Agency for Health Care

PRINTED: 10/29/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11953392

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

R
10/14/2019

NAME OF PROVIDER OR SUPPLIER

LEE RESIDENCE

WEST PALM BEACH, FL 33415

STREET ADDRESS, CITY, STATE, ZIP CODE
6260 GUN CLUB ROAD

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 x6)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)

{A000)|

(A 026}
s5=8

Initial Comments.

An unannounced revisit to the abbreviated
relicensure survey was conducted on

at Lee Residence. The facility had uncorrected
deficiencies identified at the time of the survey.

58A-5.0182(2) FAC Resident Care - Social &
Leisure Activities

(2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in
social, recreational, educationat and other
activities within the facility and the community.
(8) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident's needs, abilities, and interests.
(b} The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facitity must demonstrate residents' participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facitity,

{c) Scheduled activiies must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the
television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose to attend day
programs conducted at adult day care centers,
senior centers, mental heaith centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in common areas where residents

A 000}
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with the manager,

Monday,

Class

58A-5.0182

{A 028} | Continued From page 1

normally congregate.

(d) If residents assist in planning a special activity
such as an outing, seasonat festivity, or an
excursion, up to 3 hours may be counted toward
the required activity time.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review it was determined the facility faifed to
ensure the activities calendar was maintained in
an up-to-date manner and located in an area
where residents congregate.

The findings included:

During observational tour of the facility conducted

on beginning at

approximately 10:00 AM, the activity calendar
{which is a large dry erase board located in the
haliway just outside of the resident's rooms) was
reviewed and a picture was obtained. The
manager acknowledged this calendar was dated
one day ahead for the entire month (for example:

. was noted as ). The

manager could not provide an explanation as to
why this previously identified concern had not
been corrected. He also acknowledged this
hallway is not an area where resident congregate.

{A032)) 58A-5.0182(8) FAC; 429.41(1)(a)3 & 3.¢)
88=D| Resident Care - Elopement Standards

(8) ELOPEMENT STANDARDS,

{a)

at Risk for it

All residents assessed at risk for elopement or
with any history of elopement must be identified

{A026)
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so staff can be alerted to their needs for support
and supervision, All residents must be assessed
for risk of elopement by a heaith care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 58A-5.0181(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to section 415.105 or
415.1051, F.S., is exempt from this requirement
for up to 30 days.
1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 58A-5.0181(10)(a) or {c),
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all times.
2. The facility must have a photo identification of
at risk residents on file that is accessible to alt
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being

at risk for it o
admission, The photo identification may be
provided by the facility, the resident, or the
resident’s representative.
{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. Ata
minimum, the policies and procedures must
provide for:
1. Animmediate search of the facility and
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premises,
2. The identification of staff responsible for

ing each part of the
response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,
4. The continued care of all residents within the
facitity in the event of an elopement.
{c} Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to sections 429.41(1)(a)3. and
429.41(1)(1), E.S.

429.41(1)(2)3 & 3(),FS
3. Resident elopement requirements.-Facilities
are required to conduct a minimum of two
resident elopement prevention and response
drills per year. All administrators and direct care
staff must participate in the drills which shait
include a review of procedures to address
resident elopement. Facilities must document the
implementation of the drills and ensure that the
drills are conducted in a manner consistent with
the facility's resident elopement policies and
procedures.

(1) The establishment of specific policies and

procedures on resident elopement. Facilities shail

conduct a minimum of two resident elopement
drills each year. All administrators and direct care
staff shall participate in the drills. Facilities shall
document the drills.

This Statute or Rule is not met as evidenced by:
Based on interview and record review it was
determined the facility failed to conduct a
minimum of two resident elopement prevention
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and response drills per year. Alt administrators
and direct care staff must participate in the drills
which shall include a review of procedures to
address resident slopement. Facilities must
document the implementation of the drills and
ensure that the drills are conducted in a manner
consistent with the facility's resident elopement
policies and procedures for a census of &
residents.

The findings included:

During interview and record review conducted
with the manager, on beginning at
approximately 10:18 AM, he provided the
elopement binder for review. He acknowledged
the most recent elopement drill that was located
in this binder was dated {picture
obtained). He acknowledged no other elopement
drill documentation could be located. Staff Awas
asked on at approximately 10:40 AM if
she had participated in any elopement drilis since
(date of last abbreviated relicensure

inspection). She responded that she had not
participated in any elopement drills. Staff B was.
asked on at approximately 10:50 AM if
she had participated in any elopement drills since

{date of last abbreviated relicensure
inspection). She replied that she had not
participated in any elopement drills.

Class It

58A-5.019(3) FAC Staffing Standards - Levels

(3) STAFFING STANDARDS.

{a) Minimum staffing:

1. Facilities must maintain the following minimum
staff hours per week:

{A032)
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Number of Residents, Day Care Participants, and
Respite Care Residents  Staff Hours/Week
0-5 168

212
16-25 253
26-35 204
36-45 335
46-55 375
56-85 416
66-75 457
76-85 488
86-95 539
For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week.
2. Independent living residents, as referenced in
subsection 58A-5.024(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personat,
timited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
3. Atleast one staff member who has access to
facitity and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facitity administrator, manager or other staff are
absent from the facility.
4. In facifities with 17 or more residents, there
must be at least one staff member awake at alt
hours of the day and night.
5. A staff member who has completed courses in
First Aid and B
{ )and holds a currently valid card
documenting completion of stich courses must be
in the facility at alf times,
a. Documentation of attendance at First Aid or

{A079)
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courses pursuant to subsection
58A-5.0191(5), F.A.C,, satisfies this requirement.
b. Anurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part Hil, F.8., is
considered as having met the course
requirements for both First Aid and
6. During periods of temporary absence of the
administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is at least | . Mmust be
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a faclity for a consecutive period of
21 days or more, or for a total of 60 days within a
calendar year, without being an administrator or
manager.
7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours reguirement.
8. The administrator or manager's time may be
counted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facility's staffing schedule.
9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
(b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
facilities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with

{A079)
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the residents' scheduted and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 58A-5.0182,
FAC.
{c} The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facility
must make the daily work schedules of direct
care staff available to residents or their
representatives.
{d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph {a) are not met. The
facility must immediately increase staff above the
minimum levels established in paragraph (a}, if
the agency determines that adequate supervision
and care are not being provided to residents,
resident care standards described in rule
58A-5.0182, F.A.C., are not being met, or that the
facitity is failing to meet the terms of residents’
contracts. The agency will consult with the facility
ini and residents ing any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter
68A-40, F.AC., until such time as the local fire
safety authority informs the agency that fire safety
requirements are being met.
1. When additional staff is required above the
minimum, the agency wili require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved to meet
resident service needs. The plan will be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet resident
needs.

{A079)
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residents.

foliows:

2 .

The findings included:

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the facility wili no
fonger be required to maintain a plan with the

{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facilities holding a limited mental heaith,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 58A-5.029,
58A-5.030 or 58A-5.031, F.A.C., respectively.

This Statute or Rule Is not met as evidenced by:
Based on interview and record review, it was
determined the facility failled to maintain a written
work schedule that reflects its 24-hour staffing
pattern for a given time period for a census of 5

During interview and record review conducted
with the manager, on
approximately 10:20 AM, and he acknowledged
the only written work schedule that reflects the
facitity's 24-hour staffing patter were dated as

beginning at

{no year noted)

The manager stated those were the only two
written work schedules for staff that he could
iocate. He could not provide an explanation as to
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why no other written work schedules for staff
could be located. (pictures obtained)

Class Ili

58A-5.026(2) FAC Emergency Plan Approval

(2) EMERGENCY PLAN APPROVAL. The plan
rmust 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
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

{b}) A new facllity 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
ticense.

{c} The facility must review its emergency
management plan on an annual basis. Any
substantive changes must be submitted to the
focal 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 inis ive authority for
management plans prepared by assisted tiving
facilities.

{e) Any plan approved by the local emergency

{A079)
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Continued From page 10

management agency is considered to have met
all the criteria and conditions established in this
rule.

This Statute or Rule is not met as evidenced by:
Based on interview and record review it was
determined the facility failed to maintain a current
CEMP (Compl 1sive Emergency

Plan) that had been submitted and approved by
the local emergency management agency.

The findings included:

During interview and record review conducted
with the manager, on beginning at
approximately 9:45 AM, he was asked to provide
a copy of the facility's CEMP approval letter, He
was unable to locate this documentation. The
manager called the Administrator {who happened
to be out of town and taking care of personal
business) on beginning at approximately
9:50 AM. The Administrator explained the
faciity's CEMP had been submitted to the local
emergency management agency and that she
was informed they were running approximately 2
weeks behind schedule. Review of the
submission letter that accompanied the CEMP
was dated {picture obtained).

The last approved CEMP was reviewed and
revealed that it was submitted to the county on

. The facility has had substantial
changes and therefore required to submit the
CEMP for current approval.

Class i

{A181)
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Continued From page 11

58A-5.036 FAC Emergency Environmentat
Control

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

ion that require ication of its

systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the local emergency management
agency for review and approval.
{3) APPROVED PLANS.
{a) Each assisted living facility must maintain a
copy of its approved plan in a manner that makes
the plan readily available at the licensee's
physical address for review by a legally

{A200)
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authorized entity. If the plan is maintained in an
electronic format, assisted living facility staff must
be readily available to access and produce the
plan. For purposes of this section, "readily
available” means the ability to immediately
produce the plan, either in electronic or paper
format, upon request.
{b} Within two (2) business days of the approval
of the plan from the locat emergency
management agency, the assisted living facility
shail submit in writing proof of the approval to the
Agency for Health Care Administration.
{c} The assisted living facility shafl submit a
consumer-friendly summary of the emergency
power plan to the Agency. The Agency shall post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on its website within ten
{10) business days of the plan's approval by the
iocal emergency management agency and
update within ten (10) business days of
implementation.
{4} IMPLEMENTATION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than

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

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

{A200)
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construction, delivery of ordered equipment,
zoning or other regulatory approvat processes will
oceur beyond the initial extension date, the
assisted living facility may request a waiver
pursuant to Section 120.542, F.S.

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

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

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

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

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

{d) Each new assisted living facility shall
implement the plan required under this rule prior
to obtaining a license.
{e) Existing assisted living facifities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment

{A200)
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affecting the assisted living facility's compliance
with this rule shall implement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishment, renovations or
reconstruction.
{f) The Agency for Health Care Administration
may request cooperation from the State Fire
Marshal to conduct inspections to ensure
implementation of the plan in compliance with this
rule.
{5) POLICIES AND PROCEDURES.
{a) Each assisted living facility shalt develop and
implement written policies and procedures to
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuet
required for the operation of the alternate power
source. The procedures shall ensure that
residents do not experience complications from

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

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

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

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

{b) Each assisted living facility shalf maintain the
written policies and procedures in a manner that
makes them readily available at the licensee's
physical address for review by a legally

{A200)
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authorized entity. If the policies and procedures
are maintained in an electronic format, assisted
fiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c} The written policies and procedures must be
readily available for inspection by each resident;
each resident's legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by
taw.
{6) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by Chapter 429,
Part i, F.S., or Chapter 408, Part I, F.S.,
including, but not limited to, license revocation,
ficense suspension, and the imposition of
administrative fines.
{7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN.
(a) Assisted living facilities whose comprehensive
planis to it
must comply with this rule.
{b} Each facility whose plan has been approved
shail submit the plan as an addendum with any
future submissions for approval of its

plan.

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

i for electronic ication has
been granted, each resident and the resident's
iegal representative:
1. Upon submission of the plan to the focal

{A200)
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assisted living facility.

determined the facility

The findings included:

with the manager, on

business) on

emergency management agency that the plan
has been submitted for review and approval;
2. Upon final implementation of the plan by the

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

This Statute or Rule is not met as evidenced by:
Based on interview and record review it was

failed to maintain a current

EECP (Emergency Environmental Control Plan)
that had been submitted and approved by the
focal emergency management agency.

During interview and record review conducted

beginning at

approximately 9:45 AM, he was asked to provide
a copy of the facility's EECP approval letter. He
was unable to locate this documentation. The
manager called the Administrator {who happened
to be out of town and taking care of personal

beginning at approximately

9:50 AM. The Administrator explained the
facitity's EECP had been submitted to the local
emergency management agency and that the
facility's consultant may have more information
with him. The manager was asked where the
EECP is maintained. He did not know how to
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access this information/plan. An ohservation of
the generator was conducted with the manager
{at this time). Alarge (permanently affixed
generator with a heavily rust taden exterior was
observed mounted on a concrete ,
Class Il
AHCA Form 3020-0001
STATE FORM am 869812 #f continuation sheet 21 of 21




