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AQCQ] Initial Comments A0D0
An unannounced relicensure survey was
conducted on & at Paradise
Care Cottage, The facility had deficiencies at the
time of the survey.
A052 429.256(. ) 58A-5.0185 (3) Medication - A052
88=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, including
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilled by the manufacturer, from where itis
stored, and bringing it to the resident.
{b} In the presence of the resident, reading the
iabel, opening the container, removing a
prescribed amount of medication from the
container, and closing the container.
{c} Placing an oral dosage in the resident ' s
or placing the dosage in another container and
helping the resident by lifting 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 potring the
p ' pl dose of ication into
the dispensing cup of the .
(hyUsinga to perform -
tevel checks.
{i) Assisting with putting on and taking off
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stockings.

() Assisting with applying and removing an

. but not with titrating the
prescribed ., settings.
{k} Assisting with the use of a continuous positive
airway pressure device but not with fitrating the
prescribed setting of the device.
{I) Assisting with measuring vitat signs.
{m) Assisting with , bags.

{4) Assistance with self-administration does not
include:
{a) Mixing, . . converting, or

. medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scored 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
insertedina  , of the body.
{d) Administration of | preparations.
{e) Irrigations or debriding agents used in the
treatment of a skin condition.
f . Lor 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 armount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person,
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58A-5.0185 (3)

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

. . orolder, 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

i ications i with
procedures described in section 429.256, F.S.
and this rue.

{b} In addition to the specifications of section
429.256(3), F.S., assistance with
self-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 concemns 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
facility staff, the following options are available to
enable the resident to take medication as
prescribed:

1. The heaith care provider may prescribe a
medication schedule that coincides with the
resident’s presence in the facility,
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2. The medication container may be given to the
resident, a friend, or family member upon ieaving
the facifity, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
erganizer 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. may be ( and
dispensed in an easier to use form, such as unit
dose packaging.
{f) Assistance with self-administration of
medication does not include the activities detalled
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
vital signs and juating or

assessing a resident's condition.
(9) Al 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 interviews, it was
determined that facility staff faited to follow

with self- ini d
specifications when assisting residents with
seif-administration of medication for 5 of 5
residents (Residents #2, #5, #6, #7, and #8).

The findings included:
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1. On beginning at 8:40 AM, Staff A
assisted Residents #2, #5, #6, and #7 with their
self-administered medications. The following was
observed. Staff Aremoved residents’

ications from a focked ication cart in a
medication room. The residents’ pills were
pre-packaged into individuatized sealed pockets
of a labeled medication card. Staff A prepared the
medication for the residents by "popping" the pills
out of the labeled medication card into souffle
cups. Staff A brought the medication in the souffle
cups to the residents. Staff A handed the cups of
medication to the residents. Staff A did not verify

ications with ion on the icati
Observation Record {(MOR) or read the label of
the medications being provided to the residents.
Staff A observed the residents swallow the
medications, then documented the observation
on the MOR.

2.0n at 12:15 PM, Staff A assisted
Resident #8 with her self-administered
medication. The following was observed. StaffA
removed the resident's medication from a locked
medication cart in a medication room. The
resident's pills were pre-packaged into
individualized sealed pockets of a labeled
medication card: 50 milligrams (mg)
tablet and 750 mg tablet. StaffA
prepared the medication for the resident by
"popping” the pills out of the labeled medication
card into a souffle cup. Staff A brought the
medication in the souffle cup to the resident in the
dining room., Staff A placed the cup of medication
on the table in front of the resident, then returned
to the medication room. Staff A did not verify
medications with information on the MOR or read
the label of the medications being provided to the
resident. Staff A did not observe the resident
swallow the medication. Staff A stated during
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interview at this time that the resident was
"independent” with her medication. Review of the
resident's .., MOR at this time showed
that Staff A had already documented (initialed the
Pox) that the resident had consumed the
medication. Staff A had pre-signed the MOR,
before the resident had taken the medication.

3.0n at 9:00 AM, Staff A assisted
Resident #5 with her self-administered
medication. The following was observed. Staff A
removed the resident's medication from a locked
medication cart in a medication room. The
resident's pills were pre-packaged into
individualized sealed pockets of a labeled
medication card. Staff A prepared the medication
for the resident by "popping” the pills out of the
{abeled medication card into a souffle cup. Staff
A brought the medication in the souffle cup to the
resident in the resident's room. StaffA
administered the medication to the resident by
spooning the pills from the souffle cup into the
resident's , without any of the resident's
participation. After each medication was spooned
into the resident’s . Staff A assisted the
resident with holding the resident’s bottle of water
while the resident drank.

The procedure outlined in 429.256(3) F.8

ing "assi with the self- ini
of medications” by an unlicensed person
includes:
{a) Taking the medication, in its previously
dispensed, properly labeled container, including
an syringe that is pre-filled with the proper
dosage by a pharmacist and an , thatis
pre-filled by the manufacturer, from where it is
stored, and bringing it to the resident.
{b} In the presence of the resident, reading the
iabel, opening the container, removing a
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prescribed amount of medication from the
container, and closing the container.

{c} Placing an oral dosage in the resident's

or placing the dosage in another container and
helping the resident by lifting the container to his
or her

At no time dunng the observations for assistance
with seif-administered medications did Staff A
foliow the regulatory procedures listed above.

4.0n at 8:50 AM, Staff A assisted
Resident #7 with her self-administered
medication. The following was observed. StaffA
removed the resident's medication from a locked
medication cart in a medication room. The
resident’s pills were pre-packaged into
individualtized sealed pockets of a labeled
medication card. Staff A prepared the medication
for the resident by "popping” the pills out of the
iabeled medication card into a souffle cup. Staff A
feft one pilt in the labeled medication card that
directed the following: . 100 mg, 1 tablet
by once daily "hold for (.,

}ess than 110*". Staff A brought the
medicahon in the souffle cup fo the resident in the
dining room., Staff A applied an electronic
. monitoring device on the resident, and
the device registered the resident's

as { equaled "100"). Staff A
placed the resident’s piils on to a napkin,
including the additional . pili that she
removed from the labeled medication card. At
this time, Staff A was asked if the resident was
supposed to have the .\ pill since the
instructions on the label indicate when to hold the
medication, for "less than 110", Staff A then
took the pill off the napkin in front of the resident
and stated "Il throw it away”. Staff A discarded
the medication.
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The Florida Department of Elder Affairs Guide to
Providing Assistance with Self-Administered
Medications (2012) instructs staff to "triple check
the medication label with the medication
observation record (MOR). Check the MOR, then
the medication label, then the MOR before
providing the medication to the resident.”

On at 12:30 PM, the Administrator was
informed of the concerns noted during medication
provision, and she acknowledged the findings.

5.0n at 9:00 AM, Staff A assisted
Resident #5 with her self-administered
medication. The following was observed:

a) Staff Aremoved the resident’s medication from
a locked medication cart in the medication room.
The resident's pills were pre-packaged into
individualized sealed pockets of a labeled
medication card.

b} Staff A prepared the medication while in the
medication room for Resident #5 by "popping” the
pills out of the labeled medication card into a
souffie cup.

c) Staff A brought the medication in the souffle
cup to Resident #5, who was seated in the Dining
Room at this time.

d) Staff A administered the medication to the
resident by spooning the pills from the souffle cup
into the resident's , without any of the
resident’s participation. After each medication
was spooned into the resident's . Staff A
assisted the resident with drinking from a cup.

e) Staff A initialed the MOR after providing
Resident #5 with her medications.

The procedure outlined in 429.256(3) F.S
ing "assis with the self- admini: ion
of medications™ by an unlicensed person
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includes:

(a) Taking the medication, in its previously
dispensed, properly labeled container, including
an syringe that is prefilled with the proper
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 oral dosage in the resident's

or placing the dosage in another container and
helping the resident by fifting the container to his
or her

At no time during the observations for assistance
with self-administered medications did Staff A
follow the regulatory procedures listed above.

On at 12:30 PM, the Administrator was
informed of the concerns noted during medication
provision, and she acknowledged the findings.

Class Ili

Class Ili

A 078 58A-5.019(2) FAC Staffing Standards - Staft
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 § months before
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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 documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
orovider 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 indivi
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 fransmitting a communicable

{b} Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre ion, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All 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
heaith care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 58A-5.0191, FA.C.
(d) An assisted living facility Lto
provide services to residents must ensure that

A078
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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 or contractor wifl provide to residents,

{e) 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 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 a staff intetview, the
facitity failed to ensure 1 of 3 sampled employees
{Staff A) had submitted a written statement from a
health care provider documenting that the
employee does not have any signs or symptoms
of communicable 1 and, failed to ensure 1
of 3 sampled employees (Staff B) had submitted
an annual negative () statement
by a health care provider.

The findings included:

a) During personnel record review for Staff Aon
, date of hire , a signed
statement by a health care provider verifying this
employee was free from all communicable

could not be found.

) During personnel record review for Staff B on
, date of hire , a signed

statement by a health care provider dated within

the previous year verifying this employee was
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free from . could not be found.
Arequest was made to the Administrator for the
documentation on at 10:00 AM, but the
Administrator was unable to locate this
documentation at the time of survey. The facility
provided no additional documentation of the
required statements for review at this time.
Class Ill
A 083 58A-5.0191(5) FAC Training - First Aid and A083

88=D
(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
atall 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
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose training
is accredited by the Commission on Accreditation
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 techrician or paramedic currently
certified under chapter 401, Part {ll, F.S., shaif 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 an interview, the

AHCA Form 3020-0001
STATE FORM

s

ZNHZ1!

f continuation sheet 12 of 33




Agency for Health Care

PRINTED. 08/27/2019

FORM APPROVED

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

AL11953518

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

07/30/2019

NAME OF PROVIDER OR SUPPLIER

2277 S.E. L

PARADISE CARE COTTAGE

PORT SAINT LUCIE, FL 34952

STREET ADDRESS, CITY, STATE, ZIP CODE
ENNARD RCAD

0@y D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG 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

A083| Continued From page 12

facility failed to ensure a staff member who has
completed courses in both First Aid and

and hotds a currently valid card documenting
completion of such courses, was in the facility at
all imes for 1 out of 3 sampled staff (Staff C).

The findings included:

Review of the personnel fite for Staff C, who
works during the 11:00 PM to 7:00 AM shift,
revealed no current fraining with a valid card in
First Aid or . Staff C was on the written work
schedule with another staff member at all times
during the night shift,

The Administrator was asked during interview on
at 10:30 AM for documentation of both
First Aid and training for the other staff
members who worked the 11:00 PM to 7:00 AM
shift. She ackr that the do i
of training in First Aid and was not present
and available for review for either Staff C or other
staff who were scheduled to work with residents
during this shift. The facility provided no
additional documentation of the required training
for review at this time.

Class Ili

A 084] 58A-5.0191(6) FAC 429.52 (6), FS Training -
$8=D| Assis Self-Admin Meds & Med Mgmt

58A-5.0191

(6) ASSISTANCE WITH THE

SELF-ADMINISTRATION OF MEDICATION AND

MEDICATION MANAGEMENT. Unlicensed

persons who will be providing assistance with the
if- inistration of ications as ibed in

rule 58A-5.0185, F.A.C., must meet the training

A083

A084

AHCA Form 3020-0001
STATE FORM

s

ZNHZ1!

f continuation sheet 13 of 33




Agency for Health Care

PRINTED. 08/27/2019

FORM APPROVED

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

AL11953518

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

07/30/2019

NAME OF PROVIDER OR SUPPLIER

2277 S.E. L

PARADISE CARE COTTAGE

PORT SAINT LUCIE, FL 34952

STREET ADDRESS, CITY, STATE, ZIP CODE
ENNARD RCAD

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

A084

Continued From page 13

requirements pursuant to section 428.52(6), F.S.,
orior to assuming this responsibility. Courses
provided in fulfilment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requirements with respect to the supervision,
inistration, 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;
providing the right medications to the right
resident; common medications; the importance of
taking ications as p ibed; re ition of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shatf
include demonstrations of proper techniques,
including techniques 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 & trainee who demonstrates,
in person and both physically and verbally, the
ability to:
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,
forms, and | ;
dosage forms;
b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

, dosage
and

AD084
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Continued From page 14

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

d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
of 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
manufacturer by taking the medication, in its
previously dispensed, properly fabeled container,
from where it is stored, and bringing it to the
resident for self-injection;

i. Assist with B

jUsea to perform o

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 . or
manipuiation of the site; and,

n. Measurement of , s rate,
temperature, and .., , rate.

{c) Unlicensed persons, as defined in section
429.256(1)(b), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing

AD084
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Continued From page 16

with self- ini d
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.

42952 (6), 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 an interview, the
faciiity failed to ensure that 1 of 2 sampled
unlicensed staff members (Staff A), who provided
i with self- ini icati
had successfully completed a minimum of 6
hours initial training on providing assistance with
seif-administered medications and safe
medication practices in an Assisted Living Facility
(ALF).

The findings included:

AD084
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The personnet file for Staff A was reviewed on

for documentation of a minimum of 6
hours of initial training on providing assistance
with seff-administered medications and safe
medication practices in an ALF. The last
documented training was a 2-hour course
completed on

There was no documentation available showing
Staff A had completed an initial 6-hour course in
assisting with seif-administration of medication.
There was no documentation to show completion
of the initial 4-hour course with an additional 2
hours of training that focuses on syringes,

stockings, , bags and vital signs
described in 58A-0181(6)(b)2.h.-n., FA.C.
{Florida Administrative Code), effective and
required on . This additional required
training would complete the now B-hour minimum
required training in assistance with
self-administration of medication.

During interview with the Administrator on

at 11:00 AM, she acknowledged that the
documentation of the training could not be
iocated at this time. The facility provided no
additional documentation for review at the time of
the survey.

Class Ili

A 088 58A-5.0191(7) FAC Training - Nutrition & Food
$8=D| Service

{7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facility's food

AD084
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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
facitity. 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,
ficensed dietician, registered dietary technician or
heaith 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 employee record review and staff
interview, the facility failed to ensure the Food
Designee (Staff F) had obtained, annually a
minimum of 2 hours continuing education in
topics pertinent to nutrition and food service in an
assisted living facility.

The findings included:

On . during employee record review for
Staff F {Food Designee responsible for the
facility's food service), a 2-hour Nutrition and
Food Service Training certificate found within
Staff F's employes fite was dated . No
other certificate was found to show completion of
2 hours of continuing education in Nutrition and
Food Service prior to

An interview conducted with Staff F on

at approximately 10:00 AM confirmed that the last
2-hour Nutrition and Food Service Training was
completed in | of 2018. Staff F stated he was
due to have completed the training at the
beginning of , of this year (2019), but he had
not yet taken the 2-hour continuing education
training.

A08BS
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On at 12:30 PM, the Administrator
acknowledged that Staff F's 2-hour annual
Nutrition and Food continuing education training
was past due as of
Class Il
A 093 58A-5.020(2) FAC Food Service - Dietary A093

$8=D | Standards

(2) DIETARY STANDARDS.
{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelfines 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
ables%2014.pdf. Therapeutic diets must meet
these nutritional standards to the extent 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 18 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.
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{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
the meal is served, must be kept on file in the
facitity for 6 months.

(e} Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facifities that offer residents a varisty of food
choices through a setect menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in

AD093
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the facility.
2. The facility must document a resident's refusat
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 meais 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
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 and staff interview, the
facitity failed to ensure all regular and therapeutic

AD093

AHCA Form 3
STATE FORM

20-0007

s

ZNHZ1!

f continuation sheet 21 of 33




Agency for Health Care

PRINTED. 08/27/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11953518

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

07/30/2019

NAME OF PROVIDER OR SUPPLIER

PARADISE CARE COTTAGE

STREET ADDRESS, CITY, STATE, ZIP CODE

2277 S.E. LENNARD RCAD
PORT SAINT LUCIE, FL 34952

0@y D
PREFIX
TAG

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

3] PROVIDER'S PLAN OF CORRECTION
PREFIX
WG
DEFIGIENCY)

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(xe
COMPLETE
DATE

A093

A 181
88=D

Continued From page 21

menus to be used by the facifity were reviewed
annually by a licensed or registered dietitian, a
ticensed nutritionist, or a registered dietetic
technician supervised by a licensed or registered
dietitian, or a licensed nutritionist to ensure the
meals meet the nuiritional standards established
in this rule. This affects alf residents who receive
their meals from the facility.

The findings included:

During funch observation on at 12:00

PM, it was noted that the monthly menu posted

on the walt in the dining room had been reviewed

and signed by a licensed, registered dietitian on
; this menu had expired on

On at 10:00 AM, the Culinary Director
{Staff F) was asked if there was a current

approved menu available; he stated that, to his
knowledge, the most current menu was posted.

On at 11:45 AM, the Administrator was
shown the date on the posted menu and asked if
there was a current approved menu available,
she stated she was unaware the menu bad
expired, and she was unable to provide a current
approved menu.

Class Il

58A-5.026(2) FAC Emergency Plan Approval

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

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan

AD093
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resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

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

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

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

(d} The local emergency management agency is
the final administrative authority for emergency
management plans prepared by assisted living
facilities.

(e} Any plan approved by the local emergency
management agency is considered to have met
all the criteria and conditions established in this
rute.

This Statute or Rule is not met as evidenced by:
Based on facility record review and staff
interview, the facility failed to ensure the

i Pian
{CEMP) was submitted to the local emergency
management agency in a timely manner in order
to obtain approvat of the CEMP prior to expiration
of any previous CEMP.
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The findings included:

During interview with the Administrator on

. she provided a copy of her current
detailed CEMP and EECP (Emergency
Environmentat Control Plan) which had been
submitted, via emall, to the county emergency
management office on . She stated
that she currently does not have a current
approved CEMP for this facility.

Class Ili

58A-5.036 FAC Emergency Environmental
Control

{1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shall prepare a detailed plan ("plan") to serve as
a st to its Comp ive Emergenc
Plan, to address
environmental controt in the event of the loss of
primary electrical power in that assisted living
facifity 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 wilt be
equipped to ensure air temperatures wilt
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 that is
appropriate for resident care needs and life safety
requirements. For planning purposes, no less
than twenty (20) net square per resident
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must be provided. The assisted living facility may
use eighty percent (80%) of its licensed 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
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in Section 408.821, F.S., and subsection
58A-5.026(5), F.A.C., are met. The plan 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
focal 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 limit 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) hours 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
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alternative power source and fuel as required by
this subsection at all times when the assisted
fiving facility is occupled 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 rule. Details
regarding how resources will be shared and any
necessary movement of residents must be clearly
described in the emergency power plan.

©. A multistory facifity, whose comprehensive
emergency management plan is to move
residents 1o a higher floor during a flood or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
fiooding 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 to maintain

temperatures at or below 81 degrees Fahrenhsit
for a minimum of ninety-six (96) hours after the
{oss 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.
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2. An assisted living facility located inan areain a
declared state of emergency area pursuant to
Section 252.36, F.S., that may impact primary
power delivery must secure ninety-six {96) 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 allowable fuel source
and meets the onsite fuel supply requirements
under this rule.
4. If focal ordinances or other regulations iimit the
amount of onsite fuel storage for the assisted
fiving facility's location, then the assisted living
facility must develop a plan that includes
maximum onsite fuel storage allowable by the
ordinance or regulation 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 living facility.
{d) The acquisition and maintenance of a
monoxide atarm.
{2) SUBMISSION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shall submit its plan
to the local emergency management agency for
review within 30 days of the effective date of this
rule. Assisted fiving facility plans previously

i and app! pursuant to o]
Rule 38AER17-1, F.A.C., will require
resubmission only if changes are made to the
plan.
{b) Each new assisted living facility shall submit
the plan required under this rule prior to obtaining
alicense.
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{c} Each existing assisted living facility that
! any additions, ificati
alterations, refurbishment, renovations or
rect fon that require ification of its
systems or equipment affecting the facility's
compliance with this rule shalt 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 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 shall 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
focal emergency management agency and
update within ten (10) business days of
imptementation.
{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
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required under this rule.
(b) The Agency shall allow an extension up to
P to providers in compliance with
subsection (¢}, below, and who can show delays
caused by necessary construction, delivery of
erdered equipment, zoning or other regulatory
approval processes. Assisted living facilities shal
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
occur 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 living
facitity must 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 located 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 262, F.8.,
must either:
a. Fully and safely evacuate its residents prior to
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the arrival of the event, or
b. Have an alternative power source and no less
than ninety-six (86) hours of fuel stored onsite,
within twenty-four (24) hours of the issuance of a
state of emergency for the area of the assisted
iving facility.
{d) Each new assisted living facility shalt
imptement the plan required under this rule prior
to obtaining a license.
() Existing assisted fiving facilities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
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 pian in compliance with this
ne.
{5} POLICIES AND PROCEDURES.
{a) Each assisted living facility shall develop and
implement written policies and procedures o
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

ions in air inside
the facility. Procedures must address the care of
residents occupying the facility during a declared
state of i ,a iption of
the methods to be used to mitigate the potential
for heat refated injury including:
1. The use of cooling devices and equipment;
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2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the
i e of ici requiring 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 shali 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
tiving 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.

{8} 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 1|, F.S.,
including, but not limited to, license revocation,
ticense suspension, and the imposition of
administrative fines.

{7} COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN.

{a) Assisted living facilities whose comprehensive
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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
(8) NOTIFICATION.
{a) Within five (5) business days, each assisted
fiving facility must notify in writing, unless

ission for electronic ication has
been granted, each resident and the resident's
iegal representative:
1. Upon submission of the plan to the focal
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
notification readily available at the licensee's
ohysical 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,
“readity available” means the ability to

i produce the noti ions, either in

electronic or paper format, upon request.

This Statute or Rule Is not met as evidenced by:
Based on facility record review and staff
interview, the facility failed to obtain approval of
the Emergency Environmental Control Plan
{EECP) by the local county emergency
management office.

The findings included:

During interview with the Administrator on
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. she provided a copy of her current
detailed CEMP (comprehensive emergency
management plan) and EECP which had been
submitted together, via emal, to the local county
emergency management officeon .., | .
The Administrator confirmed she currently does
not have an approved EECP for this facifity;
however, she stated that the facility's EECP been
fully implemented since . ., of 2018.
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