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Initial Comments.

An unannounced Complaint Investigation
#2021002400 was conducted from 12021,
Saint Mary's Home had deficient practice found
during the visit.

429.26(. ) FS; 59A-36.006(2) FAC Admissions ~
Health Assessment

429.26

{5) Each resident must have been examined by a
ticensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
the facifity, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner ' s formoron a
form adopted by agency rule. The medicat
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shall use the information
contained therein to assist in the determination of
the appropriateness of the resident " s admission
to or continued residency in the facility. The
medical examination form may only be used to
record the practitioner ' s direct observation of the
patient at the time of examination and must
include the patient ' s medical history. Such form
does not guarantee admission to, continued
residency in, or the delivery of services at the
facitity and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident ' s admission to
or continued residency in the facility. The medical
examination form, reflecting the resident’ s
condition on the date the examination is
performed, becomes a permanent part of the
facliity ' s record of the resident and must be

A0DC

AC08

made available to the agency during inspection or
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Continued From page 1

upon request. An assessment that has been
threugh the Comp i
Assessment and Review for Long-Term Care
Services (CARES) Program fulfills the
requirements for a medical examination under
this subsection and s. 429.07(3)(b)6.
{6) Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical personnel within
30 days before placement in the facility. The
ination must include an of the

appropriateness of placement in a facitity. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the

ivi has been by a p! iatrist,
clinical psychologist, clinical social worker, or
L, nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitted to the facllity.
An i upon discharge from a
state mental hospital meets the requirements of
this ion refated to appropri: for
placement as a8 mental health resident provided
that it was completed within 90 days prior to
admission to the facility. The Department of
Children and Families shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
her responsibilities under subsection (1). Further,
Department of Children and Families personnel
shail explain to the facility operator any special

A008
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needs of the resident and advise the operator
whom to call should problems arise. The
Department of Children and Families shall advise
and assist the facility administrator when the
special needs of residents who are recipients of

. e require such
assistance.

59A-36.006
(2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a

~to- medical examination completed by a
health care provider as specified in either
paragraph (a) or (b} of this subsection,
{a) A medical examination completed within 60
calendar days before the individual's admission to
a facility pursuant to section 429.26(4), F.S. The
examination must address the following:
1. The physical and mental status of the resident,
including the identification of any health-refated
problems and functional limitations,
2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living,
3. Any nursing or ., services required by the
individual,
4. Any special diet required by the individual,
5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication,
6. Whether the individual has signs or symptoms
of s

PN . or any other
communicable , which are likely to be
transmitted to other residents or staff,
7. A statement on the day of the examination that,
in the opinion of the examining health care
provider, the individual's needs can be metin an
assisted living facility; and,
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8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
provider. The medical examination may be
conducted by a health care provider licensed
under chapter 458, 458 or 464, F.S.

{b) A medical examination completed after the
resident’s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Faciiities, . which is
incorporated by reference and avaifable online at:
hitp/iwww.firules.ol asp?No
=Ref-09170. Faxed or electronic copies of the
completed form are acceptable. The form must
be completed as instructed.

1. ltems on the form that have been omitted by
the health care provider during the examination
may be obtained by the facility either orally or in
writing from the health care provider.

2. Omitted information must be documented in
the resident’s record. Information received orally
must include the name of the health care
provider, the name of the facility staff recording
the information, and the date the information was
provided.

3. Electronic documentation may be used in
place of completing the section on AHCA Form
1823 referencing Services Offered or Arranged
by the Facliity for the Resident. The electronic
documentation must include all of the etfements
described in this section of AHCA Form 1823.
(¢} Any information required by paragraph (a),
that is not contained in the medical examination
report conducted before the individual's
admission to the facility must be obtained by the
administrator using AHCA Form 1823 within 30
days after admission.
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{d) Medical examinations of residents placed by
the department, by the Department of Children
and Familles, or by an agency under contract with
either department must be conducted within 30
days before placement in the facllity and recorded
on AHCA Form 1823 described in paragraph (b).
{e) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
section 429.26, F.S. and this rute.
{fy Any orders issued by the health care provider
conducting the medical examination for
medications, nursing, therapeutic diets, or other
services to be provided or supervised by the
facility may be attached to the heaith
assessment. A health care provider may attach a
DH Form 1896, Florida
Form, for residents who do not wish

p . to be administered
in the case of or . .
{g) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Famifies pursuant to section 415.105 or
415.1051, F.8,, is exempt from the examination
requirernents of this subsection for up to 30 days.
However, a resident ascepted for temporary
emergency placement must be entered on the
facility's admission and discharge log and
counted in the facifity census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

A008
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Continued From page 5

Based on record review and interviews, the
facility placed three of four residents at-risk by
failing to ensure properly completed Agency for
Health Care Administration Health Assessments
(#5, 48 & #12).

Findings:

1. Resident #5's file contained a date of
admission of . Resident #5's Agency for
Health Care Administration Health Assessment
form (1823) did not contain the physician's
signature.

2. Resident #8's file contained a date of
admission of . Resident #8's 1823 form
did not contain the physician's signature.

3. Resident #12's file contained an 1823 form
without the physician’s signature.

at 2:35 PM, the administrator
stated he thought the forms were completed.

Class lli

59A-36.007(6) FAC; 428.28( ) FS429.27
Resident Care - Rights & Facility Procedures

59A-36.007

{8) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a}) A copy of the Resident Bill of Rights as
described in section 429.28, F.8., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to rule
59A-36.006, FA.C.

A008
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{b} In accordance with section 429.28, F.S_, the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to aflow
residents to recommend changes to facility
policies and procedures, The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c} The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; . Rights Florida,
1(800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
(d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to rute 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , heglect, and

6. Admini and h

and requirements;

7. control, sanitation, and universal
precautions; and,

8. The requirements for coordinating the delivery
of services to residents by third party providers.

A030
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{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident’s right to unrestricted and private
communication, pursuant to section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents, For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

{0} In addition to the requirements of section
429.41(1){k). F.S., the use of physical

by a facility on a resident must be reviewed by the
resident’s physician annually. Any device,
including half-bed rails, which the resident
chooses to use and can remove or avoid without
assistance, is not considered a physical

429.28 Resident bill of rights.-

{1} No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facifity shail have the right to:

{a) Live in a safe and decent living environment,
free from and neglect.

{b) Be treated with consideration and respect and
with due recognition of persenat dignity,
individuality, and the need for privacy.
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{c} Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, 50 as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

{d) Unrestricted private communication, including
receiving and sending unopened

[ access to a and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions fo extend visiting hours for
caregivers and out-of-town guests, and in other
simifar situations.

{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
autonomy, and interaction within the community.
{fy Manage his or her financial affairs unless the
resident or, if appficable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facitity to provide safekeeping for funds as
provided in s, 429.27.

{g) Share a room with his or her spouse if both
are residents of the facility.

{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.

{i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.

() Assistance with obtaining access to adequate
and appropriate health care. For purposes of this

A030
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paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making .,
for health care services, the provision of or
arrangement of transportation to health care

. , and the performance of health
care services in accordance with s. 429.255
which are consistent with established and
recognized standards within the community.
(k) At least 45 days' notice of relocation or
termination of residency from the facifity unless,
for medicat reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. in the
case of a resident who has been adjudicated
mentally s , the guardian shall be
given at least 45 days’ notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident’s legal
representative. The notice must state that the
resident may contact the State Long-Term Care
Ombudsman Program for assistance with
relocation and must include the statewide toll-free
telephone number of the program. in order for a
facitity to terminate the residency of an individual
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.
{) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facifity shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and

A030
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advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.
{2) The administrator of a facility shall ensure that
a written notice of the rights, . .and
prohibitions set forth in this part is posted ina
prominent place in each facllity and read or
explained to residents who cannot read. The
notice must include the statewide toli-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Hotline operated by the
Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a focal
fong-term care ombudsman councll, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retafiatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access to a telephene to
call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Elder
Hotline operated by the Department of
Children and Families, and . Rights
Florida.

429.27 Property and personal affairs of
residents.-

{1){a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her rcommate; and, whenever
possible, unless the resident is adjudicated

or under state faw,

A030
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managing his or her own affairs.

(b} The admission of a resident to a facility and
his or her presence therein shall not confer on the
facitity or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shail
such admission or presence confer on any of
such persons any authority or responsibility for
the personat affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observations, interviews and record
reviews, the facility threatened the physical and
emotional heaith, safety and security of 12 of 12
residents by failing to provide and follow a
protocol related to prevention of COVID-19 s
and failing to provide residents a safe and decent
fiving environment (#1, 2, 3,4, 5,6, 7, 9,10, &

Findings:

1. On at 1:05 PM, residents were
observed not wearing masks either inside or
outside of the facility. Residents did not sign in or
out, and residents were not screened by staff
when re-entering the facility. Upon entering the
building, staff did not screen or questioned the
Agency for Health Care Administration (AHCA)
surveyor about prior exposure, did not offer
sanitizer, and did not ask who the surveyor was
visiting. Residents were seen sitting outside,
smoking, aff within 2 to 3 of one another.
Residents observed inside did not follow any type
of social distancing.

A030

On at 1:30 PM, the administrator was
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asked about his control protocol. The
administrator stated, "We don't have anyone
positive, so we don't have to do that stuff.”

On at 1:45 PM, residents came and
went freely from the facility without signing in or
out and were not screened upon their re-entry.
Residents failed to social distance and did not
have access to sanitizer or masks. The
administrator wore a mask but when not near
staff, he removed the mask. The AHCA
representative and three [ocal Heaith Department
representatives entered the building, and none
were screened.

On at 12:30 PM, staff B stated they do
not have a sign in and out policy for residents.

2. On at 2:25 PM, resident #8 stated
they can come and go as they want without
signing in or out. Resident #8 stated he likes to
go out to eat. Resident #8 was not wearing a
mask or social distancing. He ate from a bag with
the logo of a supermarket on the outside of the
bag.

3. On at 11 AM, resident #12's case
manager stated she had found resident #12 was
being cared for at a local hospital and had tested
positive for COVID-19. At 11:10 AM via
telephone, resident #12's sister stated the
resident was being treated for COVID-18 and a
proken bone in her .

On at 11:30 AM, the administrator
stated he had spoken to resident #12's sister on

and had been told resident #12 was
being treated for COVID-18. The administrator
was asked why he had not shared that

A030

information. The administrator had no
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explanation.

On at 10:41 AM, the Wellness
Coordinator of a state licensed rehabilitation
facitity confirmed resident #12 had been treated
for COVID-18.

Class Ili

59A-36.008(6) FAC Medication - Storage and
Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate 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
iocked 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
facility must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is and dos

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

A030

A055
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habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or
6. The faciiity's rules and reguiations require
central storage of medication and that policy has
been provided to the resident before admission
as required in rule 59A-36.006, F.A.C.
{c} Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

fol , except that a
requiring refrigeration must be kept
Refrigerated medications must be secured by
being kept in & 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
pill-organizers, assisting with self-administration
of or inisteri ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed,
{d) Medication that has been discontinued but
has not expired must be returned to 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 retum ail

ADBS
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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).
{fy 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.
{0) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs fo the di i
pharmacy pursuant to rule 64B16-28.870, FA.C.

This Statute or Rule is not met as evidenced by:
Based on observations, interviews and record
review, the facility placed the resident population
at-risk by failing to properly secure discarded
medication as outlined in the regulation.

Findings:

1. On at 2:24 PM, during an inspection
by the local Health Department, two bottles of
medication in an unsecured lower leve! cabinet in
the kitchen were seen. The medications were
identified as .

2:26 PM, the administrator stated he had no idea
how the medication got into the cabinet, He went
into his office and brought boxes with
prescription labeling for current residents #4 and
#12. Review of medication observation records
for residents #4 and #12 revealed that these

ADBS

medications were currently being used by the
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residents.

2. On at 2:45 PM, with the Health
Department representative, 15 pre-packaged
medications were found in an unsecured hallway
finen closet. At 2:55 PM, the administrator stated
it was "old” medication, and he did not know what
fo do with it. The administrator stated he did not
have a way of getting rid of it.

Review of the medications revealed that some of
the medication belonged to residents #2, #5 and
#6, and two discharged residents, #13 and #14.

Review of medication observation records for
residents #2, #5 and #6 revealed that the
medication had been discontinued in the
2020.

of

Review of the admission and discharge log
revealed that resident #14 was discharged on

. No discharge date could be found for
resident #13.

On at3 PM, the administrator was
advised to talk with his pharmacy or local fire
department about discarding of unused
medication.

Class Il

429176 FS; 429.52(  ),59A-36.01(1) FAC
Staffing Standards - Administrators

429.176 Notice of change of administrator.-if,
during the period for which a license is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 80 days

ADBS
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that the new administrator meets educational

il nts and has the
core educational requirements under s. 429.52. A
facility may not be operated for more than 120
consecutive days without an administrator who
has completed the core educational
requirernents.

429.62
{4} A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Failure to do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in 5. 429.19.

ini: licensed in act with part Il
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.
{5} Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years,

59A-36.010

{1) ADMINISTRATORS. Every facility must be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facifity including the management of atl staff
and the provision of appropriate care to alt
residents as required by chapters 408, part I,
429, part |, F.S., and rule chapter 58A-35, FA.C,,
and this rule chapter.

{a) An administrator must:

1. Beatleast .

2. If employed on or after , .
have, at a minimum, a high schooi diploma or
GED.;

3. Be in compliance with Level 2 background
screening requirements pursuant fo sections

AD077
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408.809 and 428.174, F.S;
4. Complete the core training and core
competency test requirements pursuant to rule
59A- 36 011, F.A.C., no later than 80 days after
as a facility i
Admmnstrators who attended core training pnor o
, are not required to {ake the
competency test unless specified sisewhere in
this rule; and,
5. Satisfy the continuing education requirements.
pursuani to rute 59A-36.011, F.A.C.
who are not in compli; with

these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the depariment.
{b} In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraph (1){a)4. of this rule, to temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.A.C,; and,
2. Complete ail additional training requirements if
the facility maintains ficensure as an extended
congregate care or limited mental heaith facility.
{c} Administrators may supervise a maximum of
either three assisted fiving facilities or a group of
facilities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facitity. However, an

supervising a d of three
assisted living facilities, each licensed for 16 or
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Continued From page 19

fewer beds and all within a 15 mile of each
other, is only required to appoint two managers to
assist in the operation and maintenance of those
facilities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test
requirements, and continuing education
requirements as an administrator pursuant to
paragraph (1){a) of this rule. Managers who
attended the core training program priorto |

. are not required to take the
competency test unless specified elsewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facility, except
as provided in paragraph (1)(c} of this rule, and
may not , serve as an administrator
of any other faciiity.
{e) Pursuant to section 429.176, F.S., faciiity
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator
form, AHCA Form 3180-1006, , which
is incorporated by reference and available online
at:
hitp:/iwww. firules.ol asp?No
=Ref-08393.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 1 of 2 staff had
documentation of all the required elements of
being a CORE trained administrator
{administrator).

Findings:

Review of the administrator's file contained the

AD077

initial date of hire of administrator as

AHCA Form 3
STATE FORM

20-0007

s

FTOHTT

f continuation sheet 20 of 58




PRINTED: 03/10/2021

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11943128 R ———— 02/19/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
718 W. WINTER PARK STREET
ST MARY'S HOME
ORLANDO, FL 32804
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX. (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
AQ77 | Continued From page 20 AOT7

The administrator's file did not contain the
required documentation of the administrator's
high school diploma.

On at 2:35 PM, the administrator
stated he was unaware of needing to provide a
copy of his high school dipioma.

Class i

A 078 59A-36.010(2) FAC Staffing Standards - Staff AO78
$8=D
(2) STAFF.

{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does 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 heslith care
provider certifying that there is a shortage of

testing materials satisfies the annual

examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a ¢ i . such indivi
must be immediately removed from duties untit a
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written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and experit
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
quatifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 59A-36.011, F.AC.
{d) An assisted living facility Lo
provide setvices to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency 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 interviews, the

A078

facitity fatled to ensure one of two staff had
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Continued From page 22

documentation of having completed the required
annual testing to show they are free of

(B).
Finding:

Review of the staff B's file revealed a date of hire
as . Staff B's file did not contain
documentation of staff B having completed the
required ( )testing.

On at 2:35 PM, the administrator
stated he thought staff B's . testing was
completed. He asked staff B if it had been
completed and stated, "l guess not."

Class i

59A-36.010(3) FAC Staffing Standards - Levels

{3) STAFFING STANDARDS.

{a) Minimum staffing:

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

Number of Residents, Day Care Participants, and
Respite Care Residents Staff Hours/Week
0-5 168
212
16-25 253
26-35 294
36-45 335
46-55 375
56-65 418
68-75 457
76-85 498
86-95 539

For every 20 total combined residents, day care
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participants, and respite care residents over 95
add 42 staff hours per week.
2. Independent living residents, as referenced in
subsection 59A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personat,
{imited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
3. At least one staff member who has access to
facliity 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
facility administrator, manager or other staff are
absent from the facility.
4. In facilities 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 , .
{ }and holds a currently valid card
documenting completion of such courses must be
in the facility at alf times.
a. Documentation of attendance at First Aid or
courses pursuant to subsection
59A-36.011(5), F.A.C., satisfies this requirement.
P. Anurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part ifl, 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 must be
physically present and designated in writing to be
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in charge of the facility. No staff member shall be
in charge of a facility 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 requirement.

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
cperation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facitity's staffing schedule.

9. Only on-the-jeb 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
facitities, 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
the residents' scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 59A-36.007,
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
requirernents of paragraph (a} are not met. The
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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
59A-36.007, F.A.C., are not being met, or that the
faciiity 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 locat fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter
69A-40, F.A.C., 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 wilt 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.
2. When the facility can demonstrate fo the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requiremnents for the facility and the facility wilt no
ionger be required to maintain a plan with the
agency.
() 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 fiving facility or nursing
home minimum staffing ratios.
{f) Facitities holding a limited mental health,
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extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 50A-36.020,
59A-36.021 or 59A-36.022, F A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facility placed all twelve residents at-risk by failing
to maintain a work schedule which reflects the
current 24-hour staffing patterns for staff
assigned to provide care and supervision of
residents.

Finding:

On at 12:40 PM, the administrator was
asked to provide a current week work schedule.
The administrator stated he only has one
employee, staff B. The administrator stated he
has two other employees listed on the
background screening roster, but they do not
provide care at the facility. The administrator
stated he was the only employee on duty. The
administrator stated they currently have twelve
residents.

Review of the work schedule revealed that on
and . staff B was scheduled
to be work from 70 AM fo 3 PM.

Review of the work schedule revealed only 199
hours of direct care coverage of residents, short
of the required 212 hours.

On at 1:50 PM, the administrator was
asked about the location of staff B on

and today, , with the schedule showing
him working from 7 AM to 3 PM. The

AD079

AHCA Form 3

STATE FORM

20-0007

s

FTOHTT

f continuation sheet 27 of 58




Agency for Health Care

PRINTED: 03/10/2021

FORM APPROVED

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

AL11943128

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

02/19/2021

NAME OF PROVIDER OR SUPPLIER

718 W. WINTER PARK STREET

ST MARY'S HOME

ORLANDO,

FL 32804

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

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

o]
PREFIX
e

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

(xe
COMPLETE
DATE

AD079

A 080
$8=0D

Continued From page 27

administrator stated you just missed him, he was
here.

On at 12:30 PM, staff B stated the
schedule was not correct, he only works the
weekends, he would not be at the facility during
the week as it shows.

On at 2:35 PM, the administrator could
not provide any explanation why the schedule
was not properly completed.

Class i

429.62( ) FS; 59A-36.011(1) FAC Training -
Core & Competency Test

429.52
{2) Administrators and other assisted living facility
staff must meet minimum training and education
requirernents established by the agency by rule.
This training and education is intended to assist
facitities to appropriately respond to the needs of
residents, to maintain resident care and facility
standards, and to meet licensure requirements.
{3) The agency, in conjunction with providers,
shail develop core training requirements for
administrators consisting of core training learning
objectives, a competency test, and a minimum
required score to indicate successful passage of
the core competency test. The required core
competency test must cover at least the following
topics:
{a) State law and rules relating to assisted living
facilities.
(b) Resident rights and identifying and reporting
,neglect, and | B
{c} Special needs of elderly persons, persons with
mental iliness, and persons with B
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and how to meet those needs.

(d) Nutrition and food service, including
itation practices for prep: N

storing, and serving food.
{e) icati ping, and
proper technigues for assisting residents with
self-administered medication.
{f} Firesafety requirements, including fire
evacuation drill procedures and other emergency
procedures.
{g) Care of persons with 's and
refated .

59A-36.011
{1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.
(a} The assisted living facility core training

quit nts i
pursuant to section 429.52, F.S., shail consist of
a minimum of 26 hours of training plus a
competency test.
{b) Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the testis 75%. in who
have attended core training priorto ., |
and managers who attended the core training
program prior to . . shall not be
required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with chapter 468,
part i, F.S., are exempt from this requirement.
{c) Administrators and managers shall participate
in 12 hours of continuing education in topics
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related to assisted living every 2 years.

(d} A newly hired administrator or manager who
has successfully completed the assisted living
facitity core training and continuing education
requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must:

1. Retake the assisted living facility core training;
and,

2. Retake and pass the competency test,

{e) The fees for the competency test shall not
exceed $200.00. The payment for the
competency test fee shall be remitted to the entity
administering the test. A new fee is due each time
the test is taken.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
faciiity failed to ensure that 1 of 2 staff had
documentation of all the required continuing
education fraining of being a CORE trained
administrator {administrator).

Findings:

Review of the administrator's file revealed the
initial date of hire was . The file
reflected that he was moved into the
administrator’s role on . The file

the ini CORE
training in 2011. The administrator's file failed to

A08B0
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completed the required 12 hours of continuing
education every two years for the periods of: 2011
to 2013, 2013 to 2015, and 2015 to 2017.

On at 2:35 PM, the administrator
acknowledged the training was not in the file and
that he needed to provide that documentation to
the Agency.

Class Il

429.52(1 & 7} F8; 59A-36.011( ) FAC Training
- Staff In-Service

429.52(1)
{1)Each new assisted living facility employee who
has not previously completed core training must
attend a preservice orientation provided by the
facitity before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a staternent that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee's personnel record.

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule_ Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.
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59A-36.011
(2) STAFF PRESERVICE ORIENTATION.
{a) Facilities must provide a preservice
orientation of at least 2 hours to ail new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
().
{b} New staff must complete the preservice
orientation prior o interacting with residents.
{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.
{d) In addition to topics that may be chosen by
the facHiity administrator, the preservice
orientation must cover:
1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facitity staff:
{a) Staff who provide direct care to residents,
cther than nurses, certified nursing assistants, or
home heaith aides trained in accordance with rule
58A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
cffering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
. .. .. may be used to meet this
requirement.
{b) Staff who provide direct care to residents

A081
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must receive a minimum of 1 hour in-service

training within 30 days of employment that covers

the following subjects:

1. Reporting adverse incidents.

2. Facility emergency procedures including

chain-of-command and staff roles relating to

emergency evacuation.

{c} Staff who provide direct care to residents, who

have not taken the core training program, shall

receive a minimum of 1 hour in-service training

within 30 days of employment that covers the

foliowing subjects:

1. Resident rights in an assisted living faclity.

2. Recognizing and reporting resident .

neglect, and . . The facility must use its
prevention policies and procedures when

offering this training.

(d} Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with rule 59A-8.0095,

F.A.C., must receive 3 hours of in-service fraining

within 30 days of employment that covers the

following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

tiving.

{e) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minimum of 1-hour-in-service training

within 30 days of employment in safe food

handling practices.

{fy All facility staff shall receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty

{30) days of employment.

1. All facility staff shall be provided with a copy of

the facility's resident elopement response policies

and procedures.,

2. All facility staff shall demonstrate an
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understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide documentation of staff having
completed the required pre-service orientation
prior to working with residents for 1 of 2 staff (B),
and 1 of 2 staff completing all of the required
training within the time frames stated in the
regulation (administrator).

Findings:

1. Review of the staff B's file revealed a date of
hire as . Staff B's file did not contain
documentation of staff B having completed the
require pre-service orientation prior to working
with residents.

On at 12:30 PM, staff B stated he was
the only staff member at the facility and generally
works the weekend shift.

2. Review of the administrator’s file revealed a
date of hire as . The administrator's file
did not provide documentation of the
administrator having completed the required
training for the following areas: major incident
reporting, resident rights, and incident reporting.

On at 2:35 PM, the administrator
iooked through the files and confirmed the
required pre-service training was not in staff B's
file, and that the required training for the areas of

A081
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incident reporting was not in the administrator's
file,

Class Ili

58A-36.011(6) FAC 429.52(8), FS Training -
Assis Self-Admin Meds & Med Mgmt

59A-36.011
(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 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.52(6), F.S
prior to assuming this responsibility. Courses
provided in fulfilment of this requirement must
meet the following criteria:
(a} Training must cover state law and rule
requirernents with respect o the supervision,

i 3 inis ion, 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 icati 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 technigues for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

A081
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{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
59A-36.008, 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;
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 heaith care provider or facility
employer of inability to assist in the administration
of such orders;
e. Complete a medication observation 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

by taking the ication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i Assist with B
jUsea, to perform
testing;
k. Assist residents with
and continuous positive airway pressure {CPAP)

, dosage
and

AD084
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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

i with self- ini: cath
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided oniine.
{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

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

429.52

{6) Staff assisting with the self-administration of
medications under s, 429.256 must complete a
minimurm of 6 additional hours of training
provided by a registered nurse or a ficensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by

AD084
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rule the minimum requirements of this training

This Statute or Rule Is not met as evidenced by:
Based on record reviews and interviews, the
facitity placed residents at-risk by failing to ensure
that 2 of 2 staff completed and documented the
required initial training for providing assistance
with the self-administration of medication
{administrator & B).

Findings:

On at 2:15 PM, the administrator
stated that both he and staff B work shifts alone,
and both handle the self-administration of
medication for the residents.

1. Review of staff B's file revealed a date of hire
as - Staff B's file contained an
incomplete certificate for the required 6-hours of
training for the seif-administration of medication.
Staff B's certificate failed to name the instructor
and qualifications.

2. Review of the administrator’s file revealed the
administrator's date of hire as . The
administrator's file provided an incomplete
certificate for the required 6-hours of training for
the self-administration of medication. The
administrator's certificate failed to name the
instructor and qualifications.

at 2:35 PM, the administrator
stated he thought the certification was in his file.

Class Ili

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

AD084
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(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe fiving environment pursuant to

section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electricat and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 429.27, F.8,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a matiress no

iess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. to ensure easy access by the resident,

2. Acloset or wardrobe space for hanging

clothes,

3. A dresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside tamp or fioor

famp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

(e} Facilities must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facitity must be free of tears, stains and must not

be

A152

This Statute or Rule is not met as evidenced by:
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Based on observation and interview the facility
did not ensure 1. it provided a safe living
environment, 2. maintained free of hazards and 3.
ensure that all exiting existing architectural,
mechanical, electrical, and structural systems
and appurtenances are maintained in good
working order pursuant to 429.28(a) FS.

Findings:

On at 12:30 PM, the entry point of the
facility was the rear door on Bryn Mar Street. This
entry point included the sign providing the name
of the facility. The following observation of the
entry point of the facility was made: overgrown

i rusted out air- itioning unit, rat
traps, a stack of rotten lumber, an old serving
cart, old toilets, plastic tubs, trash, old furniture,
boxes of unopened personal protective
equipment (PPE), a pool ladder, coolers, old
mattresses, a homemade storage shed, a
propane tank, roof siding, rotten side boards on
the roof, piles of unidentified debris, uneven
walkway between concrete blocks and wood, and
a car battery.

On at 12:40 PM, the administrator was
asked about the exterior of the building and he
stated he was "trying to clean it up and build a
shelter.” The administrator stated he has a
contract to seli the facility on

On at 1:05 PM, a tour of the interior of
the facility found the following: low level lighting,
furniture covered with sheets, dirty carpet in the
fiving room area, standing water and the smeil of
in the rest room, fack of sanitizer in
the common areas and residents rooms, trash
faying out on the kitchen counter, an odor of
smoke, the facifity was hot {thermostat was set at
AHCA Form 3020-0001
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80 degrees), stains on walls, dirty covering floor
boards in all areas of the facility, all corners
scratched and dented throughout the facllity.

On at 1:30 PM, the administrator was
asked about the low level of lighting, especially in
the foyer, creating a trip hazard. The
administrator got a ladder and tightened the light
bulb. He stated he was, "trying to save money."

Review of the Health Department Inspection on
. marked unsatisfactory, read:

“Employee training documents not available for
inspection, improper storage of meat, open food
items not refrigerated, power line on west side of
the building is within reach of a person touching it,
dust building up on air conditioning units, water
damage in ceiling and closet, missing ceiling tiles,
restrooms had a buildup of black substance,

smeli, shower missing a shower N
infestation of cockroaches, beds are soiled and
missing sheets.”

Review of a prior Health Department Inspection
on . marked unsatisfactory, read:
"Holes in walls and underside of roof,
accumulation of dust and brown substance on
walls, no soap or paper towels in rest rooms,
palmetto bugs and fruit flies throughout the
building, strong smeli of . missing bed
sheets and pillow cases, small box of soiled
diapers, freezer has brown rust, improper meat
storage, pesticides and cleaners stored next to
food, no hot water (corrected on
site/administrator was told to turn the hot water
heater on).

On at 2:35 PM, the administrator
stated the facility has been sold and the closing is

A152
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A1300 Dem Emerg Order 20-011 Visitation A1300
88=D

1. Every facility must continue to prohibit the
entry of any individual to the facility, except in the
following circumstances:

A. Family members, friends, and individuals
visiting residents in end- of-life situations
including any resident enrolled in hospice;

B. Hospice or, care workers caring for
residents in end-of-life situations including any
resident enrolled in hospice;

C. Any individuals or providers giving
necessary health care to a resident, provided that
such individuals or providers: (1) comply with the
most recent Centers for Control and
Prevention (CDC) requirements for personal
protective equipment (PPE), (2) are screened for
signs and symptoms of COVID-18 prior to entry,
and (3) comply with the most recent
control requirements of the CDC and the facility;

D. Facility staff;

E. Facility residents;

F. Attorneys of Record for residents in Aduit
Mental Health and Treatment Facilities or forensic
facilities for court-related matters if virtual or
telephonic means are unavailable;

G. Public Guardians as set forth in chapter
744, Florida Statutes, Professional Guardians as
defined by subsection 744.102(17), and their
professional staff pursuant to subsection
744.361(14), Florida Statutes;

H. Attorneys and their legal staff who are
acting in their capacity as the legal
representatives of residents where (a) the
residents and fawyers are engaged in an active
attorney-client relationships, (b) the visit is related

AHCA Form 3020-0001
STATE FORM aw FTOHT §f continuation sheet 42 of 53



Agency for Health Care

PRINTED: 03/10/2021
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11943128

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

02/19/2021

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

718 W. WINTER PARK STREET

ST MARY'S HOME
ORLANDO,

FL 32804

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

A1300

Continued From page 42

to representation in legat proceedings or in
consultation on legal matters, and {¢} virtual or
telephonic means are unavailable;

1. Representatives of the federal or state
government seeking entry as part of their official
duties, including but not fimited to Long-Term
Care Ombudsman program, representatives of
the Department of Children and Families, the
Department of Health, the Department of Eiderly
Affairs, the Agency for Health Care
Administration, the Agency for Persons with

, a protection and advocacy
organization under 42 U.S.C. §15041, the Office
of the Attorney General, any law enforcement
officer, and any emergency medical personnel;

J. Compassionate care visitors who meet the
following definitions and satisfy the following
criteria;

i. Compassicnate care visitors provide
support, including emotionat support, to help
residents deal with difficult transition or loss,
upsetting events, end-of-life situations, significant
changes (such as recent admission to the
facitity), the need for assistance, cueing or
encouraging with eating or drinking, or emotional
distress or decline.

ii. Regarding compassionate care visitors,
the facility shail:

1. Establish policies and procedures for
fon and utilizations of i
care visitors;

2. Set alimit on the total number of
visitors allowed in the facility based on the ability
of staff to safely screen and monitor visitation;

3. Develop an agreeable schedule in
concert with the residents and visitors, including
evening and weekends, to accommodate work or
childcare barriers;

4. Provide instructionat signage

A1300
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throughout the facility and prevention
and controf education, including education on
proper use of PPE, hygiene, and social
distancing;

5. Designate key staff to support

prevention and control training;

6. Screen compassionate care visitors to
prevent possible introduction ofCOVID-19;

7. Maintain a visitor log for signing in and
out;

8. Monitor visitor adherence to
appropriate use of masks, PPE, and social
distancing, especially for those who may have
difficulty with compliance such as children; and

9. After atternpts to mitigate concerns,
restrict or revoke visitation if the compassionate
care visitor fails to follow prevention and
control requirements or other COVID-19-related
rutes of the facility.

iii. Compassionate care visitors shall:

1. Wear a surgical mask and other PPE
as appropriate. PPE for compassionate care
visitors must be consistent with the most recent
CDC guidance for health care workers;

2. Participate in facility-provided training
on prevention and control, use of PPE,
use of masks, sanitation, and social

i ing, and sign of
of training and to the
facility's prevention and control policies;

3. Compty with facitity-provided
COVID-18 testing, if offered;

4. Visit in the resident’s room or in
facility-designated visitation areas within the
building; and

5. Maintain social distance of at least six

with staff and other residents and fimit
movement in the facility except compassionate
care visitors are not required to maintain social

A1300
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distance from the resident being visited.

. The facility may require compassicnate
care visitors to submit to facility-provided
COVID-18 testing so long as use of testing is
based on the most recent CDC and U.S. Food
and Drug Administration (FDA) guidance.

K. General visitors, i.e. individuals other than
compassionate care visitors, under the criteria
detailed below:

i. To accept general visitors, the facility must
meet the following criteria:

1. Other than in a dedicated wing or unit
that accepts COVID-19 cases from the
community, the facility must have no new
facitity-onset of resident COVID-19 cases in the
previous fourteen (14) days;

2. The facility must have fourteen (14)
days with no new facility-onset of staff COVID-19
cases where a positive staff person was in the
facitity in the ten {10) days prior to the positive
test;

3. Sufficient staff to support
management of visitors;

4. Adequate PPE for staff, ata
minimum;

5. Adequate cleaning and "
supplies; and

6. Adequate capacity at referral hospitals
for the facitity.

ii. General visitors must:

1. Weara mask and perform proper

hygiene;

2. Sign an acknowledgement form noting
receipt and understanding of the facility's
visitation and prevention and control
policies.

3. Comply with facitity-provided
COVID-18 testing, if offered;

4. Visitin a resident's room or other

A1300
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facility-designated area; and
5. Maintain social distance of at least six
with staff and residents, and limit movement
in the facility.
iii. Before aflowing general visitors, the
facifity shail:

1. Set a policy to prohibit visitation if the
resident receiving general visitors is | f
positive for COVID-19 and not recovered {as
defined by most recent CDC guidance), or

for COVID-19;
2. Screen general visitors to prevent
possible introduction of COVID-19;

3. Establish limits on the total number of
visitors allowed in the facility, or with a resident at
one time based on the ability of staff to safely
screen and monitor visitation;

4. Establish limits on the length of visits,
days, hours, and number of visits allowed per
week;

5. Schedule visitors by .., only;

8. Maintain a visitor log for signing in and
out;

7. Immediately cease general visitation if
a resident--other than in a dedicated wing or unit
that accepts COVID-18 cases from the
community--tests positive for COVID- 19, or is
exhibiting symptoms indicating that he or she is
presumptively positive for COVID-19, or a staff
person who was in the facility in the prior ten (10)
days tests posttive for COVID-19;

8. Monitor visitor adherence to
appropriate use of masks, PPE, and social
distancing;

9. Notify and inform residents and their
representatives of any changes in the facility's
visitation policy;

10. Clean and visiting areas
between visitors and maintain handwashing or
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sanitation stations; and

11. Designate staff to support

~prevention and control education of
visitors on use of PPE, use of masks,
sanitation, and social distancing.

. Facitities allowing general visitation shall
enable general visitation as described in either or
both paragraphs 1 and 2 befow:

1. Provide outdoor visitation spaces that
are protected from weather elements, such as
porches, courtyards, patios, or other covered
areas that are protected from heat and sun, with
cooling devices if needed. The provisions of K.(i)
(1) and (2) are not applicable to outdoor visitation.

2. Create indoor visitation spaces for
residents in a room that is not accessible by other
residents, or in the resident's private room if the
resident is bedbound and for health reasons
cannot leave his or her room.

v. Limit the number of visitors per resident at
one time,

vi, Each facility may require general visitors
to submit to facility- provided COVID-19 testing
so long as use of testing is based on the most
recent CDC and FDA guidance.

L. Barbers and beauty salons may resume
services to residents with the following
precautions:

i. Services are permissible only if:

1. Other than in a dedicated wing or unit
that accepts COVID-19 cases, the facility has had
no new facility- onset of resident COVID-19
cases in the previous fourteen (14) days; and

2. Fourteen (14) days have passed with
no new staff COVID-18 cases where a positive
staff person was in the facility in the ten {(10) days
prior to the positive test.

ii. Barbers and salen staff must wear
surgical masks, gloves, practice proper
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hygiene, and follow the same requirements as
compassionate caregivers;

fii. Waiting customers must follow sociat
distancing guidelines;

. Residents receiving services must wear
masks;

v. Services are only provided to facility
residents, not outside clients or guests;

vi. Services may not be provided to a
resident who tests positive for COVID-18 or is
exhibiting symptoms indicating that he or she is
presumptively posttive for COVID-19; and

vii. Service and salon areas must be properly
cleaned and , and equipment must be
sanitized between residents.

2. individuals seeking entry to the facility, under
the above section 1, will not be allowed to enter if
they meet any of the screening criteria listed
below:

A, Any person with COVID-19 who
does not meet the most recent criteria from the
CDC to end isolation.

B. Any person showing, presenting signs or
symptoms of, or disclosing the presence of a

. . . including o .

B , chills,

. .repeated shaking with chills, new
foss of taste or smell, or any other COVID-18
symptoms identified by the CDC.

C. Any person who has been in close contact
with any person(s) known to be with
COVID-18, who does not meet the most recent
criteria from the CDC toend |

3. Al faciliies must require any individual who is
entering the facility and who will have physical
contact with any resident to wear PPE pursuant
to the most recent CDC guidelines. Persons
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without physical contact with any resident must

wear a mask. Al facilities are encouraged to
provide regular COVID-19 testing for staff and
visitors.

4. Any resident leaving the facility temporarily for
medical || or other activities, and any
resident receiving visits from health care
providers, must wear a mask, if tolerated by
that resident’s condition. All residents must be
screened upon retum to the facility.
protection should also be encouraged.

e should be scheduled through the
facility or group home to ensure proper screening
and adherence to ~cantrol measures.

5. All visitors must immediately inform the facility
if they develop a or symptoms consistent
with COVID-19 or test positive for COVID-19
within fourteen (14) days of a visit fo the facility.

6. Documentation showing compliance with the
following requirements must be kept for all
visitation within a facifity:

A. Individuals entering a facility must be
screened. To achieve this purpose, a facility may
use a standardized questionnaire or other form of
documentation.

B. The facility is required to maintain

ion of all ident indivi
entering the facility. The documentation must
contain:
i. Name of the individual entering the facility;
. Date and time of entry; and
. The screening mechanism used by the
facility to conciude that the individual did not meet
any of the enumerated COVID-19 screening
criteria. This documentation must include the
screening employee's printed name and
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signature.

This Statute or Rule is not met as evidenced by:
Based on cbservations, interviews and record
reviews, the facility threatened the physical and
emotional health, safety and security of 12 of 12
residents by failing to provide and follow a
protocol refated to prevention of COVID-19

Findings:

The COVID-19 is a transmissible
that presents severe risk to persons who
are aged, infirm, or suffer from co-
including, but not limited to, system
deficiency, | . . ,and
.. See generaily, Publications of the
Centers for Control,

On , the Governor of the State of
Florida issued Executive Order 20-51 designating
a Public Health Emergency as a result of
COVID-18 and its impact. Pursuant to that
authority, emergency orders have been issued by
the Florida Division of Emergency Management
to implement the protections necessary to assure
the health, safety, and weli-being of Florida's
citizenry, including those most to the
effects of . Among those emergency
orders was DEM Order 20-011, dated

. , delineating minimum screening
standards for persons entering identified
residential facilities.

The Agency for Health Care Administration
{AHCA) has issued guidance and clarification on
DEM Order 20-008 to providers, and on

. . issued an alert notifying nursing homes
that all staff or other individuals admittedto a

A1300
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caregivers must wear gloves when providing
resident care. While the treatment and
rmanagement of residents with

and the implementation of isolation precautions
for such events are a long-standing health care
issues faced by residential facilities, the ease of
contagion and the effects of presented
by COVID-19 mandate that providers exert
meticulous practice and procedure to identify
resident symptoms and take immediate

e e procedures to both assure
appropriate treatment of a potentiafly

resident and protect the remainder of a facility’s
population from the risk of spread of the

On at 1:05 PM, residents were not
wearing masks either inside or outside of the
facitity. Residents did not sign in or out, and
residents were not screened by staff when
re-entering the facility. Upon entering the building,
staff did not screen or questioned the Agency for
Health Care Administration (AHCA}
representative about prior exposure, did not offer

sanitizer, and did not ask who the surveyor
was visiting. Residents were seen sitting outside,
smoking, all within 2to 3 of one another.
Residents observed inside did not follow any type
of social distancing.

On at 12:30 PM, staff B stated they do
not have a sign in and out policy for residents.

On at 2:25 PM, resident #8 stated they
can come and go as they want without signing in
or out. Resident #8 stated he likes to go out to
eat. Resident #8 was not wearing a mask or
social distancing. He ate from a bag with the fogo
of a supermarket on the outside of the bag.
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429.076(1) FS; 59A-36.011(9) FAC LMH -
Training

429.075

{1} To obtain a limited mental health license, a
facility must hold a standard license as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 8 months after receiving a limited mental
heaith ficense, the facility administrator and the
staff of the facility who are in direct contact with
mental health residents must complete training of
no less than 6 hours related to their duties. This
designation may be made at the time of initial
ficensure or relicensure or upon request in writing
by a licensee under this part and part Ii of chapter
408. Notification of approval or denial of such
request shall be made in accordance with this
part, part Il of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.

59A-36.011

{9} LIMITED MENTAL HEALTH TRAINING.

{a) Pursuant to section 429.075, F.S., the
administrator, managers and staff, who have
direct contact with mental health residents in a
ficensed limited mental heaith facility, must
receive the following training:

1. Aminimum of 8 hours of specialized training in
working with individuals with mental health
diagnoses.
a. The training must be provided or approved by
the Department of Children and Families and
must be taken within 8 months of the facility's
receiving a limited mental health license or within
6 months of employment in a limited mental
health facility,

b. Training received under this subparagraph may

AL243

AL243

AHCA Form 3
STATE FORM

20-0007

s

FTOHTT

f continuation sheet 52 of 58




Agency for Health Care

PRINTED: 03/10/2021
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11943128

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

02/19/2021

NAME OF PROVIDER OR SUPPLIER

718 W WIN'
ORLANDO,

ST MARY'S HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

ITER PARK STREET
FL 32804

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

AL243

Continued From page 52

count once for 6 of the 12 hours of continuing

required for admini ors and
managers pursuant to section 429.52(5), F.S.,
and subsection (1) of this rule.
2. A minimum of 3 hours of continuing education,
which may be provided by the ALF administrator,
onling, or through distance learning, biennially
thereafter in subjects dealing with one or more of
the following topics:
a. Mental health diagnoses; and,
b. Mental health treatment such as:
{1} Mental health needs, services, behaviors and
appropriate interventions;
(1) Resident progress in achieving treatment
goals;
{11y How to recognize changes in the resident's
status or condition that may affect other services
received or may require intervention; and,
{ ) Crisis services and the
procedures.
3. For administrators and managers, the
continuing education requirement under this
subsection wili satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to section 428.52(6}, F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shail have up
o & months after the effective date of this rule to
meet the training requirement.
{b) Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility's personnet files. They
must also ensure that copies of the continuing
education training certificates, pursuant to

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
placed residents at-risk by failing to ensure 2 of 2
staff completed the required 6 hours of initial
training related to imited mental health
{administrator & B).

Findings:

1. Review of the administrator's file revealed a
date of hire as . The administrator's file
did not contain documentation of the
administrator completing the required 6 hours of
initial training for limited mental heaith within
6-months of date of hire.

2. Review of staff B's file revealed a date of hire
as . Staff B's file did not contain
documentation of Staff B completing the required
6 hours of initial fraining for fimited mental health
within 6-months of date of hire.

On at 2:35 PM, the administrator
stated the documentation was not in the files.

Class lli

408.809(2a-c) 435.05(2) 59A-35.000(2d-3¢
Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-

(2} Every 5 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
packground screening under chapter 435, each

AL243
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such person must submit to level 2 background
rescreening as a condition of retaining such
ticense or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's |, |
to the Federal Bureau of Investigation for a
national criminal history record check unless the
person's are enrolied in the Federal
Bureau of Investigation's national retained print
notification program. Ifthe | of
such a person are not retained by the
Department of Law Enforcement under s.
943.05(2)(g} and (h}, the person must submit
. electronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the to the Federal Bureau of
Investigation for a national criminal history record
check. The |, shall be retained by the
Department of Law Enforcement under s.
943.05(2)(g) and (h) and ensolled in the national
retained print natification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal history records checks
required by level 2 screening may be borne by
the ficensee or the person . . The
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or
professional ficensure requirements of the
Department of Financial Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 651,
provided that:
{a) The screening standards and disqualifying
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offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;

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

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

435.05 Requirements for covered employees and
employers.-Except as otherwise provided by law,
the following requirements apply to covered
employees and employers:

{2) Every employee must attest, subject to
penalty of perjury, to mesting the requirements
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.

59A-35.090 Background Screening.
{2) Processing Screening Requests, Required
Documents and Fees.
(d) An ion of Compliance with
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by
reference, available at
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-08106, and available from the Agency for
Health Care Administration at:
hitp:/fahca.myflorida.com/MCHQ/Central_Service
d_ i ions_Forms.sht
mi, This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from & pesition that requires
Level 2 screening, and they agree to inform the
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employer immediately if
disqualifying offense.
{e) An administrator or chief financial officer must
be screened and quafified priorto | | o
the position.

(3) Results of Screening and Notification,

{a) Final results of background screening
requests will be provided through the Agency’s
secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is located at:
apps.ahca.myflorida.com/SingleSignOnPortal.
{b} If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unclaimed, a copy of the letter will be sent by
regular mail. Pursuant to section 435.05(1)(d),
F.S., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with section
435.06(3), F.S.

{c} The eligibility results of employee screening
and the signed Attestation referenced in
subsection 89A-35.090(2), F.A.C., must be in the
employee's personnel file, maintained by the
provider.

for any

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to ensure 2 of 2 staff had
documentation of having signed the required
Level 2 background screening attestation form
(administrator & B).

Findings:
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Continued From page 57

1. Review of the administrator's file revealed a
date of hire as - There was
documentation of a Level 2 background screen
completed on . The administrator's
filedid not contain documentation of the
administrator having signed the required signed
Level 2 background screening attestation form.

2. Review of staff B's file revealed a date of hire
as - There was documentation of a
Level 2 background screen completed on

. Staff B's file did not contain
documentation of staff B having the required
signed Level 2 background screening attestation
form.

On , review of the Agency for Health
Care Ad ing web
site revealed the latest screening dates for staff B
as and the administrator as

ion’

On at 2:35 PM, the administrator
iooked through the files and confirmed the
attestation forms were not in the administrator's
or staff B's file.

Unclassified
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