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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} ... Licensees providing residential or inpatient
services must utilize an online database
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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 review of the Comprehensive
Emergency Management Plan {CEMP) and
interview with the Administrator, the facility faited
to submit a CEMP annually. The CEMP is
applicable to all residents of the facility.

The findings include:

Facility records showed their CEMP documented
an approval date of . Acurrent CEMP
approval letter was requested.

An interview was conducted with the
Administrator on at 8:30 a.m. He
confirmed the CEMP was not submitted annually
after the last approval in 2023,

Class Ili
AQGO| Initial Comments. A000

A relicensure survey with Licensed Nursing
Services was conducted at Peabody Assisted
Living on . The provider had deficiencies
at the time of the visit.

A026| 53A-36.007(2) FAC Resident Care - Social & AD28
Leisure Activities

{2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in
social, recreational, educational and other
activities within the facility and the community.

AHCA Form 3020-0001
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{a) The facility must provide an ongoing activities
program, The program must provide diversified
individual and group activities in keeping with
each resident's needs, abilities, and interests.

{b} The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facility must demonstrate residents’ participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facitity.

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

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

This Statute or Rule is not met as evidenced by:
Based on observations and interview with the
Assistant Administrator, the facility failed to post a
current activity calendar and provide ongoing
activities for 5 out of 5 residents observed.
{Resident #1, #2, #3, #4, #5).
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The findings include:

Atour was conducted of the facifity on at
7:45 a.m. The facility had a calendar
posted in the dining area (photographic evidence
cbtained).

An interview was conducted with the Assistant
Administrator on at 11:20 a.m. She
confirmed the activity calendar posted was not
current. The Assistant Administrator reported
having a new one in the computer which she
would print and post. She stated most of the
residents were unable to participate in activities,

An observation of the facility was conducted on
at 7:45 a.m. to 3:00 p.m. There were no
activities offered to the residents.

Class Ili

A 054 59A-36.008(5) FAC Medication - Records

(5) MEDICATION RECORDS,
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication fisting with the ipti
number, the name and address of the Issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with seif-administration of

or
medication observation record must be
immediately updated each time the medication is
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offered or administered and include:
1. The name of the resident and any known

the resident may have;
2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

ication as p , of ication errors.

{c} For medications that serve as chemical

, the facility must, pursuant to Section
429.41, F.8., maintain a record of the prescribing
physiclan's annual evatuation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on observations, interviews with staff, and
review of the Medication Observation Record
{MOR), the facility failed to ensure medication
records were complete and accurate for 2 of 2
resident MORs reviewed (Resident #1, Resident
#3).

The findings include:

An observation of Resident #1 receiving
medication assistance from the Assistant
Administrator was conducted on at 9:31
a.m. The Assistant Administrator proceeded to
review the MOR, and pulfed medications out of
the medication cart for Resident #1. Medications
given were: {100 mg to be
given twice daily), .. (10 mg daily), .
{40 mg daily), and 600 mg with

D {given daily).

After Resident #1 took the medications with
water, the MOR was reviewed. The MOR entries
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for with D, .

s . » Lortadine, and were
not signed out for the month of | . The
MOR showed 10 mg daily and
Lortadine 10 mg were due, but not provided to
Resident #1 at the $:31 a.m. med pass. The

did not provide a time it was to be given.

An observation of Resident #3 receiving
medication assistance from the Assistant
Administrator was conducted on at 945
a.m. She proceeded to review the MOR, and
pulled medications out of the medication cart for
Resident #3. Medications given were;
{500 mg to be given twice daily), , 25 mg
{2 pills daily), 60 mg (1.5 tablets daily),

{8 meq daily),
(24-26 mg daily), . {20 mg daily.) Resident
#3's entire MOR for was blank. .
5 mg was listed as due, but was not provided.
There was no time written for when it was to be
provided, but the MOR showed it
was given at 8am (photographic evidence
obtained).

An interview was conducted with the Assistant
Administrator on at 10:00 a.m. She
confirmed the medications were not signed out
for | for Resident #1 and Resident #3,
but residents had received their medications.

At 2:00 p.m. on the Assistant
Administrator brought Resident #1's medications
to show medications were available and simply
not documental as being given. She was told the
Lortadine and were not given this
morning but she insisted she gave them despite
the observation made at 9:31a.m. when the
medications were not included in what was
provided to Resident #1.
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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 Guidetines for Americans,
2020-2025, which are incorporated by reference
and available for review at:

http: w . firules.o asp?No
=Ref-04003, and the curent table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2018, which are
incorporated by reference and available for
review at:
https:

.od.nih.goviHealt Dietary_
_intakes.aspx. Thi tic diets must
meet these nutritional standards ic 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

A0B4
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Continued From page 8

the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signhature of
the reviewer, registration or ficense 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.

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
facility for 6 months.

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

1. Facitities that offer residents a variety of food
choices through a select 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 facility must document a resident's refusal
to comply with a therapeutic diet and provide
nofification to the resident's health care provider
of such refusal.

{f) For facilities serving three or more meals a

AD093
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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
hours 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
purposes of . the time between meals.
{g) Food must be served attractively 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 adaptive equipment if needed by any
resident, must be on .
(h} A 3-day supply of nonperishable food, based
on the humber of weekly meals the facility has
with residents to serve, must be on

at all times. 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 tocal
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on record review, observation, and
interview with the Assistant Administrator, the
facifity failed to ensure menus for the 5 residents
of the facility were reviewed annually by a
ficensed or registered dietician.

The findings include:

A review of facility records noted menus dated
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which were observed in the kitchen dining

area at 7:45 am. on . Afurther review of

records found menus dated which were

not posted (photographic evidence obtained).

An inferview was conducted with the Assistant

Administrator on at 11:20 a.m.

concerning the menus. The Assistant

Administrator confirmed both sets of menus

were out of date.

Class Ili

A161

429.275

A 161| 429.275(2) FS; 59A-36.015(2) FAC Records -
Staff

{2) The administrator or owner of a facility shalf
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if

ion of i with all

part or rule.

59A-36.015

training requirements of this part or applicable
rule, and a copy of all ficenses or certification held
by each staff who performs services for which
ficensure or certification is required under this

{2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the

with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with alf staff
training and continuing education required by
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Continued From page 11

Rule 59A-36.011, FAC.,

2. Copies of all licenses or certifications for all

staff providing services that require licensing or

certification,

3. Documentation of compliance with level 2

background screening for alf staff subject to

screening requirements as specified in Section

429.174, £.S., and Rule 58A-36.010, FAC.,

4. For facilities with a licensed capacity of 17 or

more residents, a copy of the job description

given to each staff member pursuant to Rule

59A-36.010. FAC,

5. Documentation verifying direct care staff and

administrator participation in resident elopement

drifls pursuant to paragraph 59A-36.007(8)(c),
.C.

{b} The facility is not required to maintain
personnel recerds for staff provided by a licensed
staffing agency or staff employed by an entity

.. to provide direct or indirect services to
residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 58A-36.010, F.AC.
{c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010. F.AC.

This Statute or Rule is not met as evidenced by:
Based on interviews and review of employee
records, the facility failed to ensure records
contained evidence of controt training 1
out of 3 records reviewed {the Assistant
Administrator).

The findings inciude:

A8t

An employee record review was conducted for
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A161| Continued From page 12 A161
the Assistant Administrator on . There was
no evidence of Control training being
completed.
An interview was conducted with the Assistant
Administrator on at 12:42 p.m. She
confirmed the control training was
missing in her employse record. She explained
she has done the training,but was not sure where
itwas,
Class Ili
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