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Initial Comments.

A complaint investigation (complaint numbers
2019007423 and 2019007814) was conducted at
Grace Manor Suites, LLC on . The facility
had deficiencies at the time of the survey.

58A-5.0182(4) FAC Resident Care - Activities of
Daily Living

(4) ACTIVITIES OF DAILY LIVING. Facilities
must offer supervision of or assistance with
activities of daily fiving as needed by each
resident. Residents should be encouraged to be
as independent as possible in performing
activities of daily living.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide proof that assistance with
activities of daily living (ADL) was readily
available upon activating the facility's pendant call
system for one (Resident #2) of four residents
sampled.

Findings included:

An interview was conducted with Resident #2 at
10:04 AM on . Resident #2 stated that
they required assistance with transferring at times
and push their pendant to get assistance.

Atest of Resident #2's pendant was conducted
on . The resident's pendant was pushed
at 10:14 AM. As of 10:27 AM, staff had not yet

responded to the alert.

An interview was conducted with the health and
wellness director (HWD) on at 4:40 PM
concerning staff response time to the facility's
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pendant call system. The HWD stated that
response time was expected to be under 7
minutes. The observations of response times
were discussed with the HWD.
Class Il
AO78 58A-5.019(2) FAC Staffing Standards - Staff AD78

88=D
(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a heaith 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 § months before
submission of the statement. Newly hired staff
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
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(b) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre i i

and

responsibi

chapter.

sampled.

Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their

fes, 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
heaith care provider in accordance with this rule

{c) All staff must comply with the training
requirements of rule 58A-5.0191, FAC.
{d) An assisted living facility to

provide services to residents must ensure that
individuals providing services are qualified to
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 o contractor will provide to residents.

{e) For facifities 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 all 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.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide proof of a negative

examination documented on an annual basis (
Examy} for one (Staff F} of six employee records
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Findings included:

A review of employee records conducted on
showed that Staff ¥ was hired on .
Areview of Staff F's record showed that the last
Exam was dated

An interview was conducted with the
Administrator on at 5:25 PM concerning a

Exam for Staff F. The Administrator
acknowledged that a current Exam was not
present.

Class Il

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 all 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 to 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 facifity 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. Facifity

A078

A081

AHCA Form 3
STATE FORM

20-0007

s

GEHN1

If continuation sheet 4 of 14




Agency for Health Care

PRINTED. 08/02/2019

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11968048

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

0712212018

NAME OF PROVIDER OR SUPPLIER

4620 SOCRUM LOOP RD

GRACE MANOR SUITES, LLC
LAKELAND, FL. 33809

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

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

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A081

Continued From page 4

administrators or managers shall provide or
arrange for the following in-service training to
faciiity 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

control policies and procedures when
offering 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 59A-8.0095,
F.A.C., must receive 3 hours of in-service training
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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
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 facifity'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 provide proof of a statement signed by
employees prior to interacting with residents that
a pre-service orientation was conducted for three
{Staff A, Staff B, and Staff E) of four employee
records sampled. Additionally, the facility failed to
provide proof that direct care staff had required
training in the subject of providing assistance with
the activities of daily living (ADL Training) for one
(Staff H) of four employee records sampled.

Findings included:

A review of employee records conducted on
showed that Staff A was hired on s
Staff B was hired on . Staff £ was hired on
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, and Staff H was hired on 56/201/9. A
review of Staff A's, Staff B's, and Staff £'s records
showed no proof of a statement signed by the
employees indicating that they had participated in
a pre-service orientation. The review of Staff H's
record showed no proof of ADL training.

An interview was conducted with the

and Director of Operati
(Director) at 5:18 PM on . The
Administrator and Director stated that they could
not explain why the pre-service orientation
statements were not signed by Staff A, Staff B, or
Staff E. The Administrator reviewed Staff H's
record for proof of ADL Training and stated that it
wasn't there.

Class Il

A 180 58A-5.024(1) FAC Records - Facility
88=D
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 requested information, For purposes 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:

{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:
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1. Date of admission, the facifity or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha =, s and
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 fo the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to Rule 58A-5.025,
F.A.C. [f the resident dies while in the care of the
facifity, the log must indicate the date of

{c} Alog listing the names of all termporary
emergency placement and respite care residents
if notincluded on the log described in paragraph
(b).

{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 facilities 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, FAC.
{h} If the facility advertises that ut provldes speciat
care for persons with or
related . acopy of all such facility
advertisements as required by Section 429.177,
F.s.

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
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58A-5.0182, FA.C.

() All food service records required in Rule
58A-5.020, F.A.C,, including menus planned and
served and county health 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
iocal authority or the State Fire Marshal pursuant
to Section 429.41, F.8., and Rule Chapter
69A-40, F.A.C., issued within the last 2 years.

{I) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S,, and Chapter 64E-12, FAC.,
issued within the last 2 years.

{m) Pursuant to Section 428.35, F.S_, all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
fast b years.

{n} The facility's resident elopement response
policies and procedures.

{o} The facility's documented resident elopement
response drills.

(p} For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
58A-5.029, 58A-5.030 and 58A-6.031, FAC,,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an up-to-date admission and
discharge log that included a date of discharge,
reason for discharge, and place to which the
resident was discharged to for one (Resident #1)
of three residents sampled.

Findings included:
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A review of the admission and discharge log
conducted on showed that Resident #1
was admitted to the facility on . There
was no information noted of a date of discharge,
reason for discharge, or place to which the
resident was discharged to {photographic
evidence obtained).

Areview of Resident #1's record conducted on
revealed that the resident was
discharged from the facility on

An interview was conducted with the director of
operations (Director) on at 12:56 PM. The
Director stated that date of discharge, reason for
discharge, and place to which the resident was
discharged to was missing on the admission and
discharge log for Resident #1.

Class i

A168| 420.24(3)(a) FS; 429.27(7), FS Resident Refund
$8=D| Policy

429.24(3)(a)

The contract shalt include a refund policy to be
imptemented at the time of a resident's transfer,
discharge, or . The refund poticy shall
provide that the resident or responsible party is
entitied to a prorated refund based on the daily
rate for any unused portion of payment beyond
the termination date after all charges, including
the cost of damages to the residential unit
resulting from circumstances other than normal
use, have been paid to the licensee. For the
purpose of this paragraph, the termination date
shail be the date the unit is vacated by the
resident and cleared of all personat belongings. If
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Continued From page 10

the amount of belongings does not preciude
renting the unil, the facility may clear the unit and
charge the resident or his or her estate for
moving and storing the items at a rate equal to
the actual cost to the facility, not to exceed 20
percent of the regutar rate for the unit, provided
that 14 days' advance written notification is given.
If the resident's possessions are not claimed
within 45 days after notification, the facility may
dispose of them. The contract shalt also specify
any other conditions under which claims will be
made against the refund due the resident. Except
in the case of or a discharge due to
medical reasons, the refunds shall be computed
in accordance with the notice of relocation
requirements specified in the contract. However,
a resident may not be required to provide the
ficensee with more than 30 days' notice of
termination. If after a contract is terminated, the
facitity intends to make a claim against a refund
due the resident, the facility shall notify the
resident or responsible party in writing of the
claim and shalt provide said party with a
reasonable time period of no less than 14
calendar days to respond. The facility shail
provide a refund to the resident or responsible
party within 45 days after the transfer, discharge,
or of the resident. The agency shall impose
a fine upon a facility that fails to comply with the
refund provisions of the paragraph, which fine
shail be equal to three times the amount due to
the resident. One-haif of the fine shall be remitied
to the resident or his or her estate, and the other
half to the Health Care Trust Fund to be used for
the purpose specified in 5. 429.18.

429.27, FS Property and personat affairs of
residents. -
{7} In the event of the of aresident, a

A168
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agency.

record reviewed.

Findings included:

ficensee shall return all refunds, funds, and
property held in trust to the resident’s personal
representative, if one has been appointed at the
time the facility disburses such funds, and, if not,
to the resident's spouse or adult next of kin
named in a beneficiary designation form provided
by the facility to the resident. if the resident has
no spouse or aduit next of kin or such person
cannot be located, funds due the resident shall
be placed in an interest-bearing account, and all
property held in trust by the facility shail be
safeguarded until such time as the funds and
property are disbursed pursuant to the Florida
Probate Code. Such funds shali be kept separate
from the funds and property of the facility and
other residents of the facility. if the funds of the
resident are not disbursed pursuant to
the Florida Probate Code within 2 years after the
resident's , the funds shall be deposited in
the Health Care Trust Fund administered by the

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that a refund was provided to a
resident within 45 days after the discharge of the
resident for one (Resident #1) of one resident

Areview of resident records conducted on
showed that Resident #1 was discharged
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from the facility on . Areview of a financial
accounting statement dated {Statement)
for Resident #1 showed a series of charges and
credits to Resident #1 (photographic evidence
obtained). A of the Statement revealed
that Resident #1 had a credit of $1786.24 going
into . . The resident was
responsible for $484.93 for rent due in
and was owed a refund of $1301.31 as of
discharge on
An interview was conducted with the Director of
Operations (Director) and Admini on
at 5:35 PM. The Statement was
discussed and the Director agreed that a refund
was due to Resident #1.
Class Il
A 182 58A-5.026(3) FAC Emergency Mgmt - Plan A182

$8=D | Implementation

{3} PLAN IMPLEMENTATION.
(a) Al staff must be trained in their duties and are
responsible for implementing the emergency
management plan.
{b} If telephone service is not available during an
emergency, the facifity must request assistance
from local law enforcement or emergency

in

communication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide proof that its comprehensive
emergency management plan (CEMP) had been
fully implemented including the policy of
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conducting monthly fire drills.
Findings included:

A review of the facility's CEMP (approved on

) conducted on showed Page 13
under the section entitied, "information, Training
and Exercises” indicating that ™ .._All employees
receive training throughout the year. Monitoring
procedures are routine job tasks providing
continuous exposure for alert response.”
Subsection butletin under section B stated,
“Community Fire Drills make emergency
response a routine event.” Section D the CEMP
stated, "Monthly fire drills actually serve as an
exercise with covers many disasters.”

A review of page 43 of the CEMP showed a
section entitled Fire Drill Exercise which stated,
"The Administrator and/or Maintenance
Supervisor wilt schedule monthly fire drills. These
drills will be done on each shift once a quarter ...
All actions, except activation of the fire-fighting
equipment and personnel will be executed during
adrill"

Areview of a file of fire drills conducted on
revealed that monthly drills were not

conducted and the most recent fire drilt was dated
({photographic evidence obtained).

The Administrator was interviewed at 5:28 PM on
concerning proof that the facility was
conducting monthly fire drills as required by its
CEMP. The Administrator was unable to provide
proof that monthly fire drills were conducted.

Class Il

A182
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