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AQCQ] Initial Comments

A Re- Licensure and compliant investigation {
2019008133) was conducted at DH Home Health
Services on through .
Deficiencies were identified at the time of the
survey.

A007| 429.26(11) FS; 58A-5.0181(1) FAC Admissions -
$8=D | Criteria

429.26

{11) No resident who requires 24-hour nursing
supervision, except for a resident who is an
enrolled hospice patient pursuant fo part  of
chapter 400, shail be retained in a faclity licensed
under this part.

58A-5.0181

(1) ADMISSION CRITERIA.

{a) An individual must meet the following

minimum criteria in order to be admitted to a

fagility holding a standard, limited nursing

services, or limited mental health license:

1. Be at least .-

2. Be free from signs and symptoms of any

communicable that is likely to be

fransmitted to other residents or staff. An

individual who has .
may be admitted to a facility,

provided that the individual would otherwise be

eligible for admission according to this rule.

3. Be able to perform the activities of daily living,

with supervision or assistance if necessary.

4. Be able to transfer, with assistance if

necessary. The assistance of more than one

person is permitted.

5. Be capable of taking medication, by either

seff-administration, assistance with

self-administration, or administration of
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medication.

a. If the resident needs assistance with
self-administration of medication, the facility must
inform the resident of the professional
qualifications of facility staff who will be providing
this assistance. If unlicensed staff wilt be
providing assistance with self-administration of
medication, the facility must obtain written
informed consent from the resident or the
resident’s surrogate, guardian, or attorney-in-fact.
b. The facility may accept a resident who requires
the administration of medication if the facility
exploys a nurse who will provide this service or
the resident, or the resident's legal
representative, designee, surrogate, guardian, or
attorney-in-fact, contracts with a third party
ficensed to provide this service to the resident.

6. Not have any special dietary needs that cannot
be met by the facility.

7. Not be a danger to seff or others as
determined by a physician, or mental health
practitioner licensed under chapter 480 or 491,

8. Not require 24-hour licensed professional
mental health treatment.

9. Not be bedridden.

10.Nothaveany ... .or4, LA
resident requiring care ofa

may be admitted provided that:

a. The resident either:

{1y Resides in a standard or limited nursing
services licensed facility and contracts directly
with a licensed home health agency or a nurse to
provide care; or

{11 Resides in a limited nursing services licensed
facility and care is provided by the facility
pursuant to a plan of care issued by a health care
provider;

b. The condition is documented in the resident's
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record and admission and discharge logs; and,
¢. If the resident’s condition fails to improve within
30 days as documented by a health care
provider, the resident must be discharged from
the faciity.
11. Residents admitted to standard, limited
nursing services, or limited mental heaith
ficensed facilities may not require any of the
following nursing services:

airway management of any kind,
except that of continuous positive airway
pressure may be provided through the use of a
CPAP or bipap machine;
b. Assistance with o
¢. Monitoring of gases,
d. Management of post-surgical drainage tubes
and vacuum devices;
e. The administration of
facility; or
{. Treatment of surgical B
unless the surgical or and the
underlying condition have been stabilized and a
plan of care has been developed. The plan of
care must be maintained in the resident's record.
12. In addition to the nursing services listed
above, residents admitted to facilities holding only
standard and/or fimited mental health licenses
may not require any of the following nursing
services:

products in the

or

a. , and, . performed
in the facility;
D. ., performed in the facility.
13. Not require 24-hour nursing supervision.
14. Not require skilled rehablilitative services as
described in rule 59G-4.290, FAC.
15. Be appropriate for admission to the facility as
determmed by the facility admlnlstrator The

i must base the jon on:
a. An assessment of the strengths, needs, and
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preferences of the individual;
b. The medical examination report required by
section 429.26, F.S., and subsection (2} of this
rule, if available;
c. The facility's admission policy and the services
the facility is prepared to provide or arrange in
order to meet resident needs. Such services may
not exceed the scope of the facility's license
uniess specified elsewhere in this rule; and,
d. The ability of the facility to meet the uniform
fire safety standards for assisted living facllities
established in rule chapter 69A-40, F A.C.
{b) A resident who otherwise meets the
admission criteria for residency in a standard
ticensed facility, but who requires assistance with
the administration and regulation of portable

or assistance with routine , care
of site . Pplacement, may be admitted
to a facility with a standard license as long as the
facitity has a nurse on staff or under contract to
provide the assistance or to provide training to
the resident on how to perform these functions
themselves.
{c} Nursing staff may not provide training to
unlicensed persons, as defined in section
429.256(1)(b}, F.S., fo perform skilled nursing
services, and may not delegate the nursing
services described in this section to certified
nursing assistants or unlicensed persons. This
provision does not restrict a resident or a
resident's representative from Lwitha
ficensed third party to provide the assistance if
the facility is agreeable to such an arrangement
and the resident otherwise meets the criteria for
admission and continued residency in a facility
with a standard license.
{d) An individual enrolled in and receiving hospice
services may be admitted to an assisted living
facility as long as the individual otherwise meets
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resident admission criteria.

(e) Resident admission criteria for facilities
holding an extended congregate care ticense are
described in rule 58A-5.030, F.AC.

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 seven {Resident
#7) sampled residents needs could be met prior
to the resident being admitted fo the facility.

Findings included:

Review of Resident #7's record showed that the
admission date was on . Health
assessment completed on showed that
the doctor identified the resident with
precautions. The medical history and diagnoses
were: status post . gait instabifity,

13 s .
Setvices requirements showed that she needed
. , .. arolling walker, home heaith
services, and she needed follow up with her
primary care physician in one week. Further
review showed no observation notes in the facility
for the resident. There was no documentation
that the resident had and was sent to
hospital for care.

A review of Resident #7's discharge report from
the nursing and rehabilitation center showed that
Resident #7 was admitted on and
discharged to assisted living facility on

Hospital record review showed Resident #7 was
admitted to hospital on from the
assisted living facility, fransported by emergency
medicaf services { ). The resident's chief
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compliant was right since the night
before, The record stated 'The patient presents
with right, . Injury. The onset was just priot to
patient arrival. Type of injury: Differential
Diagnosis: . PR s

On at 12:08 PM the Staff C stated,
"Resident #7 was here for 20 days. She had a
before coming here. She was here for 15 -

20 days. She was receiving , ., and

, ., here. She wasn't walking.
The sent her to the hospital because
she wasn't able to walk. This was on a Monday.
This happened sometime last year in

. We reported it to our liability insurance and
our attorney. She got operated because she had
abad . She probably had before coming
here. She was always complaining of , in her
ponesand _ .Shehasa of the bone.
She had medications and ., forthe,
She entered T

On at 12:35 PM Staff B stated, "Today
was my day off. I've been here for 2 years. 'm not
the administrator, Realistically, we know very
fittle. She was there over a year ago. | don't know
the exact date. Her family brought her to the ALF
because she was alone in the house and she
suffered froma  and . She was
diagnosed with half body paralyzed due to the

. She was going to continue to receive
PN ., for 2 weeks. The clinic would go
3 imes a week. She would need assistance with
walking, and she would walk very slow. 1 don't
know ifshe  in her own home and her
daughter never told us. She would be on her own
in her own home and sleep at night alone. That's
why her daughter brought her to the ALF. To see
if she gets accustomed to living there and being
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able to watk with the .- She never in the
facifity. We would help bring her to the table. The

. . told us that we would have to let her
walk on her own, so she won't [ose the ability to
move her body. She could pull up her clothes,
assistance with walking having an employee
directing her from the , neither the .
or daughter didn’'t want her in a wheelichair. She
had the in her house. Assistance with
bathing and transferring with walker slowly. Not
that | know of she had a special diet. She would
eat regularly. She would get after eating
and she tried to get up on her own. Her . failed
and she never got to the floor because there's
always someone next {o ber. The administrator
and 1 were working that day. The administrator
was on her side and | was preparing the lunch
with everyone, She  on top of the administrator
and he placed Resident #7 on the seat and | ran
to help her. She stated that they placed her in the
sofa with the walker. She never stated that she
was in . That day her son came and saw her
she was fine. When the . .. came the next
morning, she started to complainof | . The

. . recommended to take her to the
hospital. They never gave me her last name, |
was thinking she was wrong. She was never fully
admitted, and she would sleep here in the
beginning, but her daughter stated that she
wanted to see how her mother would accustom to
the facifity. The papers were at the facility. it
wasn't within the current residents. We went to
the hospital 3 times. The daughter was super nice
and told us that she was going to return, We held
the bed for 30 days. And months later we got
the suit. 1 don't have their medical records from
medical center. The family took their papers.
They came one day and took her medical
information just not the facility papers."
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Class Ili
A055 58A-5.0185(6) FAC Medication - Storage and ADBS
850 Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommedate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
focked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b} Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facitity must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is ined and do d
by the heaith care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

8. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in rule 58A-5.0181, FA.C.

AHCA Form 3020-0001
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{c} Centrally stored medications must be:
1. Kept in a locked cabinet; focked cart; or other
locked storage receptacie, room, or area at alf
times;
2. Located in an area free of dampness and

., except that a i
requiring must be kept
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;
3. Accessible to staff responsible for filling
i~ i assisting with self- i
of or inisterd . Such
staff must have ready access to keys or codes to
the medication storage areas at afl times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed.
{d) ication that has been di: i but
has not expired must be returned fo the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's health care provider.
{e) When a resident's stay in the facility has
ended, the administrator must return all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
atleast 15 days, the resident's medications are
stifl at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
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{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.

{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return
dispensed medicinal drugs to the dispensing
pharmacy pursuant to rute 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observations and interviews the facility
failed to ensure medications were kept locked.

Findings included:

On at 8:45 AM two ‘comfort kit’ boxes
were found in the unlocked refrigerator , located
in an area accessible to residents, controlied
medications for Residents #1 and 2 in red
cardboard boxes. Inside of the red boxes
contained , Prochorperazine,

s | s . Also observed was
a clear bag and a separate medication bottle with

, 0mg | , ineach, and a

medication bottle labeled for Resident #1.

at 10:00 AM the Administrator stated that
the hospice provider put the medications, and
that they though it did not need to be locked up.

Class Il
58A-5.0191(4) FAC Training - !

“)

ADBS

A082
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!
[ ). Pursuant to section

381.0035, F.8., all facility employees, with the
exception of employees subject to the
requirements of section 456.033, F.8., must
complete a one-time education course on
and , Including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection (12), of
this rule.

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

and and
Acquired L ) training
within 30 days of employment for one out of three
{C) sampled staff.

Findings included:

Review of personnel files reveated no
documentation of training for Staff C hired
on

On at 2:30 PM after review of file the
Administrator acknowledged Staff C did not have
the  training.

Class Ili

58A-5.0191(7) FAC Training - Nutrition & Food
Service

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

A082

A08S
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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 record review and interview the facifity
failed to provide documentation of two hours
nutrition training for two out of three (B, and C)
sampled staff.

Findings included:

Record review of Staff B's personnel file
documented nutrition training dated to

. Staff B's personnel . Staff C's file had no
documentation of the nutrition training.

On at around noon, Staff B was observed
assisting hospice resident with feeding. On

Staff C was observed assisting with
serving resident there meal.

On at 3:00 PM the Administrator
acknowledge the nutrition trainings were not
updated.

Class Ili

58A-5.024(1) FAC Records - Facifity
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The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
tegally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily avaﬂab!e to access the data and produce
the For of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

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

1. Date of admission, the facility or place from
which the resident was admitted, and #
applicable, a notation indicating that the reslden(
was admitted with a ,

2. Date of discharge, reason for dlscharge and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to Rule 58A-5.025,
F.A.C. If the resident dies while in the care of the
facitity, the log must indicate the date of

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

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as

A180
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described in Rule 58A-5.026, F.A.C., that must
be readily available by facility staff.

{e) The facility’s Hability insurance policy required
in Rule 58A-5.021, FAC;

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

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 58A-5.0181, F.A.C.
{h) If the facility advertises that ut provtdes special
care for persons with or
related .acopyof all such facility
advertisements as required by Section 429.177,
F.8.

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

{j) Alt food service records required in Rule
58A-5.020, F.A.C., including menus planned and
served and county health department inspection
reports. Facilities that contract for food services,
must include a copy of the contract for food
services and the food service contractor's license
or certificate to operate,

{k} Al fire safety inspection reports issued by the
iocal authority or the State Fire Marshal pursuant
to Section 429.41, F.S., and Rule Chapter
B89A-40, F.A.C., issued within the last 2 years.

{) Al sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 84E-12, FAC,,
igsued within the last 2 years.

{m) Pursuant to Section 428.35, F.8., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.
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{n) The facility's resident elopement response
policies and procedures.

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

{p) For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
58A-5.029, 58A-5.030 and 58A-5.031, F.AC,,
respectively.

This Statute or Rule is not met as evidenced by:

42023( & ) F8; 58A-5.0241 FAC Risk
Mgmt & QA; Adverse Incident Report

429.23 internal risk management and quality
assurance program; adverse incidents and
reporting requirements.-

{1} Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.

{2} Every facility licensed under this part is
required to maintain adverse incident reports. For
purposes of this section, the term, “adverse
incident” means:

{a} An event over which facility personnel could
exercise control rather than as a result of the
resident's condition and results in:

2. or ,
3. Permanent
4. or

damage;

of bones or joints;

A180

A185
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5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;

6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due to the incident rather than the
resident ' s condition before the incident; or

7. An event that is reported to law enforcement or
its personnel for investigation; or

{b) Resident elopement, if the elopement places
the resident at risk of harm or injury.

{3} Licensed facilities shalt provide within 1
business day after the occurrence of an adverse
incident, by electronic mail, facsimite, or United
States mail, a preliminary report to the agency on
all adverse incidents specified under this section.
The report must include information regarding the
identity of the affected resident, the type of
adverse incident, and the status of the facility's
investigation of the incident.

(4) Licensed facilities shali provide within 15
days, by electronic matl, facsimile, or United
States mai, a full report to the agency on alt
adverse incidents specified in this section. The
report must include the resuits of the facility's
investigation into the adverse incident.

{6) . neglect, or must be
reported to the Department of Children and
Families as required under chapter 415.

{7} The information reported to the agency
pursuant to subsection {3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shail
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to disciplinary action, in which
case the provisions of s. 456.073 apply. The
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agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
s. 456.073 apply.

{8) If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonabie belief
that conduct by a staff member or employee of a
ficensed facility is grounds for disciplinary action
by the appropriate board, the agency shali report
this fact to such reguiatory board.

{9} The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10) The Department of Elderly Affairs may adopt
rules necessary o administer this section.

58A-5.0241 Adverse Incident Report.

{1} INITIAL ADVERSE INCIDENT REPORT. The
preliminary adverse incident report required by
Section 429.23(3), F.S., must be submitted within
1 business day after the incident pursuant to Rule
59A-35.110, F.A.C., which requires ontine
reporting.

{2) FULL ADVERSE INCIDENT REPORT. For
each adverse incident reported in subsection (1)
above, the facility must submit a full report within
15 days of the incident. The full report must be
submitted pursuant to Rule 59A-35. 110, FAC,,
which requires onfine reporting.

This Statute or Rule is not met as evidenced by:
AHCA Form 3020-0001
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Based on record review and interview, the facility
failed to report within 1 business day after the
occurrence of the adverse incident and a full
report within 15 days to the agency including the
results of the facility'’s investigation into the
adverse incident for one out of seven (Resident
#7) sampled residents.

Findings included:

On hospital record showed that hospital record
showed Resident #7 was admitted to hospital on

from the facility, transported by
emergency medical services ( , diagnosed
witha | resulting from a

On at 12:08 PM the Staff C stated,
"Resident #7 probably had before coming
here. She was always complaining of , in her
bones and

On at 12:35 PM Staff B stated, "Resident
#7 never in the facility. Her __ failed and
never got to the floor because there's always
someone next to her. the administrator and |
were working that day. The administrator was on
her side and | was preparing the lunch with
everyone. She  on top of the administrator and
he placed Resident #7 on the seat and i ran to
help her. She never stated that shewas in, .
That day her son came and saw her she was fine.
When the . came the next morning, she
started to complainof .. . The p
recommended {o take her 1o the hospital.”

A review of the incident report database found no
incidents filed by the facility with the last two
years.
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