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A 000 Initial Comments AD00

Afacility status monitoring survey was conducted
at Elderly RUS on . Deficiencies were
identified at the time of survey,

A004) 58A-5.016 FAC Licensure - Requirements A D04
88=D
{1) SERVICE PROHIBITION. An assisted living
facitity may not represent that it provides any
service other than a service for which it is
ficensed to provide.

{2) CHANGE IN USE OF SPACE REQUIRING
AGENCY CENTRAL OFFICE APPROVAL. A
change in the use of space that increases or
decreases a facility's capacity must not be made
without prior approvat from the Agency Central
Office. Approval must be based on the
compliance with the physical plant standards
provided in Rule 58A-5.023, F.A.C., as well as

fon of i with i fire
safety and sanitation inspection requirements.
referenced in Rule 58A-5.0161, FA.C.

{3) CHANGE IN USE OF SPACE REQUIRING
AGENCY FIELD OFFICE APPROVAL. A change
in the use of space that involves converting an
area to resident use, which has not previously
been inspected for stuch use, must not be made
without prior approvat from the Agency Field
Office. Approval must be based on compliance
with the physical plant standards provided in Rule
58A-5.023, F.A.C., as well as documentation of
compliance with applicable fire safety and
sanitation inspection standards referenced in
Rule 58A-5.0161, F.A.C.

{4) CONTIGUQUS PROPERTY. If a facility
consists of more than one building, all buildings
included under a single license must be on
contiguous property. "Contigucus property”
means property under the same ownership
separated by no more than a two-lane street that
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Continued From page 1

traverses the property. A licensed location may
be to include iti i

property with the approval of the agency to
ensure continued compliance with the
requirements and standards of Part i, Chapter
408, F.8., Part{, Chapter 429, F.S., Rule Chapter
59A-35, F.A.C., and this rule chapter.

(5} PROOF OF INSPECTIONS. A copy of the
annual fire safety and sanitation inspections
described in Rule 58A-5,0161, F.A.C., must be
submitted annually to the Agency Central Office.
The annual inspections must be submitted no
fater than 30 calendar days after the inspections.
Failure to comply with this requirement may resuit
in administrative action pursuant to Part il,
Chapter 408, F.S., Section 429.14, F.S., and Rule
Chapter 59A-35, F.A.C.

(6) RESIDENTS RECEIVING STATE-FUNDED
SERVICES. Upon request, the facility
administrator or designee must identify residents
receiving state-funded services to the agency and
the department for monitoring purposes
authorized by state and federal laws.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide documentation of a current
annual sanitation inspection.

Findings included:
Observation on at 9:00 am the facility's
bulletin board showed the health inspection report

posted.

Record review revealed that the facility had a
health inspection issued on

On at 9:30 am Staff C stated, "We paid
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Continued From page 2

for the inspection, and we are waiting on them."

Class Ili

429.176 F8; 429.52( .),58A-5.019(1) FAC
Staffing Standards - Administrators

429.176

Notice of change of administrator -If, during the
period for which a license is issued, the owner
changes administrators, the owner must notify
the agency of the change within 10 days and
provide documentation within 90 days that the
new administrator has completed the applicable
core educational requirements under s. 429.52. A
facifity may not be operated for more than 120
¢ ive days without an inis who
has completed the core educational
requirements.

428.52( ), FS

{4} A new facility administrator must complete the
required training and education, including the
competency test, within 90 days after date of
employment as an administrator. Failure to do so
is a violation of this part and subjects the violator
to an administrative fine as prescribed in s.
429.19.

{5) Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years.

58A-5.019

Staffing Standards.

{1) ADMINISTRATORS. Every facility must be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facifity including the management of atl staff
and the provision of appropriate care to alt

A0O4
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Continued From page 3

residents as required by Part Il, Chapter 408,
F.8., Part|, Chapter 429, F.8., Rule Chapter
59A-35, F.A.C., and this rule chapter.
{a) An administrator must:
1. Beatleast ot
2. If employed on or after
have, at a minimum, a high school dxoloma or
GED,;
3. Be in compliance with Level 2 background
screening requirements pursuant to Sections
408.809 and 429.174, F.S,; and
4. Complete the core training and core
competency test requirements pursuant to Rule
58A-5.0191, F.A.C., no later than 90 days after
becommg employed as a facility administrator.
i who have

these requirements before
are not required to take either the 40 hcur core
training or test uniess specified elsewhere in this
rule. Administrators who attended core training
priorte .., . are not required to take the
competency test unless specified elsewhere in
this ndle.
5. Satisfy the continuing education requirements.
pursuant to Rule 58A-5.0191, FAC.

who are not in i with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
{b} In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraphs {1)(a)4. of this rule to temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:

AD077
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1. Complete the core training and core
competency test requirements pursuant to Rule
58A-5.0191, FAC.; and

2. Complete all additional training requirements if
the facility maintains ficensure as an extended
congregate care or limited mental health facility.
{c} Administrators may supervise a maximum of
either three assisted fiving facilities or a group of
facitities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing &
separate manager for each facility. However, an

supervising a i of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each

other, is only required to appoint two managers to
assist in the operation and maintenance of those
facifities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test
requirements, and continuing education
requirernents of an administrator pursuant to
paragraph (1)}(a) of this rule. Managers who
attended the core training program priorto . .,
, are not required to fake the competency

test unless specified elsewhere in this rule. in
addition, a manager may not serve as a manager
of more than a single facility, except as provided
in paragraph (1)(c) of this rule, and may not

. serve as an administrator of any
other facility.
{e) Pursuant to Section 429.176, F.S ., facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator

form, AHCA Form 3180-1006, ., . which is
incorporated by reference and available online at:
hitp/iww firules.o ce.asp?No
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Continued From page 5

=Ref-04002.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide documentation of the
administrator's core training and certification.

Findings included:

Areview of the facility's roster showed Staff A
{hired on ) as the administrator.

On at 9:00 am Staff C stated, " will tell
her to add that information on her file.”

Class Ili

429.275 (3) F'S; 58A-5.021(4); 624.605(1) Fiscal -
Liability insurance

429.275

{3} The administrator or owner of a facility shall
maintain liability insurance coverage thatis in
force at all imes.

58A-5.021

(4) LIABILITY INSURANCE. Pursuant to Section
429.275, F.S., facilities must maintain tability
insurance coverage, as defined in Section
624.805, F.S., that remains in force at all times.
On the renewal date of the facility's poficy or
whenever a facility changes policies, the facility
must file documentation of continued coverage
with the Agency Central Office. Such

AD077
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Continued From page 6

documentation must be issued by the insurance
company and must include the name and streat
address of the facility, a reference that the facility
is an assisted living facility, the facility's licensed
capacity, and the dates of coverage.

624.605

{b) Liability insurance -Insurance against legat
fiability for the . injury, or . of any
human being, or for damage to property, with
provision for medical, hospital, and surgicat
benefits to the injured persons, irrespective of the
tegal liabifity of the insured, when issued as a part
of a liability insurance contract,

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide documentation of updated
fiability insurance.

Findings included:

Record review revealed that the facility had a
tiability insurance certificate dated from -

On at 9:00 am Staff C stated, "It is paid
already, but [ have not receive it."

Class Il

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

{3) OTHER REQUIREMENTS.

(a) All facilities must:

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

2. Be maintained free of hazards; and

A127

A152
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3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are roaintained in good

working order.

{b} Pursuant to Section 429.27, F.S., residents

must be given the oplion of using their own

belongings as space permits. When the facility

supplies the fumishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with a mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
to ensure easy access by the resident;

2. A closet or wardrobe space for hanging

clothes;

3. Adresser, or other furniture designed for

storage of clothing or personal effects;

4. Atable or nightstand, bedside lamp or floor

tamp, and waste basket; and

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facilities must make availabte linens and

personal laundry services for residents who

require such services. Linens provided by a

facliity must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to maintain a safe living
environment and in good working order.

Findings included:
AHCA Form 3020-0001
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Continued From page 8

Observation on at 8:30 am showed the
facility had five rooms including a covered
garage. Two of the rooms had no closet, and the
facitity had two bathrooms. Therefore, the facility
did not match with its schematic description,
which showed four bedrooms, one bathroom, a
fiving room, a dining room and a garage in additio
to the kitchen and laundry room

Record review revealed that the facility had a
physical plan with four bedrooms, one bathroom,
fiving, dining, kitchen, laundry and a garage.

Further observation at 8:30 am revealed that the
facility had to throw away a dry tree and a
car with garbage inside.

On at 9:00 am Staff C stated, "First, |
have to fix the garage, and wait until the city
approved it. In addition, | wilf send to clean and fix
the Patio."

Class Ili

58A-5.024(1) FAC Records - Facility

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
tegally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the d i ion. For of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

A152
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Continued From page 9

{a) The facility's license displayed in a
conspicuous and public place within the facility,
{b) An up-to-date admission and discharge log
fisting the names of all residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha ... ,. ., sand
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of 2
resident is not required if the facility is holding a
bed for a resident who is out of the facifity but
intending to refurn pursuant to Rule 58A-5.025,
F.A.C. If the resident dies while in the care of the
facility, the log must indicate the date of

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

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 58A-5.026, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 58A-5,021, FAC,;

{f) For faciiities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 58A-5.021, FA.C.

(g} The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 58A-5.0181, F.A.C.
{h) If the facility advertises that it provides special
care for persons with 's or
related , a copy of all such facility

A180
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Continued From page 10

advertisements as required by Section 429.177,
F.8.
{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
58A-5.0182, FA.C.
{i) Alt food service records required in Rule
58A-5.020, F.A.C., including menus planned and
served and county heaith department inspection
reports, Facilities that contract for food services,
must include a copy of the contract for food
services and the food service contractor’s license
or certificate to operate.
(k) All fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant
to Section 429.41, F.S., and Rufe Chapter
69A-40, F.A.C., issued within the last 2 years.
(1) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 84E-12, F.AC.,
issued within the last 2 years.
{m) Pursuant to Section 429.35, F.S,, all

survey, i ion and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.
{n) The facility's resident etopement response
policies and procedures.
{0} The facility's documented resident elopement
response drills.
{p) For faciities licensed as fimited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
58A-5.029, 58A-5.030 and 58A-5.031, FA.C,,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have an updated fire inspection, staffing
pattern and activity calendar.

A180
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Continued From page 11

Findings including:

Record review revealed that the facility had a fire
inspection dated posted on the board.

Record review revealed that the facility had a
staffing pattern dated posted on the
board.

Record review revealed that the facility had an
activity calendar dated posted on the
board.

On at 9:00 am, Staff C confirmed that the
fire inspection, activity calendar and the staffing
pattern needed to be updated.

Class Ili

58A-5.026(2) FAC Emergency Plan Approval

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

(a} If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

{b} A new facility as described in Rule 58A-5.023,
F.A.C., and facilities whose ownership has been
transferred, must submit an emergency
management plan within 30 days after obtaining a
ficense.

{c} The facility must review its emergency
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management plan on an annuat basis. Any
substantive changes must be submitted to the
focal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

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

{d) The local emergency management agency is
the final inis ive authority for
management plans prepared by assisted tiving
facilities.

{e) Any plan approved by the local emergency
management agency is considered to have met
alf the criteria and conditions established in this
rule.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview, the facility
failed to have the emergency management plan
(CEMP) reviewed.

Findings included:
Observation on at 9:00 am revealed that
the facility had an emergency management plan

posted.

Record review revealed that the facility had an
expired CEMP dated on

On at 9:30 am, Staff C stated, "l am
waiting on the approval, we already submitted it."

Class Ili
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