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408.809(2)(a-c); 59A-35.080(2)(d)-{3)
Background Screening-Compliance Attestation

408.809
(2} Every 5 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
packground screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractuat status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's |
to the Federal Bureau of Investigation for a
national criminal history record check unless the
person's are enrolied in the Federal
Bureau of Investigation's national retained print

notification program. If the | | of
such a person are nof retained by the
Department of Law Enforcement under s,
943.05(2){g) and (h}, the person raust submit

. electronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the . to the Federal Bureau of
Investigation for a national criminal history record
check. The ., shall be retained by the
Department of Law Enforcement under s,
943.05(2){g) and (h} and enrolled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal bistory records checks
required by level 2 screening may be borne by
the licensee or the person . Untila
specified agency is fully implemented in the
clearinghouse created under s. 435.12, the
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within
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the previous 5 years to meet any provider or
professional licensure requirements of the
agency, the Department of Heaith, the
Department of Elderly Affairs, the Agency for
Persons with , the Department of
Children and Families, or the Department of
Financtal Services for an applicant for a
certificate of authority or provisional certificate of
authority to operate a continuing care retirement
community under chapter 651, provided that:

{a) The screening standards and disqualifying
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;

(b) The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days; and

{c} Such proof is accompanied, under penaity of
perjury, by an attestation of compliance with
chapter 435 and this section using forms.
provided by the agency.

59A-35.090(2) Processing Screening Requests,
Required Documents and Fees.
{d) An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by
reference, available at
hitp/iwww firules.org/Gateway/reference.asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
http://ahca.myflorida.com/MCHQ/Central_Service
q_ i ions_Forms.sht
mi. This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
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disqualifying offense.
(e) An administrator or chief financial officer must
be screened and qualified priorto | 0
the position.
{3} Results of Screening and Notification.
(a} Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by all
health care providers applying for or actively
ticensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignOnPortal.
(b} If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unclaimed, a copy of the letter will be sent by
regular mail. Pursuant to section 435.05(1)(d),
F.S., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with section
435.06(3), F.S.
{c} The eligibility results of employee screening
and the signed Attestation referenced in
subsection 59A-35.090(2), F.A.C., must be in the
D 's file, maintai by the
provider.

This Statute or Rule is not met as evidenced by:
Based on record review and and interview, the
facility failed to ensure that six out of six sampled
staff (Staff A to F) had a signed copy of the

jon of i with
screening requirements in file prior to providing
care 1o the residents.
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Findings included:
A review of the facility's personal file on
revealed that the facility did not have a copy of
the attestation of compliance with background
screening requirements document in file for Staff
AtoF.
During an interview on at 12:33 PM, the
Administrator "I have never seen that, Okay."
Class It
AHCA Form 3020-0001
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Initial Comments.

ARevisit to a Biennial Survey was conducted at A
Loving Place ALF on 06/19/19. The facility had
deficiencies at the time of the survey:

429.176 FS; 429.52(4-5),58A-5.019(1) FAC
Staffing Standards - Administrators

429.176

Notice of change of administrator.-If, during the
pertod 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 80 days that the
new in has the 1
core educational requirements under s. 429.52. A
facitity may not be operated for more than 120
consecutive days without an administrator who
has completed the core educational
requirements.

429.52( ) FS

{4) A new facllity 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-5.01¢

Staffing Standards.

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

A 000}
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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

AHCA Form 3
STATE FORM

20-0007

s

IXWIZ

If continuation sheet 2 of 27




Agency for Health Care

PRINTED: 08/06/2019

FORM APPROVED

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

AL11953310

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

R
06/19/2019

NAME OF PROVIDER OR SUPPLIER

25 WEST 26 STREET
HIALEAH, FL 33010

A LOVING PLACE ALF

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

AD77

Continued From page 2

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

ini supervising a i of three
assisted living faciliies, 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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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a high school diptoma in file for its
Assistant Administrator.
Findings included:
Areview of the facility personnel file on
showed that it did not have a high school diploma
or equivalent in file for its Assistant Administrator
who was hired on
In an interview on at 12:33 PM, the
Administrator stated "okay."
Class Ili
AQ78) 58A-5.018(2) FAC Staffing Standards - Staff AO78

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
does net include an employee transferring without
a break in service from one faciiity to another
when the facility is under the same management
or ownership.
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1. Evidence of a negative
examination must be documented 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 individuat
must be immediately removed from duties until 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

ion, 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
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

A078
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agency or contractor will provide to residents.

() For facilities 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 have an evidence of a negative

{ )examination documented on an
annual basis and a written statement from a
health care provider documenting that two out of
seven sampled staff (Staff E and F) does not
have any signs or symptoms of communicable

Findings included:

Review of the facility's personnel files on
showed that the facility had no documentation of
a written statement from a health care provider
that Staff £ did not have any signs or symptoms
of a communicable - Further review
showed that the facility had an expired

statement in file for Staff F dated

- expired on

In an interview on at12:33 PM, the
Administrator said "okay."

Class i
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Continued From page 6

58A-5.0191(5) FAC Training - First Aid and

(5) FIRST AID AND

( ). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.
{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
orovide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose training
is ited by the Commission on itati
for Pre-Hospital Continuing Education satisfies
this requirement.
{b} A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part fll, F.S., shail be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview, the facility
failed to have onsite at all times documentation of
a current First Aid and . ,

( } card for two out of six
sampled staff.

Findings included:

Review of the facility's personal files on

showed that it did not have any documentation on
file stating that Staff B possessed a current First
Aid and . Further review showed that the
facility had on file a First Aid/ card dated

A083

A083
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Continued From page 7

- , expired on

Review of the facility's staffing pattern on
for the week of to
to showed that Staff B and
Staff C worked afone on and
from 7 AM - 7 PM without having an updated
training.

In an interview on at12:33 PM, the
Administrator said "okay."

Class i

58A-5.0191(6) FAC 429.52 (6), FS Training -
Assis Self-Admin Meds & Med Mgmt

58A-5.0191
{8) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who wxll be pmwdmg assistance w;th the
ini 1 of as in
rule 58A-5.0185, F.A.C., must meet the training
requirements pursuant to section 428.52(6), F.S.,
prior to assuming this responsibitity. Courses
provided in fulfilment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requ;rements wuth respect to the supervision,
istration, and of
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
oroviding the right medications 1o the right
resident; common medications" the importance of
taking icati ;e ition of
side effects and adverse reac\xons and

A083
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procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shatf
include demonstrations of proper techniques,
including technigues for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

(b} The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability tor

1. Read and understand a prescription label;

2. Provide assistance with self-administration in
accordance with section 429.256, F.S., and rule
58A-5.0185, F.A.C., including:

a. Assist with oral dosage forms, | dosage
forms, and | ., . and

dosage forms;

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

c. Recognize the need to obtain dlarification of an
“as needed" prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
of stich orders;

e. Complete a medication obsetvation record;

f. Retrieve and store medication;

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

h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and . that are prefilled by the

AD084
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T by taking the ication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for self-injection;

i. Assist with B
jUsea to perform "
testing;
k. Assist residents with
and continuous positive airway pressure {CPAP)
devices, excluding the titration of the
fevels;
1. Apply and remove stockings and
hosiery;
m. Placement and removal of , bags,
excluding the removal of the L. or
maniputation of the site; and,
n. Measurement of .\ . rate,
temperature, and | | rate,
{c} Unlicensed persons, as defined in section
429.256(1)(b}), F.S., who provide assistance with
seif-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 bours of
continuing education training on providing

with self- ini icati
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided onfine.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have

4 hours of ass

with self-administration of medication training
must complete an additionat 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (8)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures listed in
sub-subparagraphs (6)}(b)2.h.-n.
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Continued From page 10

429.52 (8), FS

{6) Staff involved with the management of
medications and assisting with the
seif-administration of medications under s.
429.256 must complete a minimum of 6
additional hours of training provided by a
registered nurse, ficensed pharmacist, or
department staff. The department shall establish
by rute the minimum requirements of this
additional training.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide a minimum of 2 hours of
continuing education training on providing

i with self- ini d i
and safe medication practices on annual basis to
its Assistant Administrator.

Findings included:

Review of the facility's personal files on
showed that the facility had a 4 hours certificate
on medication training issued on ,
expired on on fite for its Assistant
Administrator.

In an interview on at12:33 PM, the
Administrator stated "okay, but | thought that
everybody got it."

Class Il

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

{3) OTHER REQUIREMENTS.

AD084
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{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

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
. o 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 and interview, the facility
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Continued From page 12

failed to provide a safe living environment free of
hazards to 11 out of 11 residents and failed to
ensure that all existing architectural, mechanical,
electrical and structural systems, and
appurtenances are maintained in good working
order.

Findings included:

During a tour of the facility on at 10:05
AM observed in the ceiling bathroom located by
# a dark spot that look like moid.

In an interview on at 12:50 PM, the
Administrator stated "they repaired everything
else, they forgot this one.”

Uncorrected Class il

429.275(2) FS; 58A-5.024(2) FAC Records - Staff

429.275
{2} The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if

i ion of compliance with all
training requirements of this part or applicable
rule, and a copy of alt licenses or certification held
py 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

must contain, at a minimum, a copy of the
ication, with

{A152)
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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
administrator participation in resident efopement
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

.. o provide direct or indirect services to

residents and the facility. However, the facility
must maintain a copy of the contract between the
facitity and the staffing agency or contractor as
described in Rule 58A-5.019, FAC.
{c} The facility must maintain the written work
schedutes and staff time sheets for the most
current 8 months as required by Rule 58A-5.019,
FAC,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a copy of the initial Core training

A8t
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Continued From page 14

Certificate and a copy of the Core Card in file for
its Assistant Administrator.

Findings included:

A review of the facility's personnel file on
showed that it did not have a copy the initial 26
hours core training Certificate and a copy of the
Core Card certificate in file for its Assistant
Administrator.

In an interview on on 12:33 PM, the
Administrator "okay.”

Class Ili

58A-5.036 FAC Emergency Environmentat
Control

(1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shaif prepare a detailed plan ("plan”) to serve as
ast to its Compl i

Plan, to address
environmental control in the event of the loss of
primary electrical power in that assisted living
facitity 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
ficensees 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 imes and that is

A8t

{A200}
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appropriate for resident care needs and fife safety
requirements, For planning purposes, no less
than twenty (20) net square per resident
must be provided. The assisted living facility may
use eighty percent (80%) of its ficensed bed
capagcity as the number of residents o 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
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

{A200)
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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 times 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 facilities 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 rute. Details
regarding how resources will be shared and any
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

{A200)
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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 area in a
declared state of emergency area pursuant to
Section 262,36, F.S., that may impact primary
power delivery must secure ninety-six {96) hours
of fuel. The assisted living facility may utilize
portable fuet 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 alfowable 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
fiving facility's focation, then the assisted living
facility 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.

{A200)
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{b) Each new assisted living facility shall 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

fon that require ion of its
systems or equipment affecting the facility's
compliance with this rute 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
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 local 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.

{A200)

AHCA Form 3
STATE FORM

20-0007

s

IXWIZ

f continuation sheet 19 of 27




Agency for Health Care

PRINTED: 08/06/2019

FORM APPROVED

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

AL11953310

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

R
06/19/2019

NAME OF PROVIDER OR SUPPLIER

25 WEST 26 STREET
HIALEAH, FL 33010

A LOVING PLACE ALF

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

A 200}

Continued From page 19

{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 (¢), below, and who can show delays
caused by necessary construction, delivery of
ordered equipment, zoning or other regulatory
approval processes. Assisted living facifities shall
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
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

{A200)
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evacuation zone pursuant fo Chapter 262, 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 shalt
imptement the plan required under this rule prior
to obtaining a license.
{e) Existing assisted living facilities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
affecting the assisted fiving 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
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the methods to be used to mitigate the potential
for heat refated 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
s of medicines requiring refrigerati
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 shalt 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
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.
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{7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN.
{a) Assisted living facilities whose comprehensive

planis to te

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

ive

comp ¥ g
(8) NOTIFICATION.
{a) Within five (5) business days, each assisted
tiving factlity must notify in writing, unless

ission for electronic ication has

plan.

been granted, each resident and the resident's
tegal representative:

1. Upon submission of the plan to the jocal
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 record review and interview, the facility
failed have written policies and procedures to
ensure that it can effectively and immediately
activate, operate and maintain the alternate
power source and any fuel required for the
operation of the afternate power source. The
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facility failed to have a maintenance log for its
generators, The facility failed to notify the
residents and the residents’ legal guardian of the
completion of the implementation of its
Emergency Power Plan (EPP).

Findings included:

Review of the facility's EPP log on
showed no documentation of its EPP policies and
Procedures, no maintenance log and no
ificati of its EPP i
signed by the residents and their legal guardian.

In an interview on at 10:49 AM, the
Administrator stated " | don't have that {policies
and procedures). | didn't even know that | have to
have that. | thought with this, the fire department,
everything was ok.”

Ir an interview on at 11:23 AM, the
Administrator stated "l don't have the document
{generator maintenance log) here. | called the
gentleman who checked the generator out, he
has not answered me . 1 know he checked
i." She added "l have the notification, but it is at
home, | know | have to have that."

Uncorrected Class il

AL243 420.075(1) FS; 58A-5.0191(9) FAC LMH -
$5=0| Training

429.075

{1} To obtain a limited mental health license, a
facility must hold a standard license as an
assisted living facility, must not have any current
uncorrected deficiencies or violations, and must
ensure that, within 6 months after receiving a

{A200)
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{imited mental health license, the facility
administrator and the staff of the facility who are
in direct contact with mental health residents
must complete training of no less than 6 hours
related to their duties. Such designation may be
made at the time of initial licensure or relicensure
or upon request in writing by a licensee under this
part and part Il of chapter 408. Notification of
approval or denial of such request shall be made
in accordance with this part, part |l of chapter
408, and applicable rules. This training wilt be
provided by or approved by the Department of
Children and Families.

58A-5.0191

{9} LIMITED MENTAL HEALTH TRAINING.

{a) Pursuant to section 429.075, F.S., the

administrator, managers and staff, who have

direct contact with mental health residents in a

ficensed limited mental heaith facility, must

receive the following training:

1. Aminimum of 8 hours of specialized training in

working with individuals with mental health

diagnoses.

a. The training must be provided or approved by

the Department of Children and Families and

must be taken within 8 months of the facility's

receiving a limited mental health license or within

6 months of employment in a limited mental

health facility,

b. Training received under this subparagraph may

count once for 6 of the 12 hours of continuing
required for ini

managers pursuant fo section 428.52(5), F.8.,

and subsection (1) of this rule.

2. Aminimum of 3 hours of continuing education,

which may be provided by the ALF administrator,

enline, or through distance learning, biennially

thereafter in subjects dealing with one or more of

AL243
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the following topics:
a. Mental health diagnoses; and,
b. Mental health treatment such as:
{1} Mental health needs, services, behaviors and
appropriate interventions;
(1) Resident progress in achieving treatment
goals;
{11y How to recognize changes in the resident's
status or condition that may affect other services
received or may require intervention; and,
{ ) Crisis services and the
procedures.
3. For administrators and managers, the
continuing education requirement under this
subsection wili satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to section 428.52(6}, F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shail have up
o & months after the effective date of this rule to
meet the training requirement.
{b) Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility's personnet files. They
must also ensure that copies of the continuing
education training certificates, pursuant to

(a)2. of this subsection, are
retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that one out of six sampled staff
{Staff C) received a 3 hours of continuing
education on limited mental biennially. The facility
also failed to ensure that its Assistant
Administrator received the initiat limited mental

AL243
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health training within 6 months of being hired.
Findings included:
Review of the facility's personnel file on
showed that the facility had a 8 hour of initial
fimited mental health training certificate issued on
. expired on in file for Staff C.
Further review showed that the facility did not
have any documentation of an initial training
certificate in limited mental health for its Assistant
Administrator who was hired on
In an interview on at12:33 PM, the
ini stated "yes, | it already
for them.”
Class Ill
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