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Initial Comments.

A relicensure survey was conducted at BJ Home
Care on thorugh . -
Deficiencies were identified at the time of the
survey.

59A-36.007(5) FAC; 429.28( )} FS 420.27
Resident Care - Rights & Facility Procedures

59A-36.007

{5) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S., 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-36.008, F.AC.

{b) In accordance with Section 429.28, .S, the
facitity must have a written grievance procedure
for recelving and responding to resident
complaints and a written procedure to allow
residents to recommend changes fo facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
impltemented 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 all
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.
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{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 Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:
1. Resident responsibilities;

and tobacco use;
3. Medication storage;
4. Resident elopement;

5. Reporting resident , neglect, and

6. and h

and requirements;

7. control, sanitation, and standard
precautions;

8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and

10. Physicat R

{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 428.28(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.
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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
facitity shall 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 personat dignity,
individuality, and the need for privacy.

{c) Retain and use his or her own clothes and
other personal property in his or her immediate
{iving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the tights of
other residents.

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

corr , access to a telephone, 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 to extend visiting hours for
caregivers and out-of-town guests, and in other
simitar 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.
(f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in 5. 429.27.
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{g) Share a room with his or her spouse if both
are residents of the facifity,
{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.
{j) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
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
e , and the performance of health
care services in accordance with s. 429.255
which are consistent with established and
within the ity.
{k} At least 45 days' notice of relocation or
termination of residency from the facility uniess,
for medicat reasons, the resident is certified by a
ician to require an iontoa
facitity 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 . , 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
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telephone number of the program. In order for a
facifity to the resi of an individual
without notice as provided herein, the facility shail
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 facility shall
establish a grlevance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
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, Land
prohibitions set forth in this part is posted ina
prominent place in each facility 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 Famifies, 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 & focal
{ong-term care ombudsman council, 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
retaliatory 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 telephone to
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call the State Long-Term Care Ombudsman
Program or local embudsman council, the Elder

Hotiine operated by the Department of
Children and Famities, 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 roommate; and, whenever
possible, unless the resident is adjudicated

. or . under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shail 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 shall
such admission or presence confer on any of
such persons any authority or responsibility for
the personal 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 Observation, record review, and
Interview, the facility failed to ensure and respect
the rights of three (#3, #6, #7) out of eight
sampled residents. Staff C was sleeping in
Resident #6's room. Resident #3 was restrained
behind a bed rail that she could not remove when
she was placed in another resident's bed with the
rails in upright position after she became

. The facitity also faited to ensure
adequate control procedures were
foliowed. Staff C touched a open and bloody
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gauze, then failed to clean her while
continuing to pass medication to Resident #7.

Findings:
1

Observation on at6:21 AM, Staff C
{caregiver) shared # with Resident #6.
Staff C's medication was found on the bed across
from Resident #6's bed. Observation revealed
Staff C went info # and placed her
clothing and also medication that was in a clear
plastic bag on the bed,

Review of the admissions/discharge log showed
that Resident #6 was admitted on .
There were no records found onsite for Resident
#6.

2)

Observation on at 6:25 AM in

# , Resident #2 was found sleeping in Resident
#3's bed with a full bed rail. Resident #3 was
hospitalized at the time. Resident #2 had her own
bed to sleep in and it was found made-up.
Resident #2's activities of daily living showed
independence in ambulation and eating, but
supervision needed in transferring and assistance
needed in bathing, » self-care, and
toileting. There was no order for a full bed rail or
a written care plan for physical in
Resident #2's file.

3) Observation on at 8:10 AM showed
Staff B touched Resident #5's medication, placed
in a cup and gave it to the Resident #5 to
swallow. Staff B accidentally dropped a pen used
to document in the MOR, picked up the pen, and
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without sanitizing the pen and her

and changing gloves, she continued med-pass
with Resident #5. Further review showed that
Staff B does not have the required annual
assisting clients with self-administration. Staff B's
training had expired.

Observation on at 10:30 AM revealed,
Staff B was conducting medication pass with
Resident #7 when the gauze on her
came off exposing an open that was

.- Staff C then placed the gauze on
her and attempted to continue med-pass
with Resident #7. Staff C picked up the
medication container without sanitizing her
or changing gloves. Staff C was instructed to stop
and switch with Staff B {(Assistant Administrator).
Staff B continued the medication pass with
Resident #7, butplaced her  _ inthe
medication bottie, dragged a tablet out of the
bottle and placed the tablet in a cup. Staff B then
gave the medication table to Resident #7, and he
swallowed it.

A review of employee records found none for
Staff C, There was no documentation of annual
required training on assisting residents with
seif-administration of medication or

control training for Staff C.

Interviewed on at 10:45, Staff C
stated that she did not touch the and that
she was wearing gloves. Staff C stated further
that she came to the facility on

Interviewed on at 7:47 AM, Staff B
stated that the Resident in # . thatwas
behind the full bed rail was Resident #2, and that
Resident #1 was in the hospital. Staff B asked
Staff C why Resident #2 was in Resident #1's bed
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behind the full bed rail, Staff C stated that
Resident #2 wet her bed so she moved her to the
other bed (Resident #1). When Staff B asked
Staff C why she put up the bed rail, Staff C stated
that Resident #2 was nervous and wanted to get
out of the bed.

Interviewed on at 11:47 AM, Staff B
stated that she knew training was needed.

Class Il

59A-36.008(4) FAC Medication - Administration

(4) MEDICATION ADMINISTRATION,

{a) For facifities that provide medication
administration, a staff member licensed to
administer medications must be available to
administer medications in accordance with a
health care provider's order or prescription label.
{b} Unusual reactions to the medication or a
significant change in the resident's health or
behavior that may be caused by the medication
must be documented in the resident's record and
reported immediately to the resident's health care
provider. The contact with the heaith care
provider must also be documented in the
resident's record.
{c} icati 1 includes

any examination or other procedure necessary
for the proper administration of medication that
the resident cannot conduct personally and that
can be performed by licensed staff.

{d) A facility that performs clinical laboratory tests
for residents, including - testing,
rust be in compliance with the federal Clinical

{ y imp of 1988
{CLIA) and Chapter 483, Part |, F.S. A valid copy
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of the federal CLIA Certificate must be
maintained in the facility. A federal CLIA
certificate is not required if residents perform the
test themselves or if a third party assists
residents in performing the test. The facility is not
required to maintain a federal CLIA Certificate if
facility staff assist residents in performing clinical
iaboratory testing with the residents’ equipment.
Irformation about the federal CLIA Certificate is
available from the Laboratory and In-Home
Services Unit, Agency for Health Care
Administration, 2727 Mahan Drive, Mail Stop 32,
Tallahassee, FL 32308 telephone
(850)412-4500.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility faited to ensure that only
ticensed staff administered medication to one of
nine sampled residents {Resident #1)

Findings.

On at 8:58 am, Staff B stated that she
was the manager but didn't 'have any papers' yet,
referring to the Assisted Living Facility core
certification for Administrators. She stated that
Resident #1 was under hospice care, but that
hospice didn't give Resident #1 the medications
and she administered his medication. Record
review revealed that there was no Medication
Observation Record {MOR) for Resident #1.
Staff B stated that she did not know why there
was no MOR for the resident. She stated she
had been giving him all his medications because,
she said, "he can swatlow ok."

Hospice record: review revealed that Resident #1
was admitted to on . The resident was
diagnosed with diagnosed by hospice with:

AD053

AHCA Form 3

STATE FORM

20-0007

s

VO

f continuation sheet 10 of 3




Agency for Health Care

PRINTED. 07/21/2022

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11966601

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

06/29/2022

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

2218 SW 26 LANE

BJ HOME CARE INC

MIAMI, FL

33133

0@y D
PREFIX
TAG

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

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

o]
PREFIX
e

(xe
COMPLETE
DATE

A053

Continued From page 10

. .. . with episodes of
coughing while feeding. The resident was
bedbound at the time of admission. On

at 9:10 am, the Hospice's Nurse
revealed that the company's policy was that they
had to evaluate the patient first, then if the person
needed medication, they would will administer it.
When asked how long the evaluation takes and
why the resident had been administered
medications by unlicensed staff since his arrival,
she stated she didn't know.

On at 9:30 am, Staff B stated she
administered medication to Resident #1 by
putting them into yogurt or applesauce then put
them in his with a spoon. She stated that
the facility did not have a crush order and did not
crush the medications, instead putting them in
whole because 'he swaflows very good’. Asked
for documentation of what medications she gave
Resident #1, Staff B stated that she did not write
them down. She pointed out a Ziploc bag
containing the comfort kit from the previous
hospice company that had served the resident at
his last assisted living facility, stating that she
gave the resident those medications every day:

. , . , suppositories.
Staff B further stated that she did not have a
medication order. She stated that she got 'a little
packet from someone’, referring to the resident's
medications. When asked who she got the
packet from, she stated she'd received them from
the administrator/owner of record, who had been
fiving in Argentina. When asked how he gave her
the medication while being in Argentina, she
stated that he was in town and came by to drop
the medications off. She stated that she didn't
know where the Owner got the medications from.
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She stated that she wrote the medications on a
MOR, then said that she had no MOR. She
stated that she had a health assessment for
Resident #1. Record review revealed no

o ion of a health When
asked if the Owner flew in from Argentina just to
drop the medications off, then went to
Argentina, she stated that he had done this.

On a 10:00, the clinicat manager at
the hospice agency acknowledged that the
resident had not received several of his
medications for six days. He stated that the nurse
would be dispatched to the facility right away to
evaiuate the resident's needs and that hospice
would provide medication administration if this
was needed. He stated that ALF staff had not
provided information about the resident being
unable to self-administer the medications.

Class Il

429.176 FS; 420.52( ),58A-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
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.

429.52
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{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
admmlstratlve fine as prescribed in 5. 429.18.

i ficensed in 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 facility including the management of all staff

and the provision of appropriate care to alt

residents as required by chapters 408, part 1,

429, part |, F.8., and rule chapter 59A-35, FA.C,,

and this rule chapter.

{a) An administrator must:

1. Beatleast. |, v

2. If employed on or after

have, at a minimum, a high school dxoloma or

GED,;

3. Be in compliance with Level 2 background

screening requirements pursuant to sections

408.809 and 429.174, F.8;

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

Admmlstratofs who attended core training pnor to
. are not required to take the

competency test unless specified elsewhere in

this rule; and,
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5. Satisfy the continuing education requirements.
pursuant fo rule 59A-36.011, F.A.C,

ini who are not in i 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 department.
{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, fo 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 all additional training requirements if
the facility maintains licensure as an extended
congregate care or limited mental health facility.
{c} Administrators may supervise a maximum of
either three assisted fiving facilities or a group of
facitities 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 facility. However, an

ini supervising a i of three
assisted living faciliies, each licensed for 16 or
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
facifities.
{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
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paragraph (1)(a) of this rule. Managers who
attended the core training program prior to

, are not required to take the
competency test unless specified sisewhere 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)(¢) of this rule, and
may not . serve as an administrator
of any other facility.
(e} Pursuant to section 428.176, F.8_, facility
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 oniine
at:
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-08393,

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that it was under the supervision
of a qualified administrator for more than 120
days.

Findings:

Observation on al 6:20 am revealed
Staff C {caregiver) on duty alone. She stated
there were 7 residents present. Observed Staff C
put her personal hygiene products on the second
bedin , where resident #6 lived. Staff C
also put down her towel/ night clothing.

On at 6:39 am, Staff C (Manager),
when asked who the administrator is, says the
name of an administrator from another facility.
She stated she did not know this administrator's
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iast name. She began to look through the maif on
the desk in the living room to try to find the last
name. Regarding the alleged administrator, Staff
C stated "She lives nearby. She's bathing and
coming here. " Observed Staff C call someone
else, who informed her of this alleged
administrator's name.

On at 8:58 am, Staff B says that she's
the manager of the facility but doesn't "have any
papers yet." She further stated she had been
working there for 10 years.

On at 9:51, Staff C when asked for
banking records, payroll records, utifity bills,
resident rent receipts or documentation that
residents received funds or other funds from
the facility, stated that she had no financial
records. She stated the Owner had the records.
She also stated that the Owner was in Argentina
due to some family illness.

A review of facility survey records showed that the
Owner was said to be in Argentina since at least

, of 2021.
A review of Florida Health Finder showed the
Owner listed as Owner and administrator. There
was no dc ion that the ini had
been changed.

On at 9:30 am, Staff B stated she
administered medication to Resident #1 by
putting them into yogurt or applesauce then put
them in his with a spoon. She stated that
the facility did not have a crush order and did not
crush the medications, instead putting them in
whole because 'he swallows very good'. Asked
for documentation of what medications she gave
Resident #1, Staff B stated that she did not write
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them down. She pointed out a Ziploc bag
containing the comfort kit from the previous
hospice company that had served the resident at
his last assisted living facility, stating that she
gave the resident those medications every day:

. , , . suppositories.
Staff B further stated that she did not have a
medication order. She stated that she got 'a fittle
packet from someone’, referring to the resident's
medications. When asked who she got the
packet from, she stated she'd received them from
the administrator/owner of record, who had been
fiving in Argentina. When asked how he gave her
the medication while being in Argentina, she
stated that he was in town and came by to drop
the medications off. She stated that she didn't
know where the Owner got the medications from.
She stated that she wrote the medications on a
Medication Observation Record (MOR,) then said
that she had no MOR. She stated that she had a
heaith assessment for Resident #1. Record
review revealed no documentation of & health
assessment. When asked if the Gwner flew in
from Argentina just to drop the ications off,
then went to Argentina, she stated that he
had done this.

Class Il

59A-36.012(2) FAC Food Service - Dietary
Standards

{2) DIETARY STANDARDS.

(a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans, 2010,
which are incorporated by reference and
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available for review at:

hitp:/iwww. firules.ol e.asp?No
=Ref-04003, and the current summary of Dietary
Reference Intakes established by the Food and
Nutrition Board of the tnstitute of Medicine of the
National Academies, 2010, which are
incorporated by reference and avaiiable for
review at:
hitp:/fiom.edu/Activities/Nutrition/SummaryDRis/~
‘media/Fi tivity%20F il ition/DR1s/New
%20l DRI%20Vaiues %20 yTable
$%2014.pdf. Therapeutic diets must meet these
nutritional standards to the extent possible.

(b} The residents’ nutritional needs must be met
by offering a variety of meals adapted fo the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes, For facilities with a
ticensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c} All reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule,
The annual review must be documented in the
facitity files and include the original signature of
the reviewer, registration or license number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.
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2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facitity for 6 months.

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

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

2. The facitity must document a resident's refusal
to comply with a therapeutic diet and provide
notification to the resident's health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hotrs nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
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purposes of ., the time between meals.

(g} Food must be served atiractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaplive equipment if needed by any
resident, must be on
{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents fo serve, must be on

at all imes. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration, Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain a three-day
emergency supply of fruits and protein. The
facitity failed to follow the scheduled breakfast
menu and document substitutions for eight out of
eight (#1, #2, #3, #4, #5, #6, #7, #8) sampled
residents. The facility failed to serve a
therapeutic diet as ordered by a health care
provider for Resident #1 due to a diagnosis.

Findings include:

Observations on at 7:48AM, found
the emergency food supply without any ready to
eat fruits and proteins. There was one can of
baked beans, two boxes of mashed potatoes,
one bottle of ketchup, one pack of chocolate
pudding (8 pack), three cans of Chey Boy Mini
Ravioli, two cans of cut green beans, and one
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bottle of Hershey's Syrup. All 20 5-galfons bottles
of water were expired with an expiration date of

Areview of the break menu on

showed dry or hot cereal, bread, assorted juices,
In addition to the dry or hot cereal and bread, the
facitity served scrambled eggs and never made
the substitution on the menu prior to breakfast
being served. Residents #4 and #5 were eating
an egg sandwich.

Observation on at 7:48AM showed no
breakfast being provided for Resident #1 in

# . Ahospice report dated showed he
was diagnosed with and on a pureed
diet.

Interviewed on at 11:47AM, Staff B
stated that she gave him Ensure Max Protein
Shake and that they always give him that and not
a pureed diet. Staff B acknowledged the
problems with the food and water and wrote down
the deficiencies.

Class Il

59A-36.025 FAC Emergency Environmental
Control

59A-36.025 Emergency Environmental Control
for Assisted Living Facilities.
{1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shall prepare a detailed plan ("plan") to serve as
a st to its Comp i
Plan, to address
environmental controt in the event of the loss of
primary electrical power in that assisted living

Emergenc
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facitity which includes the following information:
(a) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
ficensees of assisted living facilities will be
equipped to ensure air temperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six {96) hours in the
event of the loss of primary electrical power.

1. The required temperature must be maintained
in an area or areas, determined by the assisted
fiving facility, of sufficient size to maintain
residents safely at all times and that is
appropriate for resident care needs and life safety
requirements. For planning purposes, no less
than twenty (20) net square per resident
must be provided. The assisted living facility may
use eighty percent {80%) of its licensed bed
capacity as the number of residents to be used in
the to determine the required square
footage. This may include areas that are less
than the entire assisted living facility if the
assisted living facility's comprehensive
emergency management plan includes allowing a
resident to congregate when he or she desires in
portions of the building where temperatures will
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rule. This rule does not
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in section 408.821, F.S. and subsection
59A-36.019(5), F.A.C., are met. The plan shall
include information regarding the area(s) within
the assisted living facility where the required
temperature will be maintained.

2. The alternate power source and fuel supply
shail be located in an area(s) in accordance with
focal zoning and the Florida Building Code.
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3. Each assisted living facility is unique in size;
the types of care provided; the physical and
mental capabiiities and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not limit the types of systems or
equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours in the
event of the loss of primary electrical power. The
plan shall include information regarding the
systems and equipment that wil be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to chapter 262, F, S. must maintain an
alternative power source and fuel as required by
this subsection at all times when the assisted
fiving facility Is occupled but is permitted to utilize
a mobile generator(s) to enable portability if
evacuation is necessary.

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

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

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

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

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

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

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

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

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

4. If focal ordinances or other regulations iimit the
amount of onsite fuel storage for the assisted
fiving facility's location, then the assisted living
facility must develop a plan that includes
maximum onsite fuel storage allowable by the
ordinance or regulation and a reliable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.

{c} The acquisition of services necessary to
maintain, and test the equipment and its functions
to ensure the safe and sufficient operation of the
alternate power source maintained at the
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assisted living facility.
(d) The acquisition and maintenance of a
monoxide alarm.
{2) SUBMISSION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shall submit its plan
to the local emergency management agency for
review within 30 days of the effective date of this
rule. Assisted living facility plans previously
submitted and approved pursuant to emergency
Rule 58AER17-1 will require resubrmission only if
changes are made to the plan.
{b} Each new assisted living facility shall submit
the plan required under this rule prior to obtaining
alicense.
{c) Each existing assisted living facility that
4 any additions, ificath
alterations, refurbishment, renovations or

fon that require ion of its
systems or equipment affecting the facility's
compliance with this rute shall amend its plan and
submit it to the local emergency management
agency for review and approval.
{3} APPROVED PLANS.
{a) Each assisted living facility must maintain a
copy of its approved plan in a manner that makes
the plan readily available at the licensee's
physical address for review by a legally
authorized entity. If the plan is maintained in an
electronic format, assisted living facility staff must
be readily available to access and produce the
plan. For purposes of this section, "readily
available” means the ability to immediately
produce the plan, either in electronic or paper
format, upon request.
{b} Within two (2) business days of the approval
of the plan from the local emergency
management agency, the assisted living facility
shail submit in writing proof of the approval to the
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Agency for Health Care Administration.
(c} The assisted living facility shall submit a
consumer-friendly summary of the emergency
power plan to the Agency. The Agency shall post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on its website within ten
{10) business days of the plan’s approval by the
focal emergency management agency and
update within ten (10) business days of
imptementation.
{4) IMPLEMENTATION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than
, have implemented the plan

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

. to providers in compliance with
paragraph (¢} below and who can show delays
caused by necessary construction, delivery of
ordered equipment, zoning or other regulatory
approval processes. Assisted living facilities shall
notify the Agency that they will utilize the
extension and keep the Agency apprised of
progress on a quarterly basis to ensure there are
no unnecessary delays. If an assisted fiving
facility can show in its quarterly progress reports
that unavoidable delays caused by necessary
construction, delivery of ordered equipment,
zoning or other regulatory approvat processes will
oceur beyond the initial extension date, the
assisted living facility may request a waiver
pursuant to section 120.542, F.S.
{c) During the extension period, an assisted fiving
facliity rust make arrangements pending full
implementation of its plan that provides the
residents with an area or areas to congregate
that meets the safe indoor air temperature
requirements of subsection (1) {a) for a minimum
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of ninety-six {96) hours.

1. An assisted living facility not located in an
evacuation zone must either have an alternative
power source onsite or have a contract in place
for delivery of an alternative power source and
fuel when requested. Within twenty-four (24)
hours of the issuance of a state of emergency for
an event that may impact primary power delivery
for the area of the assisted living facility, it must
have the alternative power source and no less
than ninety-six (96) hours of fuel stored onsite.
2. An assisted living facility located in an
evacuation zone pursuant to chapter 262, F.S.
must either:

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

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

(d} Each new assisted living facility shalt
imptement the plan required under this rule prior
to obtaining a license.

{e) Existing assisted living facilities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
affecting the assisted fiving facility's compliance
with this rule shall implement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishment, renovations or
reconstruction.

{f) The Agency for Health Care Administration
may request cooperation from the State Fire
Marshal to conduct inspections to ensure
implementation of the plan in compliance with this
rule.

{5) POLICIES AND PROCEDURES.
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{a) Each assisted living facility shalt develop and
implement written policies and procedures o
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuet
required for the operation of the alternate power
source. The procedures shall ensure that
residents do not experience complications from
in air inside
the facility. Procedures must address the care of
residents oceupying the facs ity durmg a dec!ared
state of of
the methods to be used to mmgate the potential
for heat related injury including:
1. The use of cooling devices and equipment;
2. The use of refrigeration and freezers to
produce ice and appropnate temperatures for the
of ines requiring refri
3. Wellness checks by assisted living facility staff
to monitor for signs of . and heat
injury; and
4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.
{b} Each assisted living facility shalt maintain the
written policies and procedures in a manner that
makes them readily available at the licensee's
physical address for review by a legally
authorized entity. If the policies and procedures
are maintained in an electronic format, assisted
fiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c} The written policies and procedures must be
readily available for inspection by each resident;
each resident's legal representative, designee,
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surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by

taw.
{8} REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by chapter 429,
part |, or chapter 408, part ||, F.S., including, but
not fimited to, license revocation, license

ion, and the ition of ini

fines.

{7} COMPREHENSIVE EMERGENCY

MANAGEMENT PLAN.

{a) Assisted living facilities whose comprehensive
planis to it

must comply with this rule.

(b) Each facility whose plan has been approved

shail submit the plan as an addendum with any

future submissions for approval of its

compl 1sive ol plan.
(8) NOTIFICATION.

{a) Within five (5) business days, each assisted
fiving factlity must notify in writing, unless
permission for electronic ication has
been granted, each resident and the resident's
tegal representative:

1. Upon submission of the plan to the jocat
emergency management agency that the plan
has been submitted for review and approval;

2. Upon final implementation of the plan by the
assisted living facility.

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

This Statute or Rule is not met as evidenced by:
Based on Observation, record review, and
interview, the facility failed to have the required
fuel for the operation of the alternate power
source to maintain room temperatures at
or below 81 degrees in the event of the loss of
primary power for a minimum of 48 hours. The
facility failed to acquire services necessary to
maintain and test the equipment, and its functions
to ensure the safe and sufficient operation of the
alternate power source maintained at the assisted
fiving facility. The facility failed to maintain a
working generator and install monoxide
detectors.

Findings included:

Observation on at 7:54 AM, Staff B
found two wires disconnected on the generator.
Staff B connected the two wires and attempted to
start the generator. Staff B could not start the
generator after several attempts. The generator
never started.

Observation on at 8:00 AM found only
4 five-galion red plastic containers each filled with
gasoline. The generator was a Westinghouse
Model # DGL GO250R/WGENT7500. The tank
holds 6.6 gallons of gasoline which provides 12
hours of running time @ 50% load. The facility
only had 36 hours of fuet stored, less than the
required 48 hours.

Observation on at 8:05 AM found no
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monoxide detector inside building after
inquiring. Staff B pointed to the smoke alarm.

Interviewed on at 7:54 AM, Staff B
stated that the generator maybe out of gasoline
and never attempted to unscrew the gasoline cap
to see if fuel may have been the problem. Staff B
stated that the generator got to get fixed because
of the two wires, and there was no generator fog.
She stated further that there were no

monoxide detectors and could not provide the
approved annual Comprehensive Emergency
Plan (CEMP).

Observations on at 9:50 am revealed
the Staff B tried several times to start the
generator without success. Further observation
revealed 4 containers of 5 gallons of gasoline
each in a shed on the patio.

Interviewed by telephone on at 9.55
AM the Assistant Administrator stated to give her
2 hours to fix the generator teliing she would send
everything by mail when the generator was fixed.

On at 2:40 PM, Staff B started the
generator. it was teft running. Observed in the
shed on the patio § containers of 8 gaflons of
gasoline each and 4 containers of 2 gallons of
gasoline each.

Uncorrected Class il
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