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408.821 FS Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.-
(1} Alicensee required by authorizing statutes
and agency rufe to have a comprehensive

plan must g a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shall
submit its comprehensive emergency

plan to the locat

management agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.
{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
(¢} Submit necessary plan revisions within 30
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approval of its plan by the local emergency
management agency, county health department,
or Department of Health.
{2) An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

compl sive gl plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services fo alt clients. in
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the
receiving and sending providers.

{3){a} An inactive license may be issued to a
ficensee subject to this section when the provider
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is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

1. Suffered damage to its operation during the
state of emergency.

2. Is currently ficensed,

3. Does not have a provisional license.

4. Will be temporarily unable to provide services
but is reasonably expected to resume services
within 12 months.

{b} An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license or to extend the previously approved
inactive pericd must be submitted in writing to the
agency, accompanied by written justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers
and appropriate licensure fees, Upen agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the license
expiration date, and all licensure fees must be
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
ficensure fees and agency inspections indicating
compliance with all requirements of this part and
applicable rules and statutes.

{4) The agency may adopt rules relating to
emergency management planning,
communications, and operations. Licensees
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providing residential or inpatient services must
utilize an online database approved by the
agency to report information to the agency
regarding the provider's emergency status,
planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facitity failed to update, submit annually and
maintain documentation of a current

Compi Plan
{CEMP), and Environmental Power Plan (EPP)
approved by the local emergency management
agency to ensure the safety and welfare of alf
residents.

The findings included:

Review of the facility's CEMP revealed it had
been approved on , the letter further
indicated the facility's CEMP plan is approved for
12 months from the date of the letter.

On a tour of the generator with the
Maintenance Director revealed an onsite fixed
generator Model: MTU Onsite Energy, 200
Kilowatt.

Review of the facility's Emergency Environmental
Control Plan AHCA sample format for plan
submission dated indicated the facifity's
alternate power source fixed generator, Model:
Kohler 125REZGC 128 kilowatts. Further
documentation revealed an approval letter for the
Emergency Environmental Control plan dated
from the local emergency management
agency. The letter further indicated the EPP is
now an addendum to the facility's Comprehensive
Emergency Management Plan (CEMP) and is
required to be submitted annually if any changes
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are made hereafter and based on review date.

On at 9:20 a.m,, in an interview with the
Executive Director, she said she had no
documentation of an approvat from the local
Emergency Management Agency for the facility's
Compi i Pian
she [ooked all over and cannot focate it. The
Executive Director said she had no evidence of
documentation of a letter provided to the
residents informing them of the facility's plan in
the event of a disaster or loss of power. She
confirmed the facility does no have a current
approved Comprehensive Emergency
management Plan and Emergency Environmental
Control Plan.

On at 9:40 am., in an interview with the
Maintenance Director it was confirmed the
facitity's Emergency Environmental Control Plan
had not been updated to reflect the current
alternate power source onsite at the facility.

Class Ili
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429.52( ) FS; 59A-36.011(1) FAC Training -
Core & Compstency Test

429.52
(2} Administrators and other assisted living facility
staff must meet minirum training and education
requirements established by the agency by rule.
This training and education is intended to assist
facifities 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 leaming
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 | .
{c} Special needs of elderly persons, persons with
mental iliness, and persons with .
and how to meet those needs.

{d) Nutrition and food service, including

itation practices for preparing,
storing, and serving food.
{e) icati recor ing, and
proper techniques for assisting residents with
seff-administered medication.
(f) Firesafety requirements, including fire
evacuation drill procedures and other emergency
procedures.
{g) Care of persons with
refated

s and

59A-36.011
{1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND

A08C
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COMPETENCY TEST.
(8) The assisted living facility core training

qui nts i by the depar
pursuant to section 429.52, F.S., shall 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 prior to
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
related to assisted living every 2 years.
{d) A newly hired administrator or manager who
has successfully completed the assisted living
facliiity 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

A08B0

AHCA Form 3
STATE FORM

20-0007

s

GB3DY

If continuation sheet 2 of 3§




Agency for Health Care

PRINTED. 06/14/2021

FORM APPROVED

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

AL 11968855

A BUILDING:

B.WING

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

03/30/2021

NAME OF PROVIDER OR SUPPLIER

THE SPRINGS AT SOUTH BISCAYNE

MAN ST

NORTH PORT, FL 34287

STREET ADDRESS, CITY, STATE, ZIP CODE
6235 HOFF!

0@y D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

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

(xe
COMPLETE
DATE

A080| Continued From page 2

competency test fee shall be remitted to the entity
administering the test. A new fee is due each time
the testis taken.

This Statute or Rule is not met as evidenced by:
Based on observation and staff interview, the
facility failed to ensure staff participate and have
on file the required training for continuing
education related to assisted living every 2 years
for 1 (Administrator) of 3 employee files reviewed.

The findings Included:

The Administrator's file revealed a hire date of

as the Memory Care Director with a
promotion to the Executive Director on B
with a completion date of passing the core
training i of . The
Director's file failed to contain any current
documentation of required training for 12 hours of
continuing education related to assisted living for
the fast 2 years.

On at 10:48 a.m., the Executive Director
no evidence of inu
education in her file.

Class i

A081| 429.52(1 & 7) FS; 59A-36.011(.. .) FAC Training
- Staff In-Service

429.52(1)
{1)Each new assisted living facility employee who

A08B0
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has not previously completed core training must
attend a preservice orientation provided by the
facility 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 compietion, the
employee and the administrator of the facility
must sign a statement that the employee

the required preservi i i
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.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

(a} Facilities must provide a preservice
orientation of at least 2 hours to all 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 to 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 facifity administrator, the preservice

A081
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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
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
following subjects:
1. Resident rights in an assisted living facifity.
2. Recognizing and reporting resident .
neglect, and | . The facility must use its

prevention policies and procedures when

A081
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offering this training.

(d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rue 58A-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
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 staff interview, the
facitity failed to ensure the two hour pre-service
and other required training's were completed
before and/or within 30 days of employment for 2
{Health and Weliness Director & Staff A) of 4 staff
files sampled. This has the potential for
employees to be inadequately prepared to
perform their required duties.
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The findings included:

On record review of Health and Weliness
Director's employee file reveaied the Health and
Wellness Director was hired on . There
was no evidence of any two hour pre-service
training prior to interacting with residents. There
was no evidence of training's for elopement
response training; reporting incidents; reporting
major incidents, reporting adverse incidents. the
facility's emergency procedures; safe food
handling; or resident rights/ Ineglect
training.

On record review of Staff A's employee
file revealed a hire date of as a Care
Partner. There was no evidence of training for
reporting major incidents, reporting adverse
incidents/facility's emergency procedures and
incident report training being completed.

On at 10:48 a.m., the facility's Executive
Director confirmed there was no documented
evidence the Health and Weliness Director
completed a two hour pre-service training or the
other required trainings within 30 days of
employment. She acknowledged Staff A missing
trainings.

Class Il
A082| 59A-36.011(4) FAC Training - / A0B2
)

{ ). Pursuant to section
381.0035,F.8,, ail facility employees, with the

exception of employees subject to the
requirements of section 456.033, F.S., must

AHCA Form 3020-0001
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Continued From page 7

complete a one-time education course on
and , including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be

i in with fon (12), of

this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility failed to ensure facility employees
complete a one-time education course on
and

L (1 .)within 30 days
of employment for 1 (Health and Weliness
Director) of 4 employes files reviewed for

! training.

The findings included:

On a review of the Health and Wellness
Director's employee file revealed a hire date of
. There was no evidence of training being
completed within 30 days of employment for
. and

P [

On at 10:48 a.m., the Executive Director
reviewed the employee file and confirmed no
evidence of documentation the training having
been completed.

Class i

59A-36.011(10) FAC Training - ADRD

{10 AND RELATED
("ADRD") TRAINING
REQUIREMENTS. Facilllies which advertise that

A082

A 086
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they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 464.4.6 of the Florida Building
Code, as adopted in rule 61620-1.001, FAC.,
Florida Building Code Adopted, must ensure that
facility staff receive the following training.
{a) Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct
care to such residents and staff who provide
direct care to residents with ADRD, shall obtain 4
hours of initial training within 3 months of
employment. Completion of the core training
program between . and ..,
shall satisfy this requirement. Facility staff who
meet the requirements for ADRD training
providers under {g) of this
will be considered as having met this
requirement. Initial training, entitied ”

and Related Level | Training,”
must address the following subject areas:
1. Understanding ‘s and related

2. Characteristics of
3. Communicating with residents with
4. Family issues;
5. Resident environment; and,
6. Ethical issues.
{b) Staff who have successfully completed both
the initiat one hour and continuing three hours of
ADRD training pursuant to sections 400.1755,
429.917 and 400.6045(1), £.8., shall be
considered to have met the initial assisted living
facility and Related

Level | Training.
{c} Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitled "
and Related Levet il Training," within 9

A088
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Continued From page 9

months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph {g) of this subsection, will be
considered as having met this requirement.
and Related Level

I} Training must address the following subject
areas as they apply to these :
1. Behavior management,
2. Assistance with ADLs,
3. Activities for residents,
4. Stress management for the care giver; and,
5. Medical information.
{d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a) and (b)
of this subsection, can be found in the document
“Training Guidelines for the Special Care of
Persons with 's and Related

" dated , incarporated by
reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32398-7000.
{e) Direct care staff shall participate in 4 hours of
continuing education annually as required under
section 429.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by section 429.52, F.S., and subsection
{1) of this rule, or 3 of the 6 hours of continuing
education for extended congregate care required
by subsection (7) of this rule.
{f} Facifity staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
section 429.178, F.S., within three (3} months of
employment. “Incidental contact” means all staff
who neither provide direct care nor are in regular
contact with such residents.
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Continued From page 10

{g) Persons who seek to provide ADRD training in
accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor's degree from an
accredited college or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with

or related ,or
2. Three years of practical experience in a
program providing care fo persons with

or related ,or
3. Completed a specialized training program in
the subject matter of this program and have a
minimurn of two years of practical experience ina
program providing care to persons with

or related
(h) With 1o requi in
{g), a Master's degree from an accredited college
or university in a subject related to the content of
this training program can substitute for the
teaching experience, Years of teaching
experience related to the subject matter of this
training program may substitute on a year-by-year
basis for the required Bachelor's degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility failed to ensure 3 out of 4 staff (Staff A,
Staff B & Executive Director) completed 4 hour
Level | training within 3 months of
hire and 4 hour Level Il ‘s and related
training within @ months of hire as
required by the Florida Administrative code.

The findings included:

Record review found Staff A was hired on
as a Care Pariner. Staff A's file contained no
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documentation of completion of 4 hour Level |
training and a 4 hour level [l
training.

Staff B's employee file revealed a hire date of

as a Medication Technician/Care
Pariner. Staff B's file contained no documentation
of completion of & 4 hour Level | ‘s
training and 4 hour Level [{ training.

The Executive Director's employee file revealed a
hire date of as Memory Care Director, with
a promotion on to the Executive Director
Position. The Executive Director's file contained
no documentation of 4 hour Level |
training completed within 3 months of hire, and no
documentation of completion of 4 hour Level |l
training.

On at 12:32 p.m., The Executive Director
reviewed the employee files and acknowledged
no training was completed, she said
she will try to get her 's training from her
previous employer.

No evidence of training was provided.

Class Ili

A0S0 59A-36.011(11) FAC Training -

{11

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding

A090
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Continued From page 12

{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the faciiity's policy and procedures
regarding within 30 days after
employment.

{c} Training shall consist of the information
included in rule 59A-36.009, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facitity fatled to ensure facility employees
complete at least one hour of training in the
facility's policies and procedures regarding

{ ) within 30 days
after employment and maintain documentation of
completion for 3 {Health and Wellness Director,
Staff A & Staff B) of 4 employee files reviewed.

The findings included:

On a review of the Health and Wellness
Director's employee file reveated a hire date of

. The Heaith and Weliness Director's file
contained no documentation of having completed
an in-service on

On a review of Staff A's employee file
revealed a hire date of as a Care Partner.
Staff A's file contained no documentation of
having completed an in-setvice on

On a review of Staff B's employee file
revealed a hire date of as a Med
Tech/Care Partner. Staff B's file contained no
documentation of having completed an in- service
on .

On at 10:48 a.m., in an interview the

A0S0
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Executive Director verified and confirmed the
i files no ion of
completed training for

Class Il

A081| 59A-36.011(12) FAC Training - Documentation & A081
Monitoring

{12) TRAINING DOCUMENTATION AND
MONITORING.
{a) Except as otherwise noted, certificates, or
copies of certificates, of any training required by
this rule must be documented in the facility’s
personnel files. The documentation must include
the following:
1. The title of the training program,
2. The subject matter of the training program,
3. The training program agenda,
4. The number of hours of the training program,
5. The trainee’s name, dates of participation, and
focation of the training program,
8. The training provider's name, dated signature
and credentials, and professional license number,
if applicable.
{b} Upon successful completion of training
pursuant to this rule, the training provider must
issue a certificate to the trainee as specified in
this rule.
{c} The facility must provide the Department of
Elder Affairs and the Agency for Health Care

ini: fon with training fon and
training certificates for review, as requested. The
department and agency reserve the right to
attend and monitor alf facility in-service training,
which Is intended to meet regulatory
requirements.
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Continued From page 14

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility failed to appropriately document required
trainings for 1 (Staff B) of 4 staff reviewed.

The findings included:

Record review for Staff B revealed a hire date of
as a Medication Technician/Care

Partner. Further review revealed certificates of
completion dated for Control
and Universal Precautions, Safe and Nutritional
Food Handling, .
Elopement and o , Neglect and

B training. The certificates did not
include the trainer’s name, credentials, license
and dated signature.

On at 10:48 a.m., in an interview with the
Executive Director, she verified and confirmed
the training certifications on file did not meet
regulatory requirements.

Class Ili

59A-36.018 FAC; 428.24 FS Resident Contracts

59A-36.018 Resident Contracts.

{1) Pursuant to section 429.24, F.S., the facility
must offer a contract for execution by the resident
or the resident's legal representative before or at
the time of admission. The contract must contain
the following provisions:

{a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services that the
resident elects to receive;

A0S
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Continued From page 16

{b} The daily, weekly, or monthly rate;

{c) Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule that must be attached to
the contract;

{d) A provision stating that at least 30 days written
notice will be given before any rate increase;

{e) Any rights, duties, or . . of residents,
other than those specified in section 429.28, F.S,;
{f) The purpose of any advance payments or
deposit payments, and the refund policy for such
advance or deposit payments;

(g} A refund policy that must conform to section
429.24(3)}, F.8,;

{h) A written bed hold policy and provisions for
terminating a bed hold agreement if a facitity
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facitity, or | facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident's medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident's behalf;

{i) A provision stating whether the facility is
affiliated with any religious organization and, if so,
which organization and its relationship to the
facifity;

{i) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facifity is licensed to provide, the resident or the
resident’s representative, or agency acting on the

A187
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resident's behalf, must be notified in writing that
the resident must make arrangements for
transfer to a care setting that is able to provide
services needed by the resident. In the event the
resident has no one to represent him or her, the
facility must refer the resident to the social
service agency for placement. If there is

N " N of

placement, provisions outlined in section
429.26(8), F.S., will take effect;
{k} A provision that residents must be assessed
upon admission pursuant to subsection
59A-36.006(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4), of that rule;
{I) The facility's policies and procedures for
seif-administration, assistance with

i ion, and inistration of
medications, if applicable, pursuant to rule
59A-36.008, F.A.C. This also includes provisions
regarding over-the-counter {OTC) products
pursuant to subsection (8) of that rule; and,
{m) The facility's policies and procedures related
to a properly executed DH Form 1896,

(2} The resident, or the resident's representative,
must be provided with a copy of the executed
contract.

{3) The facility may not levy an additional charge
for any supplies, services, or accommodations
that the facility has agreed by contract to provide
as part of the standard daily, weekly, or monthly
rate. The resident or resident’s representative
must be furnished in advance with an itemized
written statement setting forth additional charges
for any services, supplies, or accommodations
available to residents not covered under the
confract. An addendum must be added to the
resident contract to reflect the additional services,

A187
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supplies, or accommedations not provided under
the original agreement. Such addendum must be
dated and signed by the facility and the resident
or resident’s legal representative and a copy
given to the resident or resident's representative.

42924 FS

{1) The presence of each resident in a facility
shail be covered by a contract, executed at the
time of admission or prior thereto, between the
ticensee and the resident or his or her designee
or legat representative. Each party to the contract
shail be provided with a duplicate original thereof,
and the licensee shall keep on file in the facility all
such contracts. The licensee may not destroy or
otherwise dispose of any such contract untit 5
years after its expiration.

{2) Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facility; the rates or charges; provision for at least
30 days' written notice of a rate increase; the
rights, duties, and " of the residents,
other than those specified in s. 429.28; and other
matters that the parties deemn appropriate. A new
service or accommodation added fo, or
implemented in, a resident’s contract for which
the resident was not previously charged does not
require a 30-day written notice of a rate increase.
money is ited or bya
resident in a contract as security for performance
of the contract agreement or as advance rent for
other than the next immediate rental period:
{a) Such funds shall be deposited in a banking
institution in this state that is located, if possible,
in the same community in which the facility is
focated; shall be kept separate from the funds
and property of the facility; may not be

A187
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represented as part of the assets of the facility on
financial statements; and shall be used, or
otherwise expended, only for the account of the
resident.

{b} The licensee shali, within 30 days of receipt of
advance rent or a security deposit, notify the
resident or residents in writing of the manner in
which the licensee is holding the advance rent or
security deposit and state the name and address
of the depository where the moneys are being
held. The licensee shall notify residents of the
facitity's policy on advance deposits.

(3){a) The contract shall include a refund policy to
be implemented at the time of a resident's
transfer, discharge, or -

{b} If a licensee agrees to reserve a bed fora
resident who is admitted to a medical facility,
including, but not limited to, a nursing home,
heaith care facility, or, facility, the
resident or his or her responsible party shall notify
the licensee of any change in status that would
prevent the resident from returning to the faciiity.
Until such notice is received, the agreed-upon
daily rate may be charged by the licensee.

{c) The purpose of any advance payment and a
refund policy for such payment, including any
advance payment for housing, meals, or personal
services, shall be covered in the contract.

{4) The contract shall state whether or not the
facility is affiliated with any religious organization
and, if so, which organization and its general
responsibility to the facility.

{B} Neither the contract nor any provision thereof
relieves any licensee of any requirement or

imposed upon it by this part or rules
adopted under this part.
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(8 In lieu of the provisions of this section,
faciiities certified under chapter 651 shall comply
with the requirements of s. 651.055.

(7} Notwithstanding the provisions of this section,
facitities which consist of 60 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
11 of chapter 83, provided that the lease is
terminated automatically without financial penalty
inthe event of a resident's or relocation
dueto, ., hospitalization or to medical
reasons which necessitate services or care
beyond which the facility is licensed to provide.
The date of termination in such instances shait be
the date the unit is fully vacated. A lease may be
substituted for the contract if it meets the
disclosure requirements of this section. For the
purpose of this section, the term "apartment”
means a room or set of rooms with a kitchen or
kitchenette and lavatory located within one or
more buildings containing other similar or fike
residential units.

This Statute or Rule Is not met as evidenced by:
Based on record review and staff interview, the
facitity failed to ensure a complete contract was
provided to residents. Failure to provide a
complete contract has the potential of future

i i between resi ident
representatives and the facility.

The facility's contract review found that the
following was exciuded:

1. Alist of the specific services, supplies and
accommodations to be provided by the facllity to

A187

the resident,
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Continued From page 20

2. Awritten bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facitity, or . ., facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from retuming to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
faciiity unless the resident's medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident's behalf.
3. A provision stating whether the facility is
affiliated with any refigious organization and, if so,
which organization and its relationship to the
facility;
4. A provision that residents must be assessed
upon admission pursuant to subsection
58A-5.0181(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
to subsection {4} of that rule;
5. The facility's policies and procedures for
self-administration, assistance with

if-admi ion, and inistration of
medications, if applicable, pursuant to Rule
58A-5.0185, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
pursuant o subsection (8) of that rule; and
6. The faciiity holds an Extended Congregate
Care license (ECC) . There was no evidence of
the description of the additional personal,
supportive, and nursing services provided by the
facility including additional costs and any
{imitations on where extended congregate care
residents may reside based on the policies and
procedures described in rule 58A-36.021, FA.C,;
Furthermore, there was no documentation

A187

AHCA Form 3
STATE FORM

20-0007

s

GB3DY

f continuation sheet 21 of 35




Agency for Health Care

PRINTED. 06/14/2021

FORM APPROVED

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

AL 11968855

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

03/30/2021

NAME OF PROVIDER OR SUPPLIER

6235 HOFFMAN ST

THE SPRINGS AT SOUTH BISCAYNE

NORTH PO

RT, FL 34287

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

A187

AE201]

Continued From page 21

indicating the cost of ECC services. On at
10:33 a.m., the administrator confirmed the lack
of ECC cost on the contract.

7. No reference was made in refation fo residents
not be required to perform any work in the facility
without compensation, except that facifity rules or
the facifity contract may include a requirement
that residents be responsible for cleaning their
own sleeping areas or apartments. If a resident is
employed by the facility, the resident shall be
compensated, at a minimum, at an howrly wage
consistent with the federal minimum wage law.

8. The informed consent for assistance with self
administration of medication from was referring to
chapter 400.4256 of F.S. and not chapter 429.
The form indicated that the unficensed individual
must compete a 4-hour training course prior
assisting residents with self administration of
medication. Regulatory requirement is 8 hour of
in service training prior to assisting with self
administration of medication.

On at 3:00 p.m., the Administrator
confirmed the lack of documentation. She said
she spoke to corporate office and will modify both
admission package and agreement in order to be
up to date with current regulations.

Class i

59A-36.021(2) FAC 429.07 (3)(b)5, F'S ECC -
Policies

58A-5.030

{2) EXTENDED CONGREGATE CARE
POLICIES. Policies and procedures established
through extended congregate care services must
promote resident independence, dignity, choice,
and decision-making. The facility must develop

A187
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and implement specific written policies and
procedures that address:
{a) Aging in place;
{b} The facility's residency criteria developed in
accordance with the admission and discharge
qui nts ibed in subsection {5), and
extended congregate care services listed in
subsection (8);
{c} The personal and supportive services the
facifity intends to provide, how the services will be
provided, and the identification of staff positions
to provide the services including their refationship
to the facility;
(d} The nursing services the facility intends to
provide, identification of staff positions to provide
nursing services, and the license status, duties,
general working hours, and supervision of such
staff;
{e) Identifying potential unscheduled resident
service needs and mechanisms for meeting
those needs including the identification of
resources to meet those needs;
{f) A pracess for mediating conflicts among
residents regarding choice of room or apartment
and roommate; and,
(g} How to involve residents in decisions
concerning the resident. The services must
provide opportunities and encouragement for the
resident to make personal choices and decisions.
If a resident needs assistance to make choices or
decisions, a family member or other resident
representative must be consulted. Choices must
include at a minimum whether:
1. To participate in the process of developing,
implementing, reviewing, and revising the
resident’s service plan,
2. To remain in the same room in the facility,
except that a current resident transferring into an
extended congregate care services may be

AE201
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required to move to the part of the facility licensed
for extended congregate care, if only part of the
facility s so licensed,
3. To select among social and leisure activities,
4. To participate in activities in the community. At
a minimum the facility must arrange
transportation to such activities if requested by
the resident; and,

5. To provide input with respect to the adoption
and amendment of facility policies and
procedures.

429.07(3)(b), FS
5. Afacility that is licensed to provide extended
congregate care services is exempt from the
criteria for continued residency set forth in rules
adopted under s. 429.41. Alicensed facility must
adopt its own requirements within guidelines for
continued residency set forth by rule. However,
the facifity may not serve residents who require
24-hour nursing supervision. A licensed facility
that provides extended congregate care services
must also provide each resident with a written
copy of facility policies governing admission and
retention.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facitity failed to obtain extended congregate care
(ECC) policies and procedures.

The findings included:

On at 9:30 a.m., a copy of the facility’s
policies and procedure and copy of all forms
utilized was requested.

A second request was made on at 9:00
a.m. Atthe time of the request the Administrator
said she was in the process of putting a binder

AE201
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Continued From page 24

together with all forms required. She said they did
not have any residents at the the time receiving
ECC services.

No evidence of the facility's extended congregate
care policies and procedures was provided,

The Administrator acknowledged the lack of
documentation on at 3:00 p.m.

Class Il

59A-36.021(8) FAC 429.07 (3)(b)3, FS ECC -
Records

59A-36.021(8) RECORDS.

{8) RECORDS. in addition to the records required
in rule 59A-36.015, F.A.C., a facility providing
extended congregate care services must
maintain the following:

{a) The service plans for each resident receiving
extended congregate care services;

{b} The nursing progress notes for each resident
receiving nursing services;

{c) Nursing assessments; and,

{d) The facility's extended congregate care
policies and procedures.

429.07 (3){b), F8

3. Afacility that is ficensed to provide extended
congregate care services shall maintain a written
progress report on each person who receives
such nursing services from the facility's staff
which describes the type, amount, duration,
scope, and outcome of services that are
rendered and the general status of the resident's
heaith.

This Statute or Rule is not met as evidenced by:

AE201

AE208
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Based on record review and staff interview, the
facitity failed to obtain extended congregate care
{ECC) records.

The findings included:

On at 9:30 a.m., a copy of the facility's
policies and procedure and copy of all forms
utilized was requested.

A second request was made on at 9:00
am. Atthe time of the request the administrator
said she was in the process of putting a binder
together with all forms required. She said they did
not have any residents at the the time receiving
ECC services.

There was no evidence of the following provided:
(a} The service plans for each resident receiving
extended congregate care services,;

{b} The nursing progress notes for each resident
receiving nursing services;

(¢} Nursing assessments; and,

{d) The facility's extended congregate care
policies and procedures.

The Adrninistrator acknowledged the lack of
documentation on at 3:00 p.m.

Class i

59A-36.011(8) FAC ECC - Training

{8) EXTENDED CONGREGATE CARE (ECC)
TRAINING.

{a) The administrator and ECC supervisor, if
different from the administrator, must complete
core {raining and 4 hours of initial training in
extended congregate care prior to the facility
receiving its ECC license or within 3 months of

AE208
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beginning employment in a currently ficensed
ECC facility as an administrator or ECC
supervisor. Successful completion of the assisted
fiving facility core training shall be a prerequisite
for this training. ECC supervisors who attended
the assisted living facility core training prior to

; | , shall not be required to take the
assisted living facility core training competency
test.
(b} The administrator and the ECC supervisor, if
different from the administrator, must complete a
minimum of 4 hours of continuing education
every two years in topics relating to the physical,
. or social needs of frail elderly and
's

persons, or persons with

or related .
{c} All direct care staff providing care to residents
in an ECC program must complete at least 2
hours of in-service training, provided by the
facitity administrator or ECC supervisor, within 6
months of beginning employment in the facility.
The training must address ECC concepts and
requiremnents, including statutory and rule
requirements, and the delivery of personaf care
and supportive services in an ECC facility.

This Statute or Rule is not met as evidenced by:
Based on record review and staff inferview, the
facitity failed to ensure 2 (Executive Director &
Staff A} of 4 staff reviewed had 4 hours of
continuing education and at least 2 hours of
in-service training for Extended Congregate Care
{ECC)and ., ECC concepts and
requirements provided by the facility Administrator
or ECC supervisor, within 6 months of beginning
employment in the facility.

The findings included:

AE210

Record review found the Administrator was hired
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on . Further review found evidence of
initial ECC 4 hour training dated . No
evidence of continuing ECC training was found
on record.

The Administrator said on at10:33 am,,
she reached out to her previous employer in an
attempt to obtain her training. She was stilt
waiting for a calf

Record review found Staff A was hired on
as a Care Partner. Further review found
no evidence of 2 hours of ECC training.

The Administrator confirmed the lack of training
on at 11:53 a.m.

Class Ili

Initial Comments.

An unannounced change of ownership, focused
control and emergency power pan

monitoring survey was conducted on

through at The Springs at South

Biscayne, an assisted living facility in North Port,

Florida.

The following is a description of the deficiencies.

59A-36.006(3) FAC; 400.0078(2) Admissions -
Admission Package

{3} ADMISSION PACKAGE.

{a} The facility must make available o potential
residents a written statement(s) that includes the
following information listed below. Providing a
copy of the facility resident contract or facility
brochure containing all the required information

AE210
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meets this requirement.
1. The facility's admission and continued
residency criteria;
2. The daily, weekly or monthly charge to reside
in the facility and the services, supplies, and
accommodations provided by the facility for that
rate,
3. Personal care services that the facility is
prepared to provide to residents and additional
costs to the resident, if any;
4. Nursing services that the facility is prepared to
provide to residents and additional costs to the
resident, if any;
5. Food service and the ability of the facility to
accommodate special diets;
6. The availability of transportation and additionat
costs to the resident, if any;
7. Any other special services that are provided by
the facility and additionat cost if any;
8. Social and teisure activities generally offered
by the facitity;
9. Any services that the facility does not provide
but will arrange for the resident and additional
cost, if any;
10. The facility rules and regulations that
residents must foliow as described in rule
59A-36.007, FAC;
11. The facility policy concerning

pursuant to section 429.255,
F.8., and rule 59A-36.009, F.A.C., and Advance
Directives pursuant o chapter 765, F.S.;
12. If the facility is licensed to provide extended
congregate care, the facility's residency criteria
for residents receiving extended congregate care
services. The facility must also provide a
description of the additional personal, supportive,
and nursing services provided by the facility
including additional costs and any fimitations on
where extended congregate care residents may

AD0OS
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reside based on the policies and procedures
described in rule 59A-36.021, FA.C;

13. If the facility advertises that it provides special
care for individuals with 's and
related . a written description of those
special services as required in section 429.177,
F.8.; and,

14. The facility'’s resident efopement response
policies and procedures.

(b} Before or at the time of admission, the
resident, or the resident's responsible party,
guardian, or attorney-in-fact, if applicable, must
be provided with the following:

1. A copy of the resident’s contract that meets the
requirements of rule 58A-36.018, F.AC.,

2. Acopy of the facility statement described in
paragraph (a} of this subsection, if one has not
already been provided,

3. A copy of the resident’s bill of rights as required
by rule 58A-36.007, F.A.C; and,

4. AlLong-Term Care Ombudsman Program
brochure that includes the telephone number and
address of the district office.

{c} Documents required by this subsection must
be in English. If the resident is not able to read, or
does not understand English and translated
documents are not available, the facility must
expiain its policies to a family member or friend of
the resident or another individual who can
communicate the information to the resident.

400.0078

{2) Upon admission to a fong-term care facility,
each resident or representative of a resident must
receive information regarding:

{a) The purpose of the State Long-Term Care
Ombudsman Program.

(b} The statewide toll-free telephone number and
e-mail address for receiving complaints.

AD0OS

AHCA Form 3
STATE FORM

20-0007

s

GB3DY

f continuation sheet 30 of 35




Agency for Health Care

PRINTED. 06/14/2021

FORM APPROVED

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

AL 11968855

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

03/30/2021

NAME OF PROVIDER OR SUPPLIER

6235 HOFF!
NORTH PO

THE SPRINGS AT SOUTH BISCAYNE

MAN ST

RT, FL 34287

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

A009

Continued From page 30

{c} Information that retaliatory action cannot be
taken against a resident for presenting
grievances or for exercising any other resident
right.

{d) Other relevant information regarding how to
contact representatives of the State Long-Term
Care Ombudsman Program.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility failed to ensure a complete admission
packet was available for new admissions to the
facitity. Failure to provide a complete admission
packet leads to a lack of necessary information
and may lead to misunderstanding between the
resident or their representative and the facility.

The findings included:

Record review of the facility's admission packet

revealed that the following information was not

included:

1. Admission and retention policy,

2. policy policy,

3. Medication storage policy,

4. Housekeeping schedule,

5. Administration schedule availability,

8. control, sanitation, and universal

precaution policy,

7. Social and leisure activities generally offered by

the facility,

8. Any services that the facility does not provide

but will arrange for the resident and additional

cost, if any,

9. The facility's policies in regard to third party to
ination with the facility ing the

resident's condition and the services being

provided as indicated by 58.50182(7) FAC.,

10. Reporting . neglect and

policy,
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11. Food service and the ability of the facility to
accommodate special diets,

12. The availability of transportation and
additional costs to the resident, if any,

13. The facility rules and regulations that
residents must foliow as described in rule
59A-36.007, FAC.,

14. Nursing services that the facility is prepared
to provide to residents and additional costs to the
resident, if any,

15. The facility's resident elopement response
policies and procedures,

18. The resident's bill of rights as required by rule
59A-38.007, F.AC, and,

17. Ancillary charges/ ECC charges.

On at 3:00 p.m., the administrator
confirmed the lack of documentation. She said
she spoke to corporate office and will maodify both
admission package and agreement in order to be
up to date with current regulations.

Class Ili

59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
(a} Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms.
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does net include an employee transferring without
a break in service from one faciiity to another
when the facility is under the same management
or ownership.
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1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

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

{b) Staff must be qualified to perform their
assigned duties consistent with their level of

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

() For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for alf staff.

{f} Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.8.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility failed to ensure that within 30 days of
employment staff submit a written statement from
a health care provider documenting the individuat
is free from signs/symptoms of communicable

and evidence of a negative

ion do: annually for 2
{Administrator and Health and Weliness Director)
of 4 employee records reviewed.

The findings included:

The Administrator's employee file revealed a hire
date of with a promation to Administrator
on . The Administrator’s fite contained
no documentation of a statement from a

provider indicating the ini
was free of signs and symptoms of
communicable -
The Administrator's file contained no further
evidence of free from communicable
staterment annually thereafter.

The Health and Wellness Director's employee file
revealed a hire date of . The Health and
Wellness Director's file contained no

ion of a fromat
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provider indicating the Administrator was free of
signs and symptoms of communicable
On at 10:48 a.m., the Executive Director
reviewed the files and confirmed the findings.
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