resident Care - | A030

Rights & Facility Procedures

(6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) Acopy of the Resident Bill of Rights as
described in Section 429.28, F.S., or a summary
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provided by the Long-Term Care Ombudsman
Coungil 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 respondlng to resident

plaints, and for to
changes to facility policies and procedures. The
facility must be able to demonstrate that such
procedure is implemented upon receipt of a
complaint.
(c) The address and telephone number for
iodging complaints against a facility or facility staff
shall be posted in full view in a common area
accessible to 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
Council, 1(800)342-0825; and the Agency
Consumer Hotline 1(888)419-3456.
{d) The statewide toil-free telephone number of
the Florida Hotline " 1(800)S€ or
1(800)962-2873 " shall be posted in full view in a
common area accessible to all residents.
{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, F.A.C. The rules
and procedures shall address the facility’ s
policies with respect to such issues, for example,
as resident responsibilities, the facility ' s i
and tobacco policy, medication storage, the
delivery of services to residents by third party
provuders resndent elopement, and other
adr and he ping practices,
schedules, and requirements.
{f) Residents may not be required to perform any
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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

col ient access to a teleph to facilitate the
resident”’ s right to unrestricted and private
communication, pursuant to Section 428.28(1)(d),
F.8. The facility shall 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 shall be, at a minimum, an accessible
telephone on each floor of each building where
residents reside.

(h) Pursuant to Section 429,41, F.S., the use of
physical i shall be fimited to half-bed
rails, and only upon the written order of the
resident ’ s physician, who shall review the order
biannually, 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
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 taw, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident ofa
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,

A030
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individuality, and the need for privacy.
(c) Retain and use his or her own clothes and
other personal property in his or her immediate
living 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) Unresricted 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 9 a.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 fo achieve
the highest possible level of independence,
| i ion within the co A

(f) Manage his or her financial affairs unless the
resident or, if applicable, the resident ' s

p ive, desi surrogate, g , OF
attomey in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in s. 428.27.
{g) Sharea . __ 1 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 religi fiberties, includi
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.
(5} Access to adequate and appropriate health
care consistent with established and recognized
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standards within the community.

(k) At least 45 days ' notice of relocation or
termination of residency from the facility uniess,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled ievel of care or the
resident engages in a pattern of conduct that is
harmful or offensive fo 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 member of, to be
active in, and to associate with advocacy or
special interest groups.

This Statute or Rule is not met as evidenced by:
Based on observation and record review the
facility did not ensure physical .___ Lwere
fimited to half-bed rails and only upon the written
order of the resident’s physician, who shail review
the order biannually, and the consent of the
resident or the resident's representative for 2 of 4
sampled residents (3 and 4).

AQG30
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Findings:

Observation during the tour staff it was noted that
the bed of resident #1 had half-bed rails in place.
The resident was debilitated and .

Resident record review at approximately 1 PM
revealed that resident #1 had a heaith
assessment not dated, with diagnoses that
included . 1and agitation. She was
under the care of hospice Continued review
revealed no evidence to confirm that a consent
for the use of half-bed rails had been obtained by
the facility.

Class

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 i

, 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 kabel, 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, retrieving and
opening a properly labeled medication container,
and providing assistance as specified in Section
429.256(3), F.S. In order to facllitate assistance
with self-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons, Staff may also return unused doses
1o the medication container. Medication, which

AQ30
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appears to have been contaminated, shall not be
retumned 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
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 to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident’ s medication
record; or
4, ications may be sep ly prescribed and
dispensed in an easier to use form, such as unit
dose packaging,

() Pursuant to Section 428.256(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), F.S., the
terms " judgment" and ° discretion " mean
interpreting vital signs and evaluating or
assessing a resident ' s condition.

(4) Assi e with self ini ion does not
include:

(a) Mixing, . converting, or

A052
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 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
adrministration 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.

(e) Administration of | preparations.
{f) Iigations or debriding agents used in the
treatment of a skin condition.

)] ,or | preparations.

(n) Medlcatnons ordered by the physician or
health care professional with prescriptive
authority to be given " as needed, " unless the
order is written with specific parameters that
preclude 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 and interviews the faciiity
failed to ensure that staff followed all the correct
steps when the facility provided assistance with
self-administration of medications.

Findings:

Observations at approximately 9:30 AM noted
resident #2 sat at the table to eat breakfast with
residents #1 and #3. Resident #2 had a cup with
| 8 pills by her plate, on top of the table. StaffA
ssisted resident #1 with her medications and the

1
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cup with the 8 pills remained on the table.
Resident #2 took her pills at her own pace, as
she ate breakfast,
The staff brought a patch to resident #1 and
applied to her back. There were also 2 inhalers
left on the table unattended, while she went to the
kitchen.
The administrator/staff A stated she realized that
she did not follow all the required steps. She
added that resident #2 told her that she has
always taken her medications, one at a time with
breakfast.
Class Il
A055 58A-5.0185(6) FAC Medication - Storage and A0S5

Disposal

(6) 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; of
in their ... ... 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,
both prescription and over-the-counter
medications for residents shali be centrally stored
if:

1. The facility administers the medication;

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 personai possession of the person for
| whom itis prescribed;
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4. The resident fails to maintain the medication in
a safe manner as described in this paragraph,
5. 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 facility * s rules and regulations 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
quir i ion shall be
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
located locked:;
3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration,
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,
{c} Medication which has been discontinued but
which has not expired shall be returned to the
resident or the resident’ s representative, as
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

A 055

AHCA Form 3020-0001
STATE FORM

sess W2N5T1

If continuation sheet 13 of 34



STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

Agency for Health Care Administration

PRINTED: 06/21/2013
FORM APPROVED

(X1) PROVIDER/SUPPLIERICLIA
IDENTIFIGATION NUMBER:

AL11968077

{X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B.WING

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPUER

SUNNY DAYS ADULT CARE INC

STREET ADDRESS, CITY, STATE, 2iP CODE

1767 QRCHID CT NW
PALM BAY, FL 32807

(X4} 1D
PREFIX
TAG

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

DEFICIENCY)

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

AD55

Continued From page 13

re-prescribed by the resident " s health care
provider.
(d) When a resident ' s stay in the facility has
ended, the administrator shall return all
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 retum dispensed
dicinal 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 observations and interview the facility
failed to ensure all medications were secure at all
times.

Findings:

Observations at approximately 10 AM noted a
Symbacort inhaler on top of dresser. Resident #3
stated it the inhaler belonged to him. The resident
shared the . __ resident #5.

The ini v stated at approxi y 2 PM
that the resident was allowed to self-administer
the inhaler and to keep it on his person as it gave
him peace of mind to have the inhaler near him.
She added the other resident was alert and
oriented as well and would not touch the inhaler.

A58
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Class It

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 facnlrty mcludlng assistance
with self- i n, unless itis
properly labeled and dsspensed in accordance
with Chapters 465 and 499, F.S_, and Rule
64B16-28.108, 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. Foran " as needed " prescription,
the circumstances under which it would be
appropriate for the resident to request the

¥ 1 and any limitati 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 staft
who oblained 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

A Q55

A 056
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with self: ini ion or

administering medication must be accompanied
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.
{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
to ensure that prescriptions for residents who
receive assi: with self- inistration of

ication or ication inistration are filled
or refilied in a timely manner.
{(g) Pursuant to Section 465.0276(5), F.S,, and
Rule 64F-12.006, 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 shall 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 shall 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
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prescription, or a fax copy of such order.

Based on observations and interview the
failed to ensure that no prescription drug

(h) Pursuant to Section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident* s health care
provider shall provide the resident with a written

This Statute or Rule is not met as evidenced by:

kept or administered by the facmty mc!ud!ng

A 056

facility
was

with self- ) of

Rule 64B16-28.108, F AC.
Findings:

a box of Lantus 100 U /m) dated

evident by the missing metal top.
The administrator stated at the time, that
would dispese of the vials as she did not

Class il

(2) STAFF.

or symptoms of a communicable
i including Freedom from

unless it was propertly labeled and dispensed in
accordance with Chapters 465 and 499, F.8., and

Observations at approximately 10 AM noted
resident #3 had a inhaler on top of
dresser and it did not have a pharmacy label.
Observations of the for resident #2 at
10:46 AM led it was kept in a
locked box in the refrigerator. The box contained

indicated inject 16 units daily; 4 other vials had no
prescription label. The 4 vials were used as

boxes where the medications were dispensed.

A078] 58A-5.019(2) FAC Staffing Standards - Staff A078

{a) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based
on a examination conducted within the last six

; months, that the person does not have any 5|gns

: that

she
have the
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- . must be documented on an annual
basis. A person with a positive - 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 fater found to
have, or is suspected of having, a communicable

. hefshe shall be removed from duties
until the administrator determines that such
condition no longer exists.

(b) Al 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 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) Al staff must comply with the training
requirements of Rule 58A-5.0191, FA.C.

(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

AQ78
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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 all staff were assigned
duties consistent with his/her level of education,
training, preparation, and experience

Findings:

Observations at approximately 8:20 AM staff
Aladministrator turned an : concentrator on
and placed a nasal cannula on resident # 1. At
approximately 9:50 AM she removed the nasal
cannula, the resident had communion and then
the administrator replaced the cannula on again.
At approximately 2:30 PM the resident was
toileted, the administrator removed the cannula
and returned resident to the chair and placed
cannula on again.

Personnel record review for staff Aat
approximately 2 PM revealed the staff was nota
nurse.

The admini y stated at approxi ly 2 PM
that she did not know she could not assist the
hospice resident with her

Class Il

58A-5.0191(1) FAC Training - Core &
Competency Test

Staff Training Requirements and Competency
Test.

(1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.

(a) The assisted fiving facility core training
requirements established by the department
pursuant to Section 429.52, F.$., shall consist of
a minimum of 26 hours of training plus a
competency test.

(b) Administrators and managers must

AQ78

A0BO
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s full p the assisted living facility

core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the competency test is 76%. Administrators who
have attended core training prior fo 1997,
and managers who attended the core training
program prior to 1998, shall not be
required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with Part Il of
Chapter 468, F.S., are exempt from this
requirement,

{c) Administrators and managers shall participate
in 12 hours of continuing education in topics
related to assisted living every 2 years as
provided under Section 429.52, F.S.

{d) Anewly hired administrator or manager who
has successfully completed the assisted living
facility core training and continuing education
requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements wili be considered a new
administrator or manager for the purposes of the
core training requirements and must:

1. Retake the assisted living facility core training;
and

2. Retake and pass the competency test,

{e) The fees for the competency test shall not
exceed $200. The payment for the competency
test fee shall be remitted to the entity
administering the test. A new fee is due each time
the test is taken,
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Continued From page 20

This Statute or Rule is not met as evidenced by.
Based on personnel record review and interview
the facility failed to ensure the administrator
participated in 12 hours of continuing education in
topics refated to assist living every 2 years as
provided under Section 429,52, F.S.

Findings:

Personnel record review at approximately 2 PM
revealed the no evidence to confirm staff A, the
administrator attended 12 hours of continuing
education in topics related to assisted living every
2 years

or stated at approxi 2:30
PM that she did not attend any continuing
education courses for the last 2 years.
Class It}

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

(5) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION
MANAGEMENT. Unlicensed persons who will be
providing assistance with self-administered
medications as described in Rule 58A-5.0185,
F.A.C., must meet the training requirements
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
requnremems with respect to the supervision,

on, and 1t of
meducatzons in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription fabel;
providing the right medications to the right
resident; common medications; the importance of

A080

A0B4
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taking medications as prescribed; recognition of
side effects and adverse reactions and
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 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 fo a trainee who demonstrates

an ability to:
1. Read and understand a prescnpﬂon labe
2. Provide assi e with self-admini

accordance with Section 429.256, F.S., and Rule
58A-5,0185, F.A.C., including:

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

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

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

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

{c) Unlicensed persons, as defined in Section
429.256(1)(b), F.8., 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
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continuing educatlon training on providing

e with medications
and safe medlcanon practices in an assisted
living facility. The 2 hours of continuing education
{raining shall only be provided by a licensed
registered nurse, or a licensed pharmagcist.

This Statute or Rule is not met as evidenced by:

Based on personnel record review and interview

the facility failed to ensure 1 of 2 unlicensed staff

(A) who a55|sted res:dents thh
of

"

minimum 2 hour update related to medication
practices, yearly.

Findings:

Observations at approximately 9:30 AM noted
resident #2 sat at the table to eat breakfast with

| residents #1 and #3, Resident #2 had a cup with
8 pills by her plate, on top of the table. The staff,
A, assisted resident #1 with her medications and
the cup with the 8 pills remained on the table. The
staff brought a patch to resident #1 and apphed to
her back.

Personnel record review for staff A at
approximately 2 PM revealed staff attended the 4
hour medication training on Continued
review revealed no evidence to confirm they
attended/obtained a minimum 2 hour update
training year!y thereafter.

The yristaff A, stated at appre

2:30 PM at the time, confirmed the she needed
the required 2 hour update training.

Class 1l

A080 58A-5.0191(11) FAC Training - Do Not

R Orders

1

AQ84

A0S0

AHCA Form

3020-0001

STATE FORM

o809

W2N511

It continuation sheet 23 of 34




PRINTED: 06/21/2013

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/ICUIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLE . _
AL11968077 B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
1767 ORCHID CT NW
SUNNY DAYS ADULT CARE INC PALM BAY, FL 32907
(x4) ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION T wm
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 DATE
DEFICIENCY)
ADY0| Continued From page 23 A090
| TRAINING.

(a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility ' s policies and
procedures regarding within 60 days
after the effective date of this rule.

(b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility ' s policy and procedures
regarding ... - within 30 days after
employment.

(¢) 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 faled to ensure that 2 of 2 sampled
staff (A and B) received at least a one hour
in-service training regarding the facility's policy
and procedures regarding

Findings:

Personnel record review at approximately 2 PM
for staff A, the owner /fadministrator revealed no
evidence to confirm she received an in-service
training regarding the facility's policies and
procedures.

Personnel record review for staff B revealed she
was hired in 2011. Continued review revealed no
evidence to confirm that she received an
in-service training regarding the facility's

policies and procedures.

| The ini o stated at approxi ly 230

| PM at the time that she did not know an

| in-service regarding _ . . was needed.
| Class It
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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, __. and activity, shall be the nutritional

used to evaluate meals. Th i
diets shali meet these nutritional standards to the
extent possible. A summary of the Tenth Edition
Recommended Dietary Aliowances, interpreted
by a daily food guide, is available from the DOEA
Assisted Living Program.
{b) The recommended dietary allowances 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
alfowances to be made avaitable to each resident
daily by the facility are as follows:

1 1. Protein: 6 ounces or 2 o more servings;
| 2. Vegetables: 3 5 servings;

3. Fruit: 2 4 or more servings;

4. Bread and starches: 6 11 or more servings;

5. Milk or milk equivalent: 2 servings;

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

7. Water.

(c) Al 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.
Dally food servings may be divided among three

A093
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or more meals per day, including snacks, as
necessary to accommodate resident needs and
preferences. This review shall be documented in
the facllity files and include the signature of the
reviewer, registration or ficense number, and date
reviewed. Menu items may be substituted with
items of comparable nutritional vaiue based on
the seasonal availability of fresh produce or the
preferences of the residents.

{d} Menus to be served shall be dated and
planned at least one week in advance for both
regular and therapeutic diets. Residents shali be
encouraged to participate in menu planning.
Planned 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.

(e) Therapeutic diets shall be prepared and
served as ordered by the heaith 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 fo comply with the therapeutic diet shall
be identified on the menus developed for use in
the facility.

2. The facility shall 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 party refusing the dietis
acceptable documentation of a resident ' s
preferences. In such instances daily
documentation is not necessary.

| (f) For faciliies serving three or more meals a
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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 east once per day.
Snacks are not considered to be meals for the
purposes of _ the time between meals.
{g) Food shall be served attractively at safe and
p ires. All resi 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 perishabie food, based
on the number of weekly meals the facility has
contracted with residents to serve, and shall be
on hand at all times. 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
fabeled 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 aisc be stored, or the facility
shall have a plan for obtaining water in an

, with the plan coordi with and
reviewed by the local disaster preparedness
authority,

This Statute or Rule is not met as evidenced by:

| Based on cbservations and interview the facility

failed to ensure menus to be served were dated

A083
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and planned at least one week in advance for
both regular and therapeutic diets.

Findings:

Observations of the facility's menus posted by the
refrigerator at approximately 11:45 AM revealed
they were not dated for the week in use, nor was
there a separate sheet that indicated the weeks
when each menu was used.

The administrator stated at the time she used
cycle 1 for the first week of the month, cycle 2 for
the second week of the month and so forth. She
was not aware that the menu needed to be dated
for the week used.

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-5.0191, FAC.;
2. Copies of all licenses or certifications for all
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-5.019, FAC,;
4. Acopy of the job description given to each staff
member pursuant to Rule 58A-5.018, FA.C., for
facilities 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),
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FAC.

(b) The facility shall not be required to maintain
personnei records for staff provided by a licensed
staffing agency or staff employed by 2 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.

(c) The facility shall 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 personnel records for
1 of 2 sampled staff (B} contained a completed
level | background screening that included all
required components.

Findings:

Personnel record review for staff B at
approximately 2 PM revealed that the personnel
record did not contain an affidavit of compliance
{or a similar document) with background
screening requirements.

The r stated at approxi y 2:30
PM that she did not have an affidavit of
compliance with background screening
requirements for staff B.

Class

58A-5.025(1) FAC Resident Contracts

Resident Contracts.
{1) Pursuant to Section 420.24, .., prior to or at

A181
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Continued From page 29

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 fimited nursing and
extended congregate care services if the facility
is ficensed to provide such services.

(b) The daily, weekly, or monthly rate.

{c) Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule which shall be attached to
the contract.

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

{e) Any rights, duties, or ~ _ of residents,
other than those specified in Section 428.28, F.S.
(f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.

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

(h) Awritten bed hold poficy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, heaith 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

A167
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$0, which organization and its relationship to the
facility.

(j) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those the facility
is licensed to provide, the resident or the resident
' s representative, or agency acting on the
resident ' s behalf, shall be notified in writing that
the resident must make arrangernents for
transfer 1o a care setting that has services
needed by the resident. In the event the resident
has no person to represent him, the facility shali
refer the resident to the social service agency for
If there is di regarding the
appropriateness of placement, provisions as
outlined in Section 429.26(8), F.S., shall take
effect.
(k) A provision that resi must be
upon admission pursuant to subsection
58A-5.0181(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4) of that rule.
{}) The facifity * s policies and procedures for
self-administration, assistance with
self-administration and administration of
ications, if i p 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 refated
| to @ properly executed R

This Statute or Rule is not met as evidenced by:

Based on resident record review and interview

| the facility failed to ensure that the resident

| contracts for 2 of 2 sampled residents (1 & 2)
contained all the necessary 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 ink stated at approxil ly atthe
time that the above information was not included
in the resident's contract, as she was not aware
of the change.

Class ..

58A-5.0191(8) FAC LMH - Training

{8) LIMITED MENTAL HEALTH TRAINING.

{a) Pursuant to Section 429.075, F.8,, the
administrator, managers and staff, who have
direct contact with mental health residents in a
licensed limited mental health facility, must
receive the following training:

1. Aminimum of & hours of specialized training in
working with individuals with mental heaith
diagnoses.

a. The training must be provided or approved by
the Department of Children and Families and
must be taken within 6 months of the facility ' s
receiving a limited mental heaith license or within
6 months of employment in a limited mental
health facility.

b. Staff in " direct contact" means direct care
staff and staff whose duties take them into
resident living areas and require them to interact
with mental health residents on a daily basis. The
term does not include maintenance, food service
or administrative staff, if such staff have only
incidental contact with mental heaith residents.

¢. Training received under this subparagraph may

A 167
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count once for 6 of the 12 hours of continuing
education required for administrators and
managers pursuant to Section 429.52(4), F.S,,
and subsection (1) of this rule.
2. Aminimum of 3 hours of continuing education,
which may be provided by the ALF administrator
or through distance learning, biennially thereafter
in subjects dealing with one or more of the
foliowing topics:
a. Mental health diagnoses; and
b. Mental health treatment such as mental health
needs, services, behaviors and appropriate
interventions; resident progress in achieving
goals; how to ize changes in the
resident ' s status or condition that may affect
other services received or may require
intervention; and crisis services and the
_: procedures.
3. For administrators and managers, the
continuing education requirement under this
subsection will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to Section 428.52(4), F.S., and subsection (1) of
this rule.
4, Administrators, managers and direct contact
staff affected by the continuing education
qui under this ion shall have up
10 6 months after the effective date of this rule to
meet the training requirement.
(b) Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility ' s personnel files. They
must also ensure that copies of the continuing
education training certificates, pursuant to
P (a)2. of this ion, are
retained in their personnel files.
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| This Statute or Rule is not met as evidenced by:
s Based on personnel record review and interview

| & B received the required Limited Mental Health
F(LMH) continuing education requirements,

| Findings:

| Personnel record review at approximately 2 Pm
| revealed the no evidence to confirm the

| administrator attended 3 hours of continuing
| education in topics related mentaj health

| fassisted living every 2 years, nor had she

! attended 12 hours 0On continuing education,

| Personnel record review at approximately 2 PM
3 for staff B, a caregiver, revealed no evidence to
: confirm she received 3 hours of continuing

| education in topics mental health diagnoses

| andfor mental health treatments.

| The administrator stated at approximately 2:30
| PM that she did not attend any continuing

| education courses for the last 2 years angd staff B
| did not received any continuing education related
| to mental heaith.

| Class it

i
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FORINA AGENCY FOR HEATH CARE ADMIMISTRATION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR SECRETARY
2013

Administrator

Sunny Days Adult Care Inc
1767 Orchid Ct Nw

Palm Bay, FL 32907

Dear Administrator:
Re: Biennial w/LMH

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 . 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 obtain your feedback following survey
activity. This form has been placed on the Agency's website at

hitp://ahca myflorida.com/Publications/Forms. shtm! 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,

resa DeCanio, RN
Figld Office Manager

LH/be
Enclosure
XG9O

Headguarters

2727 Mahan Drive
Tallahassee, FL 32308
htip:#ahca.myflorida.com

Oriando Field Office

400 W, Robinson St Suite $-309

Oriando, FL 32801

Phone (407) 420-2502; Fax (407) 245.0098




