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408.813(3) FS Administrative Fines; Violations

{3} The agency may impose an administrative
fine for a violation that is not designated as a
class |, class I, class #il, or class  violation.
Unless otherwise specified by law, the amount of
the fine may not exceed $500 for each violation.
Unclassified violations include:

(a} Violating any term or condition of a license,
{b) Violating any provision of this part, authorizing
statutes, or applicable rules.

{c} Exceeding licensed capacity.

(d} Providing services beyond the scope of the
ticense.

{e} Violating a moratorium imposed pursuantto s.
408.814.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
exceeded its licensed capacity of 46 residents.

Findings included:

Areview of the facility's census conducted on

showed that the facility had admitted 47
residents {photographic evidence obtained). A
review of the facility's license showed a maximum
capacity of 46.

The Administrator was interviewed at 5:56 PM on

and stated that the facility had 47
residents. The Administrator stated that the
facitity admitted a respite resident and the
resident’s family asked to keep the resident at the
facility. The Administrator stated that they were
aware that the facility had exceeded its licensed
capacity of 46 residents.
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Continued From page 1

Unclassified
Initial Comments

Abiennial survey was conducted at Jennifer
Gardens on in conjunction with a capacity
increase survey. Deficiencies were identified at
the time of the survey.

429.26(189) FS: 58A-5.0181(4) FAC Admissions
-~ Continued Residency

429.26
{1) The owner or administrator of a facility is

ible for i the i
of admission of an individual to the facility and for

ining the continued appropri of

residence of an individual in the facility. A
determination shall be based upon an
assessment of the strengths, needs, and
preferences of the resident, the care and services
offered or arranged for by the facility in
accordance with facility policy, and any limitations
inlaw or rufe related to admission criteria or
continued residency for the type of license held
by the facility under this part. A resident may not
be moved from one facility to another without
consultation with and agreement from the
resident or, if applicable, the resident's
representative or designee or the resident's
family, guardian, surrogate, or attorney in fact. in
the case of a resident who has been placed by
the department or the Department of Children
and Families, the administrator must notify the
appropriate contact person in the applicable
department.
{9 A , it resident who no longer meets
the criteria for continued residency may remain in
the facility if the arrangement is mutually
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Continued From page 2

agreeable to the resident and the facility;
additional care is rendered through a licensed
hospice, and the resident is under the care of a
physician who agrees that the physicat needs of
the resident are being met.

58A-5.0181
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facitity must be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a o~
medical examination by a health care provider at
ieast every 3 years after the initial assessment, or
after a significant change, whichever comes first.
A significant change is defined in rule
58A-5.0131, F.A.C. The results of the
examination must be recorded on AHCA Form
1823, which is incorporated by reference in
paragraph (2)(b) of this rule and must be
in with that 3

Exceptions to the requirement to meet the criteria
for continued residency are:
(8) The resident may be bedridden for no more
than 7 consecutive days.
{b} A resident requiring care of a

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care provider,
2. The condition is documented in the resident's
record; and,
3. If the resident's condition fails to improve within
30 days, as documented by a health care
provider, the resident must be discharged from
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the facility.

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

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

2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
faciiity, develops and implements a
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident’s file.

{d) The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at all times.
{e} A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's ficense.

{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ticense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or training.

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
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reviewed.

hospice care on

of either
not noted.

start of care,

and an entry for

order dated

Findings included:

A010| Continued From page 4

failed to monitor the appropriateness of continued
residency for a resident with a staged ,
for one (Resident #6) of two resident records

Areview of Resident #6's record conducted on
showed that the resident was admitted to

and had a

on the lower left extremity and a

on their .

According to an interview conducted with Staff D
inthe afternoon on
discharged from hospice care. No documentation
was found on record concerning this discharge.

. Resident #6 was

Resident #6's health assessment form dated
revealed that the residenthad a ,
. 3, or 4, and the stage was

Resident #6's record showed that they began
skilled nursing home health services on
Resident #6's Log showed visits from for
for care, to
with logged in visits but no mention of
what ocourred. Additional Log documentation
showed a visit on

for care noted,
for care

noted. There was no documentation concerning
staging or other notes available per Staff D.

Resident #6's record also included a telephone
from the resident's health
care provider indicating that Resident #6 had
open . There was no documentation on
stage or location {photographic evidence
obtained). The record aiso showed discharge
instructions dated

from a local care
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facility noting to make follow up . ., for

#1 on Resident #6's . in2weeks
and instructed home health to cleanse and dress
the . The discharge instructions also stated
that the resident was to shift position every 20
minutes and to turn every 2 hours.

Staff D was interviewed later in the afternoon on

and asked for additional information
concerning the staging of , for
Resident #6. Staff D approached surveyors later
and provided documentation from the local

care facility dated . The
documentation revealed that Resident #6 had
hada ... ., of the

{Coceygeal area since ,and as of

, the resident continued to have a ...,
) onthe ., {photographic
evidence obtained).

An interview was conducted with the
Administrator at 5:58 PM on concerning
Resident#6's . The
Administrator stated that the resident required a
higher tevel of care.

Class Il

A028| 429.26(7) FS; 58A-5.0182(1) FAG Resident Care
88=D| . Supervision

429.26
{7) The facility must notify a licensed physician
when a resident exhibits signs of or

o . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or | . The notification
must ocour within 30 days after the

AD10
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Continued From page 6

acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity shall arrange, with the appropriate health
care provider, the necessary care and services to
treat the condition.

58A-5.0182

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilitles must offer personal
supervision as appropriate for each resident,
including the following:

(a} Monttoring of the quantity and quality of
resident diets in accordance with rule 58A-5.020,
FAC.

{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 well-being of the resident.
{c} Maintaining a 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.

{e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f} Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview, the facility
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failed to provide proof that residents' health care
providers and responsible parties were notified of

sustained for one (Resident #6) of two
resident records reviewed.

Findings included:

Acreview of resident records conducted on
revealed that Resident #6 had sustained multiple

since being admitted on - Resident
#6's record noted oceurring on N

and {photographic evidence obtained).
With the exception of the sustained on

, there was no proof that Resident #6's
health care provider or responsible parties were
notified of the

An interview was conducted with the
Administrator at 6:25 PM on concerning
documentation and incident reports for Resident
#6's . The fact that the documentation and
incident reports presented showed no proof that
Resident #6's health care provider or responsible
party were notified was discussed. The
Administrator was unable to provide proof of the
required notifications.

Class Ili

A052 429.256(. ) 58A-5.0185 (3) Medication -
$8=D| Assistance with Self-Admin

429.256

{3} Assistance with self-administration of
medication includes:

{a) Taking the medication, in its previously
dispensed, properly labeled container, inctuding
an syringe that is prefilled with the proper

A025
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dosage by a pharmacist and an .. thatis
prefilled by the manufacturer, from where it is
stored, and bringing it to the resident.
{b} In the presence of the resident, reading the
{abel, opening the container, removing a
prescriped amount of medication from the
container, and closing the container.
{c} Placing an orat dosage in the resident ' s
or placing the dosage in another container and
helping the resident by fifting the container to his
or her
{d) Applying medications.
{e) Returning the medication container to proper
storage.
{f) Keeping a record of when a resident receives
assistance with self-administration under this
section.
(g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and pouring the
prescribed premeasured dose of medication into
the dispensing cup of the .
{hyUsinga , to perform ~
tevel checks.
{i) Assisting with putting on and taking off
stockings.
{i) Assisting with applying and removing an
e but not with titrating the
prescribed . . seftings.
(k) Assisting with the use of a continuous positive
afrway pressure device but not with titrating the
prescribed setting of the device.
{I) Assisting with measuring vital signs.
(m) Assisting with . bags.
{4) Assistance with self-administration does not
include:
(a} Mixing, s s converting, or
. medication doses, except for
AHCA Form 3020-0001
STATE FORM am VEOHT If continuation sheet 9 of 1
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Continued From page 9

measuring a prescribed amount of liquid
medication or breaking a scered tablet or
crushing a tablet as prescribed.

{b) The preparation of syringes for injection or the
administration of medications by any injectable
route,

{c} Administration of medications by way of a tube
inserted in a , of the body.

{d) Administration of , preparations.

(e} Irrigations or debriding agents used in the
treatment of a skin condition.

) . .or _  preparations.

{g) Medications 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.

{h) 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.

58A-5.0185 (3)

ASSISTANCE WITH SELF-ADMINISTRATION.
{a) Any unficensed person providing assistance
with self-administration of medication must be

. .- Or older, trained to assist with self
administered medication pursuant to the training
requirements of rule 58A-5.0191, F A.C., and
must be available to assist residents with
seif-administered medications in accordance with
procedures described in section 429.266, F.S.
and this rule.

(b} In addition to the specifications of section
429.256(3), F.S., assistance with

A05B2
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seif-administration of medication includes, in the
presence of the resident, reading the medication
{abel aloud and verbally prompting a resident to
take medications as prescribed.

{c} In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.

{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.

(e} When a resident who receives assistance with
medication is away from the facility and from
tacitity 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 that coincides with the
resident's presence in the facility,

2. The medication container may be given to the
resident, a friend, or family member upon ieaving
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. icat may be p i and
dispensed in an easier to use form, such as unit
dose packaging.

{f) Assistance with self-administration of

A05B2
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medication does not include the activities detailed
in section 429.256(4), F.S.
1. As used in section 429.256(4)(g), 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.
2. As used in section 429.256(4)(h), F.S., the
terms “judgment” and “discretion” mean

preting vital signs and evaluating or
assessing a resident's condition.
{g) All trained staff must adhere to the facility's

control policy and procedures when

assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that unlicensed personnet
assisted residents with self-administered
medications according to Section 429.266 Florida
Statutes for one (Resident #8) of four residents
observed during a medication review.

Findings included:

A medication review was conducted on
beginning at 11:45 AM. A review of Resident #8's
medication observation record {(MOR) showed
that one of the resident's prescribed medications
was ; Con 1 MG (milligram) 0.5
ML-Take 0.5 ML (1MG) by every 6 hours.
Staff D was observed measuring the liquid
medication in to a pipetie (a slender tube
attached to or a bulb used for transferring or
measuring out small quantities of liquid) in front of
the resident, then squeezing the bulb and liquid
medication in to Resident #8's . The
resident did not use their to participate in
the administration of the medication.
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A review of Resident #8's health assessment
form dared revealed that the resident
required assistance with seif-administration of
icati 0l ic evidence ined).
Staff D was interviewed at 12:03 PM on
and stated that Resident #8 did not squeeze the
fiquid medication in to their and agreed
that the medication had been administered. Staff
D was interviewed again at 6:02 PM on
and stated that they were unlicensed personnel.
Class Il
A054) 58A-5.0185(5) FAC Medication - Records A054

88=D
(5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
efther the original labeled medication container,
ora ication listing with the pl ipti
number, the name and address of the issuing
pharmagy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
(b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with seif-administration of
ications or medication inistration. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known
. the resident may have;
2. The name of the resident's health care
provider and the health care provider's telephone
number;
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3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication errors.
{c} For medications that serve as chemical

, the facility must, pursuant to section
429.41, F.S., maintain a record of the prescribing
physician’s annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that medication observation
records (MORs) noted any known

residents may have and failed to ensure that
MORs were immediately updated after
medications were offered for one (Resident #6) of
five residents sampled.

Findings included:
A review of resident records conducted on
showed health assessment forms dated
and for Resident #6. The review of the two
health assessment forms revealed that Resident
#5was  _ tothe medication |
{photographic evidence obtained). A review of
Resident #8's MORs for and
showed no documentation of the resident's
(photographic evidence
obtasned) Addmonally‘ the heaith care provider's
order noted Y 100 MG-Take 1 tab by
twice daily times 10 days. The review of
the MORs revealed that the resident received the
. from through but not
on or . The MORs for
revealed that Resident #6 received just one more
dosage at 7 AM on

The review of Resident #8's records also showed
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aprescription for ., {generic medication:
) dated {photographic
evidence obtained). The review of Resident #6's
MORs for showed the medication
250 MG-Take 1 tablet by
three times a day times 10 days. The MORs
revealed that Resident #6 was not provided with
the medication until 12 PM on .
Additionally, the MORs for .., revealed no
documentation of the medication
250 MG (photographic evidence obtained).

An interview was conducted with Staff D at 2:27
PMon concerning Resident #6's
medications. Staff D could not explain why
Resident #6 had received .. on

- when the resident's health
assessment forms stated that the resident was

. .- Staff D also stated that the resident

should have received the medication for 10 days
but did not. Staff D was unable to provide an
explanation as to why Resident #6's prescription
for 250 MG was not provided until

or why it was not listed on the resident's
MORs for

Class Il

AQ78) 58A-5.018(2) FAC Staffing Standards - Staff
88=D
(2) STAFF.

(a} Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms.
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
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Continued From page 16

does not include an employee transferring without
a break in service from one facility to another
when the facility Is under the same management
or ownership.
1. Evidence of a negative
examination must be docurmented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a col i . such individ
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of itting a ¢ i

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
training, ion, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. Al staff must 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) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
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perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

(&) For faciiities with a licensed capacity of 17 or
more residents, the facility must:

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 alf staff.

{f} Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.8.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide proof that, within thirty days of
inni D . staff i dated
statements from a health care provider
documenting that individuals did to have signs or
symptoms of a communicable
{Communicable Statement) for three
{Staff A, Staff B, and Staff C) of four employee
records reviewed.

Findings included:

A review of employee records conducted on
showed that Staff A was hired on s
Staff B was hired on , and Staff C was
hired on . Areview of the three employee
records showed an absence of dated
Communicable Statements.

The administrator was interviewed at 5:39 PM on
concerning the undated Communicable
Statements in Staff A, Staff B, and Staff
C's record. The Administrator reviewed record
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Continued From page 17

and stated that the health care provider did not
provide dated Communicable
Statements.

Class i

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

429.52
{1} Administrators and other assisted living facility
staff must meet minimum training and education
it nts i by the D of
Elderly Affairs by rule. This training and education
is intended to assist facilities to appropriately
respond to the needs of residents, to maintain
resident care and facility standards, and to meet
licensure requirements.
{2) The department shall establish a competency
test and a minimum required score to indicate
successful completion of the training and
i requi The test
must be developed by the department in
conjunction with the agency and providers, The
required training and education must cover at
teast the following topics:
{a) State law and rules relating to assisted living
facilities.
{b) Resident rights and identifying and reporting
,neglect, and | .
{c} Special needs of elderly persons, persons with
mental ilness, and persons with .
and how to meet those needs.
{d) Nutrition and food service, including
itation practices for preparing,
storing, and serving food.
{e) icati recon ing, and
proper techniques for assisting residents with
seif-administered medication.
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Continued From page 18

{f) Firesafety requirements, including fire
evacuation drill procedures and other emergency
procedures.

{g) Care of persons with
and related

s

58A-5.0191

Staff Training Requirements and Competency
Test.

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

{a) The assisted living facility core training
requirements established by the department
pursuant to Section 429.52, F.8., shall consist of
a minimum of 26 hours of training plus a
competency test.

(b} Administrators and managers must
successfully complete 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 testis 75%. ini who
have attended core training prior to

and managers who attended the core training
program prior to | . . shalt not be
required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with Part 1} of
Chapter 468, F.S., are exempt from this
requirement.

(c} Admini and shall particip
in 12 hours of continuing education in topics
related to assisted living every 2 years as
provided under Section 429.52, F.S.

{d} A newly hired administrator or manager who
has successfully completed the assisted living

A08B0
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Continued From page 19

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 will 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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that required staff had
participated in 12 hours of continuing education in
topics related to assisted living every 2 years
{Continuing Education) for one {Administrator) of
one record reviewed.

Findings included:

Areview of the Administrator's record conducted
on showed that the Administrator was
hired on and had completed CORE
training and exam on . Areview of the
Administrator’s record revealed a lack of
Continuing Education.

The Administrator was interviewed at 5:50 PM on
concerning the tack of proof of Continuing
Education on record. The Administrator stated
that they would print out their training certificates.
At 6:18 PM on . the Administrator stated
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Continued From page 20

that they reviewed records and only had 7 hours
of required training.

Class Ili

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

(2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours to ail new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
().

{b} New staff must complete the preservice
orientation prior o interacting with residents.

{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.

{d) In addition to topics that may be chosen by
the faciiity administrator, the preservice
orientation must cover:

1. Resident's rights; and,

2. The facility's license type and services offered
by the facility.

(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facitity staff:

(a} Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

A08B0
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control policies and procedures when

cffering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
. .. .. may be used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c} Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facifity.
2. Recognizing and reporting resident .
neglect, and | . The facility must use its

prevention policies and procedures when
offering this training.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 53A-8.0098,
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
fiving.
() 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
handling practices.
{f) All facility staff shall receive in-service training
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regarding the facility's resident elopement
response policies and procedures within thirty
{30) days of employment.

1. All facility staff shall be provided with a copy of
the facility's resident elopement response policies
and procedures.,

2. 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 record review and interview, the facility
failed to ensure that all new employees were
provided with a pre-service orientation of at least
two hours {Pre-Service Training) for three (Staff
A, Staff B, and Staff C) of three records reviewed.
Additionally, the facility failed to ensure that all
staff received required training, within 30 days of
employment, in the facility's resident efopement
response policies and procedures {Elopement
Training) for one (Administrator) of four records
reviewed.

Findings included:

A review of employee records conducted on

showed that Staff A was hired on .
Staff B was hired on , Staff C was hired
on , and the Administrator was hired on

. Areview of Staff A's, Staff B's, and Staff
C's records showed a lack of Preservice Training.
The review of the Administrator’s record revealed
a lack of Elopement Training.

The Administrator was interviewed beginning at
5:39PMon concerning training records for
Staff A, Staff B, Staff C, and the administrator.
The Administrator stated that Pre-Service
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Training had not been conducted. The
Administrator stated that they needed Elopement
Training.
Class i
A 085 58A-5.0181(7) FAC Training - Nutrition & Food AD08S

$8=D| Service

{7} NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsibie for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facility. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
58A-5.020(1)(b). A certified food manager,
ticensed dietician, registered dietary technician or
health department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that the person designated by the
administrator as being responsible for the
facitity's food service program (Food Service
Designee) had received a minimum of 2 hours
continuing education annually in topics related to
food service in an assisted living facility (Food
Service Continuing Education) for one (Staff D) of
one record reviewed.

Findings included:

Areview of employee records was conducted on
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and the Administrator was asked who was
responsible for the facility's food service program.
The Administrator stated that Staff D was the
Food Service Designes. A review of Staff D's
employee record conducted on showed no
proof of Food Service Continuing Education.
The Administrator was interviewed at 5:52 PM on
concerning Food Service Continuing
Education for Staff D, the Food Service
Designee. The Administrator stated that Staff D
did not complete the Food Service Continuing
Education.
Class Ili
A 090 58A-5.0191(11) FAC Training - A090

88=D

an

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 .
{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 faciiity's policy and procedures
regarding within 30 days after
employment.

{c} 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:
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Based on record review and interview, the facility
failed to provide proof that required staff received
training received at least one hour of training in
the facifity's policies and procedures regarding
Training) for one
(Administrator) of four records reviewed,

Findings included:

A review of employee records conducted on
showed that the Administrator was hired

on . The review of the Administrator's

record revealed a lack of Training.

The Administrator was interviewed at 5:48 PM on
and stated that they had not received
Training.

Class Il

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

(2) DIETARY STANDARDS.
{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans, 2010,
which are incorporated by reference and
available for review at:

hitp/iwww flrules.org/Gateway/reference.asp?No
=Ref-04003, and the cutrent summary of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2010, which are
incorporated by reference and avaifable for
review at:

maryDRIs/~
‘media/Fi ivity %20F ition/DRIs/
New%20Material/5DR1%20Values%20SummaryT

A0S0
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ables%2014.pdf. Therapeutic diets must meet
these nutritional standards to the exient possible.
{b) The residents' nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat fess, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c} All reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technictan
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facitity files and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or mere meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when

AD093
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the meal is served, must be kept on file in the
facility for 8 months.
{e) Therapeutic diets must 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 heaith care
provider's order indicates that such monitoring is
necessary, However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the faciity.
2. The facility must document a resident's refusal
to comply with a therapeutic diet and provide
nofification to the resident's health care provider
of such refusal.
{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervais between meals must be evenly
distributed throughout the day with not tess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen faciliies,
snacks must be offered at least once per day.
Snacks are not considered fo be meals for the
purposes of .. the time between meals.
(g} Food must be served atiractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaplive equipment if needed by any
resident, must be on .
{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents fo serve, must be on
at all imes. The quantity must be based on

AD093
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the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
also be stored, or the facility must 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 observation, interview, and record
review, the facility faited to ensure that planned
menus for the week were posted and easily
available fo residents.

Findings included:

Areview of the current week’s menu conducted
on showed that it was Week 3 in the menu
cycle and the lunch meal consisted of chicken
cordon blue, brown rice, mixed vegetables, dinner
roll, salad, milk/coffeeftea, fruited Jelio
{photographic evidence obtained). An observation
of the lunch meal at 12:15 PM revealed that
residents were served pot roast, mixed
vegetables, and roll with butter. There was no
documentation in the facility'’s menu substitution
iog that food items were being substituted.

An interview was conducted with the
Administrator at 1:05 PM on soncerning
the lunch meal served to the residents. The
Administrator stated that the wrong menu (Week
3} was posted and showed that the correct menu
for the week was Week 1.

Class Il
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Continued From page 29
429.275(2) FS; 58A-5.024(2) FAC Records - Staff

429.275
{2) The administrator or owner of a facility shal
maintain personnel records for each staff
member which contain, at a minimum,

on of background ing, if

ion of i with all

training requirements of this part or applicable
rule, and a copy of all ficenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

58A-5.024
{2) STAFF RECORDS.
(a) Personnel records for each staff member
rust contain, at a minimum, a copy of the
~ ication, with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

- In addition, records must contain the
foliowing, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 58A-5.0191, FA.C,;
2. Copies of all licenses or certifications for ait
staff providing services that require licensing or
certification;
3. Documentation of compliance with levet 2
background screening for alf staff subject to
screening requirements as specified in Section
429.174, F.S,, and Rule 58A-5.018, FAC,;
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant fo Rule
58A-5.018, FAC,
5. Documentation verifying direct care staff and

A8t

A181
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administrator participation in resident elopement
drills pursuant to paragraph 58A-5.0182(8)(c),
F.AC.
{b} The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to
residents and the facifity. 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, F.A.C.
{c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule 68A-5.018,
F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide proof that each staff member
had a copy of a job description for one
{Administrator) of four employee records
reviewed.

Findings included:

A review of employee records conducted on

showed that the Administrator had a date
ofhireof /101, Areview of the Administrators
employee record revealed a lack of proof of being
provided a copy of their job description.

The Administrator was interviewed at 5:46 PM on
and that that there was no job description
in their file.

Class Il
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Continued From page 31

58A-5.036 FAC Emergency Environmentat
Control

{1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shalil prepare a detailed plan ("plan”) to serve as
a supplement to its Comprehensive Emergency
Plan, to address
environmental control in the event of the loss of
primary electrical power in that assisted living
facility which includes the following information:
{a) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
ticensees of assisted living facilities will be
equipped to ensure air temperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours in the
event of the loss of primary electrical power.
1. The required temperature must be maintained
in an area or areas, determined by the assisted
fiving facility, of sufficient size to maintain
residents safely at all times and thatis
appropriate for resident care needs and life safety
requirements. For planning purposes, no less
than twenty (20} net square per resident
must be provided. The assisted living facliity may
use eighty percent (80%) of its ficensed bed
capacity as the number of residents to be used in
the to determine the required square
footage. This may include areas that are less
than the entire assisted living facility if the
assisted living facility's comprehensive
emergency management plan includes allowing a
resident to congregate when he or she desires in
portions of the building where temperatures will
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rule. This rule does not

A200
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prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in Section 408.821, F.8., and subsection
58A-5.026(8), F.A.C., are met. The pian shall
include information regarding the area(s} within
the assisted living facility where the required
temperature will be maintained.

2. The alternate power source and fuel supply
shail be located in an area(s) in accordance with
{ocal zoning and the Florida Building Code.

3. Each assisted living facility is unique in size;
the types of care provided; the physical and
mental capabilities and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not fimit the types of systems or
equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six {96) howrs in the
event of the loss of primary electrical power. The
plan shall include information regarding the
systems and equipment that will be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to Chapter 252, F.S., must maintain an
alternative power source and fuel as required by
this subsection at all imes when the assisted
fiving facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability If
evacuation is necessary.

b. Assisted living facifities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the
campus if such resources are sufficient to
support the requirements of each facility’s
residents, as specified in this rule. Details
regarding how resources will be shared and any

A200
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necessary movement of residents must be clearly
described in the emergency power plan,

c. A multistory facility, whose comprehensive
emergency management plan is to move
residents to a higher floor during a fiood or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
flooding or storm surge damage.

(b} The acquisition of sufficient fuel, and safe
maintenance of that fuel at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
alternate power source o maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours after the
foss of primary electrical power during a declared
state of emergency. The plan must include
information regarding fuel source and fuel
storage.

1. Facilities must store minimum amounts of fuel
onsite as follows:

a. Afacility with a licensed capacity of 16 beds or
fess must store 48 hours of fuel onsite.

b. Afacility with a licensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facility located in an areain a
declared state of emergency area pursuant to
Section 252.36, F.S., that may impact primary
power delivery must secure ninety-six {86) hours
of fuel. The assisted living facility may utilize
portable fuel storage containers for the remaining
fuel necessary for ninety-six (96) hours during the
period of a declared state of emergency.

3. Piped natural gas is an aliowable fuel source
and meets the onsite fuel supply requirements
under this rule.

4. If local ordinances or other regulations limit the
amount of onsite fuel storage for the assisted

A200
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fiving facility's focation, then the assisted living
facifity must develop a plan that includes
maximum onsite fuel storage allowable by the
ordinance or reguiation and a reliable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.
{c} The acquisition of services necessary to
maintain, and test the equipment and its functions
to ensure the safe and sufficient operation of the
alternate power source maintained at the
assisted fiving facility.
{d) The acguisition and maintenance of a
monoxide alarm.
(2) SUBMISSION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shaif submit its plan
to the local emergency management agency for
review within 30 days of the effective date of this
rute. Assisted living facility plans previously

i and app pursuant to o]
Rule 58AER17-1, F.A.C., will require
resubmission only if changes are made to the
plan.
{b} Each new assisted living facility shalf submit
the plan required under this rule prior to obtaining
alicense.
{c} Each existing assisted living facility that
undergoes any additions, modifications,
alterations, refurbishment, renovations or

ion that require ication of its

systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the local emergency management
agency for review and approval.
{3) APPROVED PLANS.
{a) Each assisted living facility must maintain a
copy of its approved plan in a manner that makes
the plan readily available at the licensee's
physical address for review by a legally
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authorized entity. If the plan is maintained in an
electronic format, assisted living facility staff must
be readily available to access and produce the
plan. For purposes of this section, "readily
available” means the ability to immediately
produce the plan, either in electronic or paper
format, upon request.
{b} Within two (2) business days of the approval
of the plan from the locat emergency
management agency, the assisted living facility
shail submit in writing proof of the approval to the
Agency for Health Care Administration.
{c} The assisted living facility shafl submit a
consumer-friendly summary of the emergency
power plan to the Agency. The Agency shall post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on its website within ten
{10) business days of the plan's approval by the
iocal emergency management agency and
update within ten (10) business days of
implementation.
{4} IMPLEMENTATION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than

. . have implemented the plan
required under this rule.
{b} The Agency shall allow an extension up to

. to providers in compliance with
subsection (c), below, and who can show delays
caused by necessary construction, delivery of
ordered equipment, zoning or other regulatory
approval processes. Assisted living facilities shalt
notify the Agency that they will utilize the
extension and keep the Agency apprised of
progress on a quarterly basis to ensure there are
no unnecessary delays. If an assisted fiving
facility can show in its quarterly progress reports
that unavoidable delays caused by necessary
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construction, delivery of ordered equipment,
zoning or other regulatory approvat processes will
oceur beyond the initial extension date, the
assisted living facility may request a waiver
pursuant to Section 120.542, F.S.

{c) During the extension period, an assisted fiving
faciiity rust make arrangements pending full
implementation of its plan that provides the
residents with an area or areas to congregate
that meets the safe indoor air temperature
requirements of paragraph {1)(a), for a minimum
of ninety-six (96} hours.

1. An assisted living facility not focated in an
evacuation zone must either have an alternative
power source onsite or have a contract in place
for delivery of an alternative power source and
fuel when requested. Within twenty-four (24)
hours of the issuance of a state of emergency for
an event that may impact primary power delivery
for the area of the assisted living facility, it must
have the alternative power source and no less
than ninety-six (86) hours of fuel stored onsite.

2. An assisted living facility located in an
evacuation zone pursuant to Chapter 252, F.8.,
must either:

a. Fully and safely evacuate its residents prior to
the arrival of the event, or

b. Have an alternative power source and no less
than ninety-six (96) hours of fuel stored onsite,
within twenty-four (24) hours of the issuance of a
state of emergency for the area of the assisted
fiving facility.

{d) Each new assisted living facility shall
implement the plan required under this rule prior
to obtaining a license.
{e) Existing assisted living facifities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
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affecting the assisted living facility's compliance
with this rule shall implement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishment, renovations or
reconstruction.
{f) The Agency for Health Care Administration
may request cooperation from the State Fire
Marshal to conduct inspections to ensure
implementation of the plan in compliance with this
rule.
{5) POLICIES AND PROCEDURES.
{a) Each assisted living facility shalt develop and
implement written policies and procedures to
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuet
required for the operation of the alternate power
source. The procedures shall ensure that
residents do not experience complications from

tons in air es inside
the facility. Procedures must address the care of
residents occupying the facility during & declared
state of , i ,a iption of
the methods to be used to mitigate the potential
for heat related injury including:
1. The use of cooling devices and equipment;

2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the
i e Of icit requiring i i
3. Weliness checks by assisted living facility staff

to monitor for signs of . and heat
injury; and,

4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.

{b) Each assisted living facility shalf maintain the
written policies and procedures in a manner that
makes them readily available at the licensee's
physical address for review by a legally
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authorized entity. If the policies and procedures
are maintained in an electronic format, assisted
fiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c} The written policies and procedures must be
readily available for inspection by each resident;
each resident's legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by
taw.
{6) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by Chapter 429,
Part i, F.S., or Chapter 408, Part I, F.S.,
including, but not limited to, license revocation,
ficense suspension, and the imposition of
administrative fines.
{7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN.
(a) Assisted living facilities whose comprehensive
planis to it
must comply with this rule.
{b} Each facility whose plan has been approved
shail submit the plan as an addendum with any
future submissions for approval of its

plan.

comp Isive
{8) NOTIFICATION.
(a} Within five (5} business days, each assisted
fiving facility must notify in writing, unless

i for electronic ication has
been granted, each resident and the resident's
iegal representative:
1. Upon submission of the plan to the focal
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emergency management agency that the plan
has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.

{b} Each assisted living facility must maintain a
copy of each notification set forth in paragraph
{a), above, in a manner that makes each
nofification readily available at the licensee's
physical address for review by a legally
authorized entity. If the notifications are
maintained in an electronic format, facility staff
must be readily available to access and produce
the notifications. For purposes of this section,
"readily available” means the ability to
immediately produce the notifications, either in
electronic or paper format, upon request.

This Statute or Rule is not met as evidenced by:
Based on interview and attempted record review,
the facifity failed notify each resident and
resident's representative in writing of
implementation of its emergency envirenmentat
control plan (EECP).

Findings included:

Areview of the facility's EECP conducted on
showed that the facility implemented its
EECP on

An interview was conducted with the
Administrator at 1:29 PM on soncerning
written notification of residents and residents'
representatives that the facility's EECP had been
implemented. The Administrator stated that they
were not aware that residents and residents’
responsible parties were required to be nofified in
writing.

Class Ili
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