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{A D00}, Initial Comments {A 000}

Arevisit to a re-licensure biennial survey and a
generator monitoring were conducted at Siiver
Life, LLC on . The provider had

deficiencies identified at the time of the survey.

AO10 428.26( ) FS; 59A-36.006(4) FAC Admissions - A010
$8=D| Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-
{1) The owner or administrator of a facility is
responsible for determining the appropriateness
of admission of an individual to the facility and for
ining the continued appropri; of
residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
in taw or rule refated to admission criteria or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of
appropri for ission and
residency of an individual in a facility:
{a) A facility may admit or retain a resident who
receives a health care service or freatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.
{b) A facility may admit or retain a resident who
requires the use of assistive devices.
{c) A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
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who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delinsates how
the facility and the hospice will mest the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.

{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (¢}, a
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, the
term "bedridden” means that a resident is
confined to & bed because of the inability to:

a. Move, turn, or reposition without total physical
assistance;

b, Transfer to a chair or wheelchair without fotal
physical assistance; or

c. Sit safely in a chair or wheelchair without
personal assistance or a physical .

2. A resident may continue fo reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3.  a facility is ficensed fe provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days.

{2) A resident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident's representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Depariment of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.
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{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

B59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any ficensed
facility must be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a -to-
medical ination by a heatth care p
at teast every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The resuits of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
is i by in @)b)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant to
Section 429.26(1)(c}, F.8.
{b) Aresident requiring care of a
may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's
record; and,
3. if the resident's condition fails to improve within
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30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.
{c)A . #l resident who no longer meets
the criteria for continued residency may continue
to reside in the facifity if the following conditions
are met:
1. The resident qualifies for, is admitted to, and
consents 1o receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;
2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
o continued residency;
3. Alicensed hospice, in consultation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,
4. Docurnentation of the requirements of this
paragraph is maintained in the resident's file.
{d) The facility administrator is responsible for

ing the conti propri of
placement of a resident in the facility at ali times.
{e) A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license.
{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ficense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or training.
{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-38.021, FAC.
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This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility administrator failed to be

s ible for itoring the i
appropriateness of placement for one out of eight
sampled residents (Resident #6).

Findings included:

On at 11:35 AM, observation showed
Resident #6 was lying in bed asleep with two half
bed rails in upright position on one side, and the
other side of the bed placed against the wall.

On at 12:00 PM, Staff B {caregiver)
stated that she was going to feed Resident #6 in
his bed because he was not eating alone.

On at 1:13 PM, observation showed
during medication pass that two staff members
were needed for Resident #6 to take the
medication. Staff £ (caregiver) had to held
Resident #6 while he was seated on the bed.
Then, she had to raise his arm by the while
Staff B was holding Resident #6's and the
container with the medication while guided them
toward his . Resident #6 did not follow
commands and appeared fragile and

A review of Resident #6's health assessment

completed showed medical history
and diagnoses of '
atherosclerotic (ASHD),
. - ( )
. PN ¢ ) of
of Tt and T12 with réutine
healing, joss s and

Resident #6 needed assistance with ambulation,
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bathing, .+ eating, seif-care {grooming),
toiteting, transferring and with the
self-administration of medication.

On at 1:18 PM, the Administrator
confirmed Resident #6 was not under hospice
care. However, he needed total care with
activities of daily fiving and administration of
medication.

Review of Resident #6's record showed there
were no progress notes regarding his change in
condition. Resident #6 admission date was

On at 1:26 PM, the Administrator
stated that Resident #6 was fine 3 days earlier
and he was walking with the walker. She further
stated that when he was admitted he came on a
wheelchair. She finally stated that she would
contact the doctor.

Class #Hl

A030 59A-36.007(5) FAC; 420.28( ) FS420.27
$8=D| Resident Care - Rights & Facility Procedures

59A-36.007

{B) 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, F.S,, the
facility must have a written grievance procedure

A010

A030
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for receiving and responding to resident
complaints and a written procedure to allow
residents to recommend changes to facility
poticies and procedures. The facility must be able
1o demonstrate that such procedure is
implemented upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; , Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1{888)419-3456, and the statewide toll-free
telephone number of the Florida Hotline,
1(800)96- or 1{800)962-2873. The
telephone numbers must be posted in close
proximity o a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rutes and procedures that must be
included in the admission package provided
pursuant to Rule 89A-36.008, F.A.C. The rules
and procedures must at @ minimum address the
facility's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and

6. Administrative and housekeeping schedules
and requirements;

7. control, sanitation, and standard
precautions;

8. The requirements for coordinating the delivery
of services 1o residents by third parly providers;
9. Assistive devices; and

10. Physical
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{e) Residents may not be required to perform any
work in the facifity without compensation.
Residents may be required to clean their own
sieeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. if a resident is empioyed 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 1o facilitate the
resident's right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

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 iaw, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility 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 personal 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
fiving 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 rights of
other residents.
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{d) Unrestricted private communication, including
recelving and sending unopened
correspondence, access fo a telephone, and
visiting with any person of his or her choice, at
any time between the hours of @ 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
similar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
, and i ion within the

{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.
{g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather,
(1) Exercise civit and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at refigious 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 managerment of
medications, assistance in making |
for health care services, the provision of or
arrangement of transportation to health care

.y , and the performance of heaith
care services in accordance with s. 429.255
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which are consistent with established and

e i within the ity.

{k) At least 45 days' notice of relocation or
termination of residency from the facility uniess,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive fo 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
Ol Program for assi: with
relocation and must include the statewide toll-free
telephone number of the program. In order for a
facility fo i the resi of an indivi
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

{1) 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 shalf
establish a grievance 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, - , and
prohibitions set forth in this part is posted ina
prominent place in each facility and read or

AHCA Form 3020-0001
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explained fo residents who cannot read. The
notice must include the statewide toil-free
telephone number and e-mait address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Eider Hotline operated by the
Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
long-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 faken 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
call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Elder

Hotline operated by the Department of
Children and Families, and , Rights
Florida.

429.27 Property and personal affairs of
residents.-
{1)(a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her 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 shall not confer on the
facility or its owner, adminisirator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
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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, interview and record
review, the facility failed to ensure that one out of
eight sampled residents be treated with
consideration and respect and with due
recognition of personal dignity, individuality, and
the need for privacy (Resident #6).

Findings included:

at 11:35 AM, observation showed
Resldent #6 was lying in bed asleep with two half
bed rails in upright position on one side, and the
other side of the bed placed against the wall.

On at 11:36 AM, the Administrator
stated Resident #6 had an order for haif bed rails,
not for full bed rails. She further stated that she
had not noticed there were two bed rails on the
same side of the bed. It was probably the staff
who set it like that,

Review of Resident #8's record showed a
prescription order for half bed rails dated

A review of Resident #6's health assessment

completed showed medical history

and diagnoses of ,

atherosclerotic (ASHD),

. - ( )
o L) of
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of Tt and T12 with routine

healing, ioss , and .

Resident #6 needed assistance with ambuiation,

bathing, .+ eating, seif-care (grooming),

toileting, transferring and with the

self-administration of medication.

Class 1l

A D031 59A-36.007(6} FAC Resident Care ~ Third Party A031

88=D Services

{6) THIRD PARTY SERVICES.

{a) Nothing in this rule chapter is intended to
prohibit a resident or the resident’s representative
from independently arranging, .. and
paying for services provided by a third party of the
resident's choice, including a licensed home
health agency or private nurse, or receiving
services through an out-patient clinic, provided
the resident meets the criteria for admission and
continued residency and the resident complies
with the facility's policy refating to the delivery of
services in the facility by third parties. The
facility's policies must require the third party to
coordinate with the facility regarding the
resident’s condition and the setvices being
provided.

{b) When residents require or arrangs for
services from a third party provider, the facility
administrator or designee must allow for the
receipt of those services, provided that the
resident meets the criteria for admission and
continued residency, The facility, when requested
by residents or representatives, must coordinate
with the provider to facilitate the receipt of care
and services provided to meet the |

resident's needs,
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{c) The administrator or designee must ensure
that:

1. Care coordination includes documented
communications about the resident's condition
and response 1o treatment or services ordered by
the physician which may impact the resident's
appropr for continued resi inthe
facility;

2. Communications occur at least once every 30
days and whenever there Is a significant change
in the resident’s condition; and

3. i physician ordered treatments or services
occur less often than once a month,
communications must be conducted according to
the ordered treatment or service schedule and
whenever there is a significant change in the
resident's condition.

4. When comrmunication with the third party
provider is unsuccessful, at least two attempts at
communication on two separate days must be
documented. Documentation must include the
name of the person from the third party provider
with whom contact was attempted, the method of
communication, and the date and time of the
attempts. This documentation must be included
in the resident's record in accordance with the
timeframes in subparagraphs 53A-36.007(6)(c)2.
and 3.

{d) if residents accept assistance from the facility
in arranging and coordinating third party services,
the facility’s assistance does not represent a
guarantee that third party services will be
received. If the facility's efforts to make
arrangements for third party services are
unsuccessful or declined by residents, the facility
must include documentation in the residents"
record explaining why its efforts were
unsuccessful. This documentation will serve to
demonstrate its compliance with this subsection.
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This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to provide documentation
of care coordination with third party services
which included documented communications
about the resident's condition and response to
treatment or services ordered by the physician
which may impact the resident’s appropriateness
for continued residency in the facility for one out
of eight sampled residents (Resident #7).

Findings included:

On at 11:35 AM, observation showed
Resident #7 was lying in bed and a .

with a bag filled with was hanging out of the
bed.

Areview of Resident #7's record showed a
doctor's order dated for home health
care indicating skilled nurse {SN) requested for

., care due to acute , retention. Further
review showed a Multi-Disciplinary
Communication Log from a third-party provider
that only documented that the evaluation was
done on . There was no further
documentation a home health agency was
providing services for the

On at 12:55 PM, the Administrator
stated a home health nurse was visiting daily to
check the .. The Administrator further stated
she would contact the nurse to get the
documentation of the visits.

Class #Hl
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A 053 59A-36.008(4) FAC Medication - Administration A053

§8=D
{4) MEDICATION ADMINISTRATION.

{a) For facilities 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 health care
provider must also be documented in the
resident's record.

{c) icati ini fon 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,
must be in compliance with the federal Clinicat
Laboratory Improvement Amendments of 1988
{CLIA} and Chapter 483, Part |, F.S. A valid copy
of the federal CLIA Certificate must be
maintained in the facility. Afederal 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.
Information 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,
Taliahassee, FL 32308; telephone
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{850)412-4500.

This Statute or Rule is not met as evidenced by:

Based on observation, interview and record

review, the facility failed to ensure that on y staff
licensed to ini

administered medications to two out of exghi

sampled residents (Resident #2 and Resident

Findings included:

1)

On at 1:13 PM, observation showed
Staff E {caregiver/uniicensed staff) was holding
Resident #6 while he was seated on the bed.
Then, Staff B (caregiver/unlicensed staff) placed
the medication (| 2MG capsule)
in a small plastic container. Staff E raised the
resident's arm by the .. Staff
B was holding Resident #6' and the
container while guided them toward his .
Staff B shook the container untit the pill  inside
Resident #6's

On at 1:18 PM, the Administrator
confirmed the staff did administration of
medication to Resident #6.

2)

at 1:23 PM, observation showed
Resldenl #2 was lying in bed and Staff B
{caregiverfuniicensed staff) placed the medication

50 MG tablet) in a small plastic
container. Then, Staff £ (caregiver/unticensed
staff) raised the resident's arm by the

., Staff B was holding Resident

#2's and the container while guided them

toward the resident's . Staff B shook the

container until the pifl  inside Resident #2's
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On at 1:29 PM, the Administrator
stated Resident #2 who was under hospice care,
needed administration of medication but hospice
was not providing the service. She further stated
that she would ask a family member to give the
medications to the resident.
Areview of personnel records for Staff B and
Staff E found no documentation the staff was a
ficensed health care provider.
Class il
{A D54} 50A-36.008(5) FAC Medication - Records {A 054}

85=D
{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 listing with the pr 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.
{p) The facility must maintain a daily medication
observation record for each resident who
receives assistance with seif-administration of
ications or medication administration. A
medication observation record must be
immediately updated each time the medication is
offered or administered-and include:
1. The name of the resident and any known
. theresident may have;
2. The name of the resident’s health care
provider and the health care provider's telephone
number;
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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 i or ication errors.
{c) For medications that serve as chemical

. the facility must, pursuant to Section

428.41, F.S., maintain a record of the prescribing
physician's annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to maintain an accurate daily medication
observation record (MOR) for each resident who
receives assistance with seff-administration and
administration of medications which must be
irmmediately updated each time the medication is
offered for one out of eight sampled residents
{Resident #6). Also, the facility failed to ensure
that the residents’ medication observation records
included any . theresident may have, the
resident's health care provider's telephone
number, and directions for use of each
medication for one out of eight sampled residents
{Resident #8).

Findings included:

1
A review of Resident #6's MOR showed the 1:00
PMdoseof | 2MG capsule was
not signed as given from . to

. Medication reconciliation
showed there were no missing doses.

On at 12:09 PM, Staff B {caregiver)
stated that she had given the medication to
Resident #6 but forgot to sign in the MOR.
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2)
Review of the MOR for Resident #8 showed it did
not include a specific time for the medications,
instead it was listed only "PM". Further review
showed the MOR did not include the resident's
doctor's telephone number and the
section was left blank.
On at 12:15 PM, the Administrator
stated that she would ensure accuracy of the
MORs.
Uncorrected
Class #l
{A 079} 59A-36.010(3) FAC Staffing Standards - Levels {A 079}

88=D
{3) STAFFING STANDARDS.

{a) Minimum staffing:

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

Number of Residents, Day Care Participants, and
Respite Care Residents Staff Hours/Week

0-5 168

212
16-25 253
26-35 294
36-45 335
46-55 375
56-65 416
66-75 457
76-85 498
86-95 539

For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week,
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2. independent living residents, as referenced in
subsection 58A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personal,
fimited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
3. At least one staff member who has access o
facility and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.
4. in facilities with 17 or more residents, there
must be at least one staff member awake at all
hours of the day and night.
5. A staff member who has completed courses in
First Aid and . .
{ ) and holds a currently valid card
documenting completion of such courses must be
in the facility at all times.
a. Documentation of altendance at First Aid or
courses pursuart to subsection
59A-36.011(5), F.A.C., satisfies this requirement.
. A nurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part i1, F.S., is
considered as having met the course
requirements for both First Aid and
6. During periods of temporary absence of the
administrator of manager of more than 48 hours
when residents are on the premises, a staff
member who is atieast . mustbe
physically present and designated in writing to be
in charge of the facility, No staff member shall be
in charge of a facility for a consecutive period of
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21 days or more, or for a total of 60 days within a
calendar year, without being an administrator or
manager.

7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours requirement.

8. The administrator or manager's time may be
counted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facifity's staffing schedule.

9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or abseni staff may not be counted.

{b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), alt
facilities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents’ scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 59A-36.007,
FAC.

{c) The facility must maintain a written work
schedule that reflects its 24-hour staffing pattemn
for a given time period. Upon request, the facility
must make the daily work schedules of direct
care staff available to residents or their
representatives.

{d) The facility must provide staff immediatefy
when the agency determines that the
requirements of paragraph (&) are not met. The
facility must immediately increase staff above the
minimum levels established in paragraph (a), if
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the agency i that pervision

and care are not being provided to residents,
resident care standards described in rule
59A-36.007, F.A.C., are not being met, or that the
facility is failing to meet the terms of residents’
contracts. The agency will consuit with the facility
administrator and residents regarding any
determination that additional staff is required.
Based on the recommendations of the loca fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter
69A-40, F.A.C., untif such time as the local fire
safety authority informs the agency that fire safety
requirements are being met.

1. When additionai staff is required above the
minimum, the agency will require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved to mest
resident service needs. The plan will be reviewed
by the agency fo determine if it sufficiently
increases the staffing levels to meet resident
needs.

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

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

{f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
servioes license must also comply with the
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{A 079} Continued From page 23

staffing requirements of rules 59A-36.020,
59A-36.021 or 59A-36.022, F.A.C,, respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to maintain an accurate
work schedule that reflected its 24-hour staffing
pattern,

Findings included:

On at 11:30 AM, observation showed
Staff E {caregiver) was working at the facility.

A review of the facility's staffing pattern for

showed Staff E was scheduled to
work ., 14,15, 18 & 17 but it showed
no working hours.

On at 11:45 AM, Administrator stated
Staff E would work as needed.

Uncorrected

Class il

A 162 50A-36.015(3) FAC Records - Resident
88=D
{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

. Place of birth, if known,
. Social security number,

2

3. Race,

4. Date of birth,
5.

6.

7. Medicaid and/or Medicare number, or name of

{A079}

At62
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other health insurance s

8. Name, address, and telephone number of next
of kin, legal representative, or individuat
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and tetephone number of the
resident's health care practioner and case
manager, if applicable.

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care

practif ‘s medical ination form

in Rule 59A-36.006, F.A.C.

{c) Any orders for medications, nursing setvices,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 58A-36.012,
F.A.C.. if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(f}, F.A.C.

fyA  _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daily
fiving must have their | recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that | not be taken.

{g) For facilities that will have unlicensed staff
assisting the resident with the seff-administration
of medication, a copy of the written informed
consent described in Rule 53A-36.006, F.A.C., if
such consent is not included in the resident's
contract.

{h) For facilities that manage a pill organizer,
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assist with self-administeation of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.AC.
{i) A copy of the resident's contract with the
facility, including any addendums to the contract
as described in Rule 59A-36.018, F.AC.
{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 429.27, F 8.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.8,
1) # the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. 3 CF-ES 1006,

, which is hereby incorporated by reference
and available for review at:
hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of atiorney,
where applicable.
{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.
{0} The resident's ,DH
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Form 1898, if applicable.

{p) For independent living residents who receive
meals and occupy beds included within the
licensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement,

{q) Except for resident contracts, which must be
retained for 5 years, ail resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

{r) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on intetview and record review, the facifity
failed to maintain documentation of the

- of a health care surrogate, health
care proxy, guardian, or the existence of a power
of attorney {POA) for two out of eight sampled
residents (Resident #6 and Resident #7).

Findings included:

Areview of Resident #6's record revealed that the
contract and admission package was signed by
the resident's spouse on . Further
review showed no documentation of the

., of a heaith care surrogate, heaith
care proxy, guardian, or the existence of a POA
for Resident #6.
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Avreview of Resident #7's record revealed that the
contract and admission package was signed by
the resident's son on . Further review
showed no documentation of the | of
a health care surrogate, health care proxy,
guardian, or the existence of a POA for Resident
On at 1:10 PM, the Administrator
stated that the relatives for Resident #6 and
Resident #7 informed her that they would bring
the POA.
Class il
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