PRINTED: 12/19/2024
FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER COMPLETED

A, BUILDING:

AL11969905 BWNG 11/19/2024

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1915 W COUNTY RD 419

BENTON HOUSE OF OVIEDO
CHULUOTA, FL. 32766

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5

PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

CZ814 435.12(2)(b-d), FS Background Screening Cz814
Clearinghouse

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, | are
enrolled in the national retained print

notification program at the Federal Bureau of
Investigation:

1. A person with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

2. Effective . . or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a nationat
screening if the person returns fo a position for
which screening is conducted by a qualified
entity.

{c) An employer of persons subject to screening
or a qualified entity participating in the
clearinghouse rmust register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse.

1. Before . , initial status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

2. Effective . , initial status and any
changes in status must be reported within 5
business days after a person receives his or her
inftial status or after a change in the person 's
status has been made.
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{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a parson with & current or
potential affiliation with a qualified entity for
electronic | submission to the

of Law . The
must include the person ' s full first name, middie
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain & social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on review of the facility's Care Provider
Background Screening Clearinghouse and
interview, the facility failed to update its
clearinghouse within 5 business days after 1 of &
sampled staff was hired (J.)

Findings:

On at 5:54 pm, the administrator
identified nurse J as the facility's Limited Nursing
Service Registered Nurse. The administrator was
not positive about the nurse’s hire date then said
she would find out. The nurse did not have a
personnel record,

On at 6 pm, review of the facility's care
provider background screening clearinghouse
revealed nurse J was not on the roster.

On at 6:18 pm, the administrator said
nurse J was hired on
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Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-
{2) Every § years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shail request the Department of Law
Enforcement to forward the person's .
o the Federal Bureau of Investigation for a
national criminal history record check unless the
person's | are enrolled in the Federal
Bureau of Investigation's national retained print
notification program. if the | of

such a person are not retained by the
Department of Law Enforcement under s.
943.05(2)(g) and (h}, the person must submit

. electronically to the Depariment of
Law Enforcement for state processing, and the
Department of Law Enforcement shalf forward

the | to the Federal Bureau of
Investigation for a national criminal history record
check. The | shall be retained by the

Department of Law Enforcement under s.
943.05(2)(g) and (h} and enrolled in the national
retained. print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal history records checks
required by level 2 screening may be borne by
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the licensee or the person |, | . The
agency may accept as satisfying the
requirements of this section proof of compliance
with fevel 2 screening standards submitted within
the previous 5 years to meet any provider or
professionat licensure requirements of the
Department of Financial Services for an applicant
for a certificate of authority or provisionat
certificate of authority to operate a continuing
care retirement community under chapter 651,
provided that:

{a) The screening standards and disqualifying
offenses for the prior screening are equivalent to
those specified in 5. 435.04 and this section;

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

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

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

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

59A-35.080 Background Screening.

{2) Processing Screening Requests, Required
Documents and Fees.

{d) An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by

CZ816
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reference, available at

hitp:, firules. Lasp?No
=Ref-00108, and available from the Agency for
Health Care Administration at:

http://ahca. myflorida.com/MCHQ/Central_Service
s/Background_Screening/Regulations_Forms.sht
mi. This form must be completed by the individual
and retained by the provider upon hire fo aftest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
disqualifying offense.

{e) An administrator or chief financial officer must
be screened and qualified priorto | | to
the position.

{3) Resuits of Screening and Notification.

{a) Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by ail
heaith care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is located at:
apps.ahca.myflorida.com/SingleSignOnPortal.
{b) if a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. i the letter s returned
unclaimed, a copy of the letter will be sent by
regutar mail. Pursuant to Section 435.05(1)(d),
F.8., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with Section
435.06(3), F.8.

This Statute or Rule is not met as evidenced by:
AHCA Form 3020-0001
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Based on record review and interview, the facility
failed to ensure 1 of 5 sampled staff (J)
completed an Attestation of Compliance with

Findings:

On at 5:54 pm, the administrator
identified nurse J as the facility's Limited Nursing
Service Registered Nurse. The administrator was
not positive about the nurse’s hire date then said
she would find out. The nurse did not have a
personnel record. The only documents provided
were a nursing license and online training
transcript. A complete Attestation of Compliance
with Background Screening Requirements was
niot provided.

On at 6:18 pm, the administrator said
nurse J was hired on

Unclassified

©Z830: 408.821 F$ Emergency Management Planning ©z830
88=D
408,821 Emergency management planning;
emergency operations,; inactive license.-
(1) Alicensee required by authorizing statutes
and agency rule to have a comprehensive
emergency management plan must designate a
safety liaison to serve as the primary contact for
emergency operations. Such ficensee shall
submit its comprehensive emergency

plan to the tocal
management agency, county health department,
or Department of Heaith 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
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plan,

{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.

{c) Submit necessary plan revisions within 30
days after notification that plan revisions are
required.

{d) Notify the agency within 30 days after
approvai 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 ifs licensed capacity to act as a receiving
provider in accordance with an approved
comprehensive emergency management plan for
up to 156 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to all 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 1o this section when the provider
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 licensed.

3. Does not have a provisional license.

4. Will be temporarily unable to provide services
but is reasonably expected o 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
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reopening. A request by a licensee for an inactive
ficense or o extend the previously approved
inactive period 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 pfan
for the transfer of any clients to other providers
and appropriate licensure fees. Upon 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 ficense
expiration date, and alf 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
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 facility record reviews and interview,
the facility failed to submit its comprehensive
emergency management plan (CEMP) within 30
days of ficensure change of ownership to the
local emergency management agency.

Findings:

Review of the facility’s approval letter for its
AHCA Form 3020-0001
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CEMP revealed a date of . The email

states, "1 have found the plan satisfies the
minimum criteria from the Agency of Health Care
Administration {AHCA) and is approved through

The Administrator was asked to provide the
CEMP based on the change of ownership.

On at 2:30pr, the Administrator
stated, | don't have the new one. | just have one
from Benton House Oviedo. ['ve called the CEMP
representative and he's working on it. We're
working on getting everything switched over.

On at 7:15pm, The Administrator
confirmed the findings and was unable to provide
an updated CEMP.

{photographic evidence obtained)

Class il

©Z875, 430.5025(4 & } / N Cz875
88=D | Training

{4) Employees of covered providers must

complete the following training for 's
and related forms of :

{a) Upon beginning employment, each employee

must receive basic written information about

interacting with persons who have s
or related forms of .

{b) Within 30 days after beginning employment,

each employee who provides personal care to or

has regular contact with participants, patients, or

residents must complete a 1-hour training

program provided by the depariment.

1. The department shall provide training that is

AHCA Form 3020-0001
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available onfine at no cost. The 1-hour training
program shalt contain information on
understanding the basics about the most
common forms of . how to identify the
signs and symptoms of , and skills for
communicating and interacting with persons with
‘s or related forms of

. Arecord of the completion of the
training program must be made available to the
covered provider which identifies the training
curricula, the name of the employee, and the date
of completion.
2. A covered provider must maintain a record of
the employee's completion of the training
program and, upon written request of the
employee, provide the employee with a copy of
the record of completion consistent with the
employer's written policies.
3. An employee who has completed the training
required in this subsection is not required to
repeat the program upon changing employment
to a different covered provider.
{c) Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or homemaker service providet, each
employee who provides personaf care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b}. The
additional training must include, but is not limited
1o, behavior management, promoting the person '
s independence in activities of daily living, and
skills in working with famifies and caregivers.
{d) Within 7 months after beginning employment
for a nursing hore, an assisted fiving facility, an
adult family-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of training in addition
1o the training required in paragraphs (a) and (b}).
The additional training must include, but is not

AHCA Form 3020-0001
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fimited to, behavior management, promoting the
person's independence in activities of daily fiving,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.
(e} For an assisted living facility, adult family-care
home, or adult day care center that advertises
and provides, or is designated fo provide,
specialized care for persons with ‘s
or related forms of , in addition

1o the training specified in paragraphs (a} and {b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of

-specific training. Such training must
include, but is not limited to, understanding

and related forms of
. the stages of 's f
icati ies, medical i

and stress management.

3. Thereafter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic learning .- For this
subparagraph, the term "on-the-job training"
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personal care with
guidance, support, or -on experience to
help develop and refine the employee's skills for
caring for a person with 's ora
related form of . The continuing
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education must cover at least one of the topics
included in the -specific training in which
the employes has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in a
minimum of one quarter-hour increments through
on-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learming .. chosen by the
facifity administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.

{f)1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (c), paragraph (d),
or paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
completed training and continuing education of
the employes, if applicable, must be provided to
the covered provider upon request.

2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5) before providing, assigning, or
referring an employee to a covered provider.

{7) For a certified nursing assistant as defined in
s. 484.201, training hours completed as required
under this section may count toward the totat
hours of training required to maintain certification
as a nursing assistant.

{8) For a health care practitioner as defined ins.
456.001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's licensing board.

{9) Each person employed, ,or
referred to provide services before |, | y
must complete the training required in this sectios
before ., . Proof of completion of

AHCA Form 3020-0001
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equivalent training completed before |, | f
shall substitute for the training required in
subsection {4). Each person employed,

, or referred to provide services on or
after | | , may complete training using
approved curricutum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and
interviews, the facility failed fo ensure 4 of 5
sampled staff (A, B, C, J) had the required
and Related forms of
{ADRD)} training.

Findings:

A review of unlicensed caregiver A's personnel
record revealed a hire date of

Review of unlicensed caregiver 8's personnel
record revealed a hire date of

Review of unlicensed caregiver C's personnef
record review revealed a hire date

The records of unlicensed caregiver A, B, and C
did not have documentation to indicate the
caregivers completed a 1-hour training program
provided by Department of Eider Affairs within 30
days after beginning empioyment, an additional 3
hours within 3 months after beginning
employment and 4 hours within 6 months after
beginning employment.

On at 3:30 PM, a review of the
facility's staff work schedule documenting that
Unlicensed Caregiver C was scheduied to work
AHCA Form 3020-0001
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tonight's overnight shift of 11 PM-7 AM. She also
worked last night. This is Unlicensed Caregiver
C's regular staffing pattern.

On at 5:50 pm, the administrator
confirmed the findings.

On at 5:54 pm, the administrator
identified nurse J as the facility's Limited Nursing
Service Registered Nurse. The administrator was
not positive about the nurse’s hire date then said
she would find out. The nurse did not have a
personnel record. The only documents provided
were a nursing license and online training
transcript. Documentation io indicate the nurse
completed a 1-hour training program provided by
Department of Elder Affairs within 30 days after
beginning employment was not provided.

On at 6:18 pm, the administrator said
nurse J was hired on

On at 6:36 PM, an interview with the
Administrator confirmed the findings after an
opportunity reviewing through the personnet
record for the missing training.

Class #ll
AQ00; Initial Comments A 000

A change of ownership (CHOW), complaint
investigation #2024015121, and generator
monitoring was conducted at The Addison of
Oviedo on . The facility had
deficiencies at the time of the survey,

A010 425.26( ) FS; 59A-36.006(4) FAC Admissions ~ AQ10
88=D| Continued Residency
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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 law or rule related to admission criteria or
continued residency for the type of license held
by the facility under this pari. The following
criteria apply to the determination of
approprk for ission and
residency of an individual in a facifity:
{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 freatment are met by the facility or
a third patty.
{p) 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
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.
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{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (c), 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 a bed because of the inability to:

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

b. Transfer to a chair or wheeichair without total
physical.assistance; or

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

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

3. i a facility is licensed fo provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he orshe 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 Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.

{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.

59A-36.006

A010
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{4) CONTINUED RESIDENCY. Except as follows
in paragraphs {(a) through (¢) of this subsection,
criteria for continued residency in any ficensed
facility must be the same as the criteria for

ission. As part of the i i
criteria, a resident must have a “to-
medical examination by a health care practitioner
at least 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 results of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
ish by reference in {2)(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.S.
{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 pursuant to a
plan of care issued by a heatth care practitioner,
2. The condition is documented in the resident's
record; and,
3. i the resident’s condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.
{c)A , il resident who no longer meets
the criteria for continued residency may continue
to reside in the facifity if the following conditions
are met:

A010
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1. The resident qualifies for, is admitted to, and
consents to receive services from a ficensed
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. Documentation of the requirements of this
paragraph is maintained in the resident's file.

{d) The facility administrator is responsible for
itoring the i i of
placement of a resident in the facility at all 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
license 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-36.021, FAC.

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview,
the facility failed o obtain a new 1823 Health
Assessment, Agency for Healthcare
Administration {AHCA) Form for significant
change for 1 of 4 sampled residents (#8) as
required for continued residency.
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Findings:

Resident #8's record review revealed an

admission date of . The last 1823
Health Assessment dated listed medical
history of ‘s , adjustment
with ; -

with , body; associated with other
underlying , unspecified
severity, ,, ., . unspecified

PR type. . .
involving native . , of the native

type 2 without

complication, without long term current use of

- She needed assistance with activities of
daily living {ADLs) in bathing, » grooming,
eating, toileting and transferring and supervision
in ambulation & unsteady with gait using watker &
wheelchair. In further review, the 1823 Health
Assessment, page 3, section 2, option B
documented Resident #8 able to administer her
own medications with additional comment "able to
drink her own meds if they are pre-serve”.
Resident #8 was admitted recently on Hospice
care on

There was no documented evidence for the
significant change that Resident #8 needs
i with seif- in ion of i

in file.

On at 10:45 AM, a family interview
with Resident #8's private sitter stated that she
had been working with Resident #8 at home for
about a year prior to her being admitted into the
assisted living facility. The private caregiver
further stated that her work hours changes
weekly and today she was working 8:30 AM-1:30
PM, the assisted living staff was very helpful and
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{5) RESIDENT RIGHTS AND FACILITY
PROCEDURES,

{a) A copy of the Resident Bilf of Rights as
described in Section 428.28, 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.A.C.

{p) In accordance with Section 429.28, F.S,, the
facifity must have a written grisvance procedure
for receiving and responding to resident
complaints and a written procedure to allow
residents to recornmend changes to facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

(¢} The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in @ common area accessible fo alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(388)831-0404; , Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1{888)419-3456, and the statewide toll-free
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they assist the medications with
self-administration every day to Resident #8.
On at 6:45 PM, an interview with the
Weliness Director confirmed the findings.
{Photographic Evidence Obtained)
Class Hil
AD30 59A-36.007(5) FAC; 429.28( ) FS420.27 A030
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telephone number of the Florida Hotline,
1{800)96- or 1(800)962-2873. The

telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font,
{d) The facility must have a written statement of
its house rutes 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 responsibifitie:
2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident . neglect, and

6. Administrative and housekeeping schedules
and requirements;

. 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. Physical .

{e) Residents may not be required to perform any
work in the facifity without compensation.
Residents may be required fo clean their own
sleeping areas or apartments if the facility rules
or the faciiity contract includes such a
requirement. if a resident is employed by the
facifity, 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 fo unrestricted and private
communication, pursuant to Section 429.28(1)(d},
F.8. The facility must aliow unidentified telephone
calls to residents. For facilities with a licensed
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capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at 8 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 fegal 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
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, 50 as to maintain individuality and
personai dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
receiving and sending unopened
correspondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 3 a.m. and 9 p.m.
at a minimum. Upon request, the facility shalf
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 uniess the
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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 s. 429,27,
{g} Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for reguiar 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 aftendance
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

.. , and the performance of health
care services in accordance with s. 428.255
which are consistent with established and

i within the ity.

{k) At least 45 days' notice of relocation or
termination of residency from the facility unless,
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 to other residents. In the
case of a resident who has been adjudicated
mentally . the guardian shali be
given at least 45 days' notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
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provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
Ombudsman Program for assistance with
relocation and must include the statewide toll-free
telephone number of the program. In order for a
facility to i the resi of an indivi
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

{l) 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 shatt
establish a grievance procedure to facilitate the
residents’ exercise of this right, This right
includes access to ombudsiman 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 partis posted in a
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toll-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Hotline operated by the
Department of Children and Families, and, if
applicable, , Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
{ong-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
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kept confidential pursuant to 5. 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 {o a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman counci, 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

s or s 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, administrator, employess, 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
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 observations, record reviews and
interviews, the facility failed fo ensure the resident

(neglectand | policy was
followed when an allegation of involving 2
of 4 sampled residents was made (#3 & #18.}
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Findings:
Review of resident #3's health
assessment form (1823) revealed the resident's
medical history included ‘s
Review of resident #16's 1823 revealed

the resident's medical history included
s .

Both residents lived in the facility's secured
memory care unit.

Review of a facility incident report revealed that
on between 4 pm to 5 pm an
anonymous employee, determined during the
survey 1o be unlicensed caregiver G, submitted a
letter alleging unficensed caregiver | was

towards residents #3 & #16. Unlicensed caregiver
| was removed from the schedule pending an

investigation.
On at 3 pm, unlicensed caregiver G said
that on at approximately 7:20 pm she

returned from a break. She could not initially find
resident #16 then found her in a room that was
not her own. Unlicensed caregiver G said she
and caregiver | both assisted with taking the
resident out of the room. Unlicensed caregiver G
sald that while doing so caregiver | became really
aggressive, grabbed the resident's arm then said,
“come on, let's go.” The resident slapped
caregiver I's arm; at which time the caregiver told
the resident "I'm gonna call 911 on you."
Approximately one hour later, caregiver G took
resident #3 from the dayroom to her room.
Caregiver G and caregiver | began assisting the
resident with changing for bed. Unlicensed
caregiver G said to caregiver | "let's take her
jacket off.” The resident held on to the sleeve of
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the jacket. Caregiver | became frustrated and
grabbed the resident's arm while saying "release
your sleeve.” Unlicensed caregiver G said she did
not see any visible marks on either resident.
Unlicensed caregiver G said her shift ended that
night at 9 pm, which left caregiver | alone with the
residents from 9 pm until 11 pm. Unlicensed
caregiver G said unlicensed caregiver | did not
return to work after that night. Unlicensed
caregiver G said she worked with caregiver | only
once previously and did not have the same
experience. When asked why she did not inform
a supervisor that same night, unlicensed
caregiver G replied "I should've. | don't know."
When asked if she received training on the
facifity's resident policy, she replied that
her training was only online and did not include
the policy. When asked if the policy was
discussed during a staff meeting, as
indicated on a sign-in sheet, she recalled
attending the meeting and did not recali the poficy
being discussed.

The facility's Florida prohibition
and reporting policy indicated, among other
things, "if a staff member withesses, learns of, or
has reasonable cause to suspect , neglect,
or , such staff member must
|mmed|a(e!y nom‘y the executive director or
designee."

On at 5:10 pm, both residents #3 & #16
were seen sitting in their wheelchair at a dining
room table. They were both pleasantly

Neither one had visible injuries.

On at 5:54 pm, the administrator said
she did not know caregiver G left at 9 pmon

. The administrator said nothing
happened fo any residents between 9 pm and 11
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pm. She said she went over the policy with
staff on & . Arequest was made

to review the documentation for the training. She
said she would look for it. No documentation was
provided.

Class #Hl

A033 59A-36.007(8) PHYSICAL A033

8§8=D

{8) PHYSICAL . Residents for

whom a physician has prescribed a physical
must have a written care plan for the use

of the physical . The care plan must be

developed within 14 days of the device being

prescribed, and prier to use on the resident.

{a) The care plan must specify:

1. The device prescribed for use;

2. The maximum amount of time the resident is

o have the applied each day; and,

3. in what manner and frequency staff will

monitor, observe, and report to the physician any

injuries, increase in agitation, signs and

symptoms of | , or decline in mobility or

function related to the use of the prescribed

{b) Facility staff must ensure that the device is
applied appropriately and safely.

{c) The resident's physician must review the
appropriateness of the continued use of the
physical annually, and documentation of
this review must be maintained in the resident's
record. If the resident's ability to independently
remove or avoid the device fluctuates, the device
must be considered a physical and all
requirements of this subsection apply.

This Statute or Rule is not met as evidenced by:
Based on observations, record reviews and
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interviews, the facility failed to ensure a physician
prescribed the use of a wheelchair seat belt and
faifed to have a written care plan for the belt for 1
of 4 sampled residents (#13.)

Findings:

Review of resident #13's 1823 revealed
the resident's medical history included

due to and forgetfulness. The
resident lived in the facility's secured memory
care unit.

On at 11:21 am, unlicensed caregiver B
was asked if any residents used & .The
unlicensed caregiver replied that resident #13

had a wheelchair belt because she wasa  risk.
The unlicensed caregiver sald the resident's
family wanted the belt used. She attached the belt
when she was not with the resident then released
it when the resident was within eyesight.

On at 11:45 am, resident #13 was seen
sitting in a transport wheelchair. A seat belt was
on the chair and not fastened. The resident was
participating in a chair exercise activity.

Review of the resident’s record revealed it did not
have a physician's order and a written care plan
for the seat belt.

On at 1:55 pm, the weliness director
said she did not know the seat belt was on the
wheelchair. She was unable to provide the
required documentation.

Class #Hl
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AQ78 50A-36.010(2) FAC Staffing Standards - Staff AQ78
§8=D
(2) STAFF.

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

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

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

ion, training, p ion, and
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
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responsibilities, consistent with their
qualifications, fo observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.

{c) All staff must comply with the training
requirements of rule 59A-36.011, FAC.

{d) An assisted living facility o
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

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

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

2. Maintain time sheets for all staff.

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

This Statute or Rute is not met as evidenced by:
Based on personnel record reviews and interview,
the facility failed to ensure 1 of 5 sampled staff (J)
submitted a written statement from a health care
provider documenting the individual did not have
any signs or symptoms of communicable

within 30 days after beginning employment.

Findings:

On at 5:54 pm, the administrator
identified nurse J as the facility's Limited Nursing
Service Registered Nurse. The administrator was
AHCA Form 3020-0001
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not positive about the nurse's hire date then said
she would find out. The nurse did not have a
personnel record. The only documents provided
were a nursing license and online training
transcript. A written statement from a heaith care
provider documenting that the nurse did not have
any signs or symptoms of a communicable

was not provided.

On at 6:18 pm, the administrator said
nurse J was hired on .

Class il

A081 429.52(1 & 7) FS; 59A-36.011( ) FAC Training A081
§8=D | - Staff In-Service

428.52

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

{p) Each assisted living facility employee must
complete the training required under s. 430.5025.
However, an employee of an assisted living
facility licensed as g limited mentat heaith facility
under s. 429.075 is exempt from the training
requirements under s. 430.5025(4)(d).

{c) If an assisted living facility employee
completes the 1-hour training required under s.
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430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
{a).

(7} Eacility staff shalt participate in inservice
training relevant to their job duties as specified by
agency rule, Topics covered during the preservice
orientation are not required fo be repeated during
inservice training, A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

(2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core fraining as detailed in subsection
(1).

{b) New staff must complete the preservice
orientation prior to interacting with residents.

{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee’s personnel
record.

{d) In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:

1. Resident's rights; and,

2. The facility's license type and services offered
by the facility.

{(3) STAFF IN-SERVICE TRAINING, Facility
administrators or managers shalf provide or
arrange for the following in-service training to
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A081! Continued From page 33

facility staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents, The facility must use its
control policies and procedures when

offering this fraining. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, refating to borne
. . . may be used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c) Staff who provide direct care to residents, who
have not taken the core training program, shal
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident
neglect, and | . The facility must use its

prevention policies and procedures when
offering this training,
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 59A-8.0095,
F.AC., must receive 3 hours of in-service training
within 30 days of employment that covers the
foliowing subjects:

A081
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1. Resident behavior and needs.

2. Providing assistance with the activities of daily
fiving.

{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.

{f) Al facility staff shall receive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30} days of employment.

1. Al facility staff shall be provided with a copy of
the facility's resident elopement response policies
and procedures.

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

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and
interviews, the facility failed to have documented
evidence to indicate 4 of 5 sampled staff (A, B, C,
J) received the required in-service training as
described in 59A-36.011 ( . )F.A.C.

Findings:

1. Review of unlicensed caregiver A's personnel
record revealed a hire date of . There was
no evidence of the 2-hour pre-service orientation
and documented in-service training as follows:

a) 2hr pre-service orientation completed prior to

A081
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interacting with residents.

b) 1hr control training

c) 3hr Activities of Daily Living and behavioral

needs fraining

d) elopement response training

e) 1hr reporting major incidents, reporting

adverse incidents, facility emergency procedures

and incident reporting training

) 1hr resident rights and recognizing/reporting
Ineglect training and

g) thr nutritional & safe food handling

2. Review of unlicensed caregiver B's personnel
record revealed a hire date of . The record
did not contain documentation to indicate the
caregiver received the following required training:

1. a 2-hour preservice orientation prior to
interacting with residents.

2. 3 hours of in-service training within 30 days of
employment that covers Resident behavior and
needs and providing assistance with the activities
of daily living.

3. a minimum of 1-hour-in-service training within
30 days of employment in safe food handling
practices.

3. Review of unlicensed Caregiver C's personne}
record review revealed a hire date of .
There was no documented evidence that her 2
hours pre-service orientation training covering
topics of resident rights, facility type, and services
offered prior to interacting with residents and
signed by the employee and the administrator. In
further review, there were no other Inservice
training courses to include:

a) one hour control facility specific
training.
b) three hours of Activities of Daily Living (ADLs)
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and behavioral training, only hour completed
on .

c) no elopement facility specific training.

d) one hour reporting maijor adverse incidents
and emergency procedures facility specific

training.

e) one hour recognizing and reporting .
neglect, | facility specific training; and
) one hour nutritional & safe food handiing
training.

On at 5:50 pm, the administrator

confirmed the findings.

4. 0n at 5:54 pm, the administrator
identified nurse J as the facility's Limited Nursing
Service Registered Nurse. The administrator was
not positive about the nurse's hire date then said
she would find out. The nurse did not have a
personnel record. The only documents provided
were a nursing license and online training
transcript. Documentation was not provided o
indicate the nurse received the following training:

1. a 2-hour preservice orientation prior to
interacting with residents.
2. in-service training regarding the facility's
resident elopement response poficies and
procedures within thirty (30} days of employment,
3. a minimum of 1-hour in-service training within
30 days of employment that covers Reporting
adverse incidents and Facility emergency
procedures including chain-of-command and staff
roles relating to emergency evacuation.
4. Resident rights in an assisted living facility and
recognizing and reporting resident .
neglect, and | . The facility must use its
prevention policies and procedures when
offering this training.
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On at 8:18 pm, the administrator said

nurse J was hired on

On at 8:36 PM, an interview with the
Administrator confirmed the findings after an
opportunity reviewing through the personnet
record for missing training.

Class 1l

A082 59A-36.011(4) FAC Training - ! A0B2
88=D

(4)

(S }. Pursuant to section
381.0035, F.S., all facility employses, with the
exception of employees subject to the
requirements of section 456,033, F.S,, must
complete a one-time education course on
and . including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection {12), of
this rute.

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and interview,
the facility failed to ensure 2 of 5 sampled staff (A
& B) completed a one-time education course on
and. within 30 days of employment.

Findings:

Review of unlicensed caregiver A's personnet
record revealed a hire date of . Review of
unlicensed caregiver B's personnel record
revealed a hire date of
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The records did not have documentation to
indicate unlicensed caregiver A and B completed
a one-time education course on and

within 30 days of employment.

On at 5:50 pm, the administrator
confirmed the finding.

Class 1l

A083 59A-36.011(5) FAC Training - First Aid and A0B3
88=D
{5) FIRST AID AND

). 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 that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
1o perform and which is issued by an
instructor ot training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose training
is ited by the C ission on itati
for Pre-Hospitat Continuing Education satisfies
this requirement.

{b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part I, F.S., shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and interview,
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the facility failed to have documented evidence to
indicate 1 of 5 sampled staff (A} had a valid First
Aid and . .

card in the facility at all times.

Findings:

Review of unlicensed caregiver A revealed a hire

date of . There was no documented
evidence of a current First Aid and card on
fite.

On at approximately 6:03pm, the

Administrator confirmed the findings and provided
First Aid and for the Health and Wellness
Director who works the same shift as unlicensed
caregiver A,

{photographic evidence obtained)

Class HHl

A090, 50A-36.011(11) FAC Training - A090
§8=0

{11}

TRAINING,

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

{c) Training shall consist of the information
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included in rule 59A-36.009, FAC.

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and
interviews, the facility failed to ensure 4 of 5
sampled staff (A, B, C, J) received at least one
hour of training in the facility’s policy and
procedures regarding

 within 30 days affer employment,

Findings:

Review of unlicensed caregiver A's personnel
record review revealed hire date

Review of unlicensed caregiver B's personnet
record revealed a hire date of

Review of unlicensed caregiver C's personnef
record review revealed hire date

The records of unlicensed caregiver A, B, and C

did not have documentation to indicate the

caregivers received at least one hour of training

in the facility's policy and procedures regarding
within 30 days after employment.

On at 5:50 pm, the administrator
confirmed the finding.

On at 5:54 pm, the administrator
identified nurse J as the facility's Limited Nursing
Service Registered Nurse. The administrator was
not positive about the nurse's hire date then said
she would find out. The nurse did not have a
personnel record. The only documents provided
were a nursing license and online training
transcript. Documentation was not provided o
indicate the nurse received at least one hour of
training in the facility's policy and procedures
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regarding within 30 days after
employment.
On at 6:18 pm, the administrator said

nurse J was hired on

On at 6:36 PM, an interview with the
Administrator confirmed the findings.

Class il

A09Z 59A-36.012(2) FAC Food Service - Dietary AGS3
88=D ! Standards

{2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facifity must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:

hitp:/fwww firules.org/Gateway/reference.asp?No
=Ref-04003, and-the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
Nationat Academies, 2018, which are
incorporated by reference and available for
review at:

https: .od.nih. + fon/Dietary_
Reference_intakes.aspx. Therapeutic dists must
meet these nutritional standards to the extent
possible.

{b) The residents’ nutriional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses 1o eat less, the facility must
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serve the standard minimum portions of food
according fo the Dietary Reference Intakes,

{c) All regular 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
facility files and include the original signature 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 1o accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nufritional 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. Regutar 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. Facilities that offer residents a varlety 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
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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
10 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
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 alf residents,
including adaptive equipment if needed by any
resident, must be on
{n) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to 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, facility's menu review and
AHCA Form 3020-0001
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interview, the facility failed to ensure the regular
menu was readily available for Resident #10 and
Resident #15 when ordering the lunch meal
scheduled for today.

Findings:

An observation on at 12 PM (noon),
Resident #10 and Resident #15 were both sitfing
at their table 10 wailting for their lunch meal.

The daily menu posted in the dining room read
junch entrees for today were:

1 cup green satad with 1 tablespoon of

3 oz. beef tips with sauce OR

3 oz. grilled fish with Aioli sauce

V2 cup berb mashed potatoes

¥ cup Chef's steamed vegstables

1 baked rolt

% cup piece of Maple Bread pudding
Beverage of choice {includes water, fruit
punch, lemonade, coffee, tea, milk)

On at 12:10 PM, a brief interview with
Resident #10 and Resident #15 stated that they
did not want the salad today and already placed
their orders with the staff E.

Resident #10 stated she ordered the besf tips
with sauce and a baked potato instead of the
herb mashed potatoes.

Resident #15 stated he ordered from the
{anytime) menu hamburger and fries.

An observation on at 1110 PM, after
over an hour, Resident #10 and Resident #15
were stili waiting for their meal ordered and joined
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table 10 another Resident #14 that ordered beef
tips with sauce. At this same time, the dining
room was full of residents eating their funch.

On at 1115 PM, an interview with
server staff £, and asked what about table 10's
lunch? Server staff E answered that she took all
their orders about 15 minutes ago and should be
out shortly. Finally, at 1:20 PM, staff E brought
two meal plates for Resident #10 and Resident
#14, and nothing for Resident #15.

On at 1:23 PM, an interview with
Resident #10 stated that she had asked for a
baked potato instead of the herb mashed
potatoes and that she was not going to get her
baked potato instructed by the Cook because it
takes 2 hours to cook. Resident #10 said that she
was okay if he cooked it in the microwave for 6
minutes and proceeded not to provide to
Resident #10. Resident #14 was happy with her
choice and began to eat.

On at 1:31 PM, an interview with the
Food Service Director asking why couldn't
Resident #10 have a baked potato instead of the
herb mashed potatoes and where was Resident
#15's hamburger and fries? The Food Service
Director answered that there were two baked
potato orders today. One of the baked potatoes
was given to another resident and the other
baked potato and she was making
another baked potato now for Resident #10. It
was further explained that this was never
communicated to Resident #10, and she was told
by the Cook that she could not have the baked
potato because it would take another two hours to
cook. The Food Service Director stated that as
soon as the baked. potato was cocked that she
would deliver herself to Resident #10 and
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apologies for the miscommunication and

- ltwas also asked that if the baked
potato was from the anytime menu, then why did
they only cook fwo today? The Food Service
Director answered that the baked potatoes are
not & popular item, and the average crdered
during lunch was 1 or 2. It was explained that if
more baked potatoes were cooked from the

the reguiar menu there would not be a delay. The
Food Service Director understood and agreed.

On at 1:.37 PM, the Food Service
Director brought out Resident #10's baked potato
and Resident #15's hamburger and fries. An hour
and half from when they both were sitting at table
10 in the dining room. At this time, Resident #10
stated that she did not want the baked potato
after waiting a long time and she ended up not
eating the beef tips because the sauce was
mushroom, and she was . tomushrooms.
Resident #10 asked if this would not happen if
she could have a weekly or monthly menu to
review in her apartment so she could decide
before going to meals. Resident #10 stated that
she had asked for a menu yesterday (

and no one gave her one. The Food Service
Director again apologized to Resident #10 and
provided her two weeks of menus immediately.
Resident #10 thanked the Food Service Director.

On at 1:52 PM, an interview with the
Food Service Director confirmed the findings and
further stated that she would going forward
deliver a copy of a weekly menu every Friday
evening for the next week to each resident's
rooms and post the weekly menus in advance in
the dining room for an opportunity the residents’
can review when they come to eat their meals.

anytime menu, just in case residents did not want

)

A093
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{Photographic Evidence Qbtained)

Class #Hl

A 152 59A-36.014(3) FAC Physical Plant - Safe Living A152
$8=D Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to

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

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, slectrical and structural systems,

and appurtenances are maintained in good

working order.

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

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with a mattress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. 1o ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms 1o be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.
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{e) Facilities must make available linens and
personat laundry services for residents who
require such services. Linens provided by a
facility must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on observation and interviews, the facility
failed to repair 1 of 4 sampled residents (#10)
shower that was leaking water.

Findings:

On at 10:11 am, resident #10 said that
for about 2 years when she takes a shower water
runs out onto the fioor. She said the facility put a
", " on the floor twice, but this did not fix the
problem. She said that on she again
spoke with the administrator about it and a few
days later the maintenance director came with a
plumnber and took pictures of the shower.
Observations made of the shower revealed there
was a"” " as described by the resident.

On at 2:05 pm, the maintenance director
said he first learned about the shower last week
when he had a plumber come in and take
pictures. He said the plumber was supposed o
submit a proposal to the administrator via email.
Arequest was made of him to provide alt
documentation related to the shower. No
documentation was ever provided.

On at 5:54 pm, the administrator said
resident #10 had been mentioning her shower
issue since or .The
administrator said the maintenance director
looked at it a handful of times. When asked why it
was not repaired yet the administrator replied, "I
feel like Corporate didn't want to spend the
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money from the previous owner.”

Class il

A 160 59A-36.015(1) FAC Records - Facility A 180
$8=D
59A-36.015 Records.

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
iegally authorized entity, If records are maintained
in an electronic format, facility staff must be
readily avaitable to access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

{a) The facility’s license displayed in a
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
listing the names of alf residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | s and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after dischargs
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to Rule 89A-36.018,
F.A.C. If the resident dies while in the care of the
facility, the log must indicate the date of
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{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approvat by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 59A-36.013, F.AC.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, FA.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 59A-36.006, F.A.C.
{h) I the facility advertises that it provides special
care for persons with ‘s or
related . & copy of all such facility
advertisements as required by Section 429177,

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.AC.

(i) Alt food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate fo operate.

(k) All fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant
1o Section 428.435, F.S., and rule Chapter
69A-40, F.A.C., issued within the last 2 years,

{1} Al sanitation inspection reports issued by the
county health department pursuant to Section
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381.031, F.8., and Chapter B4E-12, FAC,,
issued within the last 2 years.

{m) Pursuant to Section 428.35, F.S., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
fast 5 years.

{n) The facility's resident elopement response
policies and procedures,

{0) The facility's documented resident elopement
response drills.

{p) The facility's policies and procedures pursuant
1o subsection 59A-36,007(10), FAC,;

{(q) The facility's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facility's policy on physical

{t) The facility's policy on assistive devices;

{u) The facility's policy on third-party providers;
{v}) The facitity's policy on visitation pursuant to
Section 408.823(2)(a), F.S.;

{w} For facilities licensed as limited mental health,
extended congregete care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, FA.C,,
respectively.

This Statute or Rule is not met as evidenced by:
Based on facility record reviews and inferview,
the facility failed to obtain a new department of
health inspection within 30 days of licensure
change of ownership; and an approved fire and
safety inspection,

Findings:

Review of the facility’s Department of Health
Food Service Inspection dated was
identified as Benton House of Oviedo. There was
no documented evidence that a new inspection
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was scheduled or conducted within the 30 days of
licensure change of ownership.

Review of the Qviedo Fire Department Inspection
Report for The Addison Oviedo dated 11/6/2024
revealed the facility has a failed inspection and
the correction action must be taken by

On at 7:15pm the Administrator
confirmed the findings.

{photographic evidence obtained)

Unclassified

A161] 429.275(2) F'S; 59A-36.015(2) FAC Records - A181
$8=D! gtaff

429.275
{2) The administrator or owner of a facility shalf
maintain personnel records for each staff
member which contain, at a minimum,
do fon of background ing, if

§ ion of i with alf
training requirements of this part or applicable
rule, and a copy of all licenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015
{2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
ication, with

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

. In addition, records must contain the
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following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 58A-36.011, F.AC.,
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 all staff subject to
screening requirements as specified in Section
429.174, F.S., and Rule 59A-36.010, FAC,,
4. For fagilities with a ficensed capacity of 17 or
more residents, a copy of the job description
given 1o each staff member pursuant to Rule
59A-36.010, FAC,,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
FAC.
{b) The facility is not required to maintain
personnel records 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
facifity and the staffing agency or contractor as
described in Rule 58A-36.010, FAC.
{c) The facitity must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, FAC.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to obtain a copy of the

ication with for4 of 5
sampled staff (Administrator, A, C, J); and job
descriptions for a facility that have more than 17
beds for 3 of 5 sampled staff (A, C, J)as
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Findings:

1. Review of the Administrator's personnef record
review revealed a hire date . There was
no documented evidence of an employment
application. The record revealed only revealed an
employment reference check form,

2. Unlicensed Caregiver A's personnel record

review revealed a hire date . There was

no documented evidence of an employment
ication with and no job (

in the file.

3. Unlicensed Caregiver C's personnef record
review revealed hire date . There was no
do: evidence of an empl

with and no job
in the file.

4.0n at 5:54 pm, the administrator
identified nurse J as the facility's Limited Nursing
Service Registered Nurse. The administrator was
not positive about the nurse's hire date then said
she would find out. The nurse did not have a
personnel record. The only documents provided
were a nursing license and online training
transcript. An employment application with
references was not provided.

On at 6:18 pm, the administrator said
nurse J was hired on

On at 8:24 PM, an interview with the
Administrator confirmed the findings after an
opportunity to review the file.

Class il
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59A-36.018 Resident Contracts.

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

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

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

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

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

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

{g) Arefund pelicy that must conform to section
429.24(3), F.8;

{h) Awritten bed hold poticy and provisions for
terminating a bed hold agreement if a facility
agrees in writing o reserve a bed for a resident
who Is admitted to a nursing home, health care
facifity, or, facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident’s medical condition
prevents the resident from giving written
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notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident's behalf;
{i) A provision stating whether the facility is
affiliated with any religious organization and, if so,
which organization and its relationship to the
facility;
{i) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facifity is licensed to provide, the resident or the
resident's representative, or agency acting on the
resident's behalf, must be notified in writing that
the resident must make arrangements for
transfer to a care setting that is able to provide
services needed by the resident, in the event the
resident has no one fo represent him or her, the
facility must refer the resident to the social
service agency for placement. if there is
disagreement regarding the appropriateness of
placement, provisions outlined in section
429.26(8), F.S., will take effect;
{k) A provision that residents must be assessed
upon admission pursuant to subsection
59A-36.006(2), F.A.C,, and every 3 years
thereafter, or after a significant change, pursuant
o subsection (4}, of that rule;
{1) The facility's policies and procedures for
self-administration, assistance with
If- ini fon, and admint ion of
medications, if applicable, pursuant to rule
59A-36.008, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that rule; and,
{m) The facility's policies and procedures refated
to a properly executed DH Form 1896,

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

(3) The facility may not levy an additional charge
for any supplies, services, or accommodations
that the facility has agreed by contract to provide
as part of the standard daily, weekly, or monthly
rate. The resident or resident's representative
must be furnished in advance with an itemized
writien statement setting forth additional charges
for any services, supplies, or accommodations
available to residents not covered under the
contract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommodations not provided under
the original agreement. Such addendum must be
dated and signed by the facility and the resident
or resident’s legal representative and a copy
given to the resident or resident's representative.

420.24 FS

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

{2) Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facility; the rates or charges; provision for at least
30 days’ written notice of a rate increase; the
rights, duties, and of the residents,
other than those specified in s. 429.28; and other
matters that the parties deem appropriate. A new
service or accommodation added to, or

A187
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implemented in, a resident’s contract for which
the resident was not previously charged does not
require a 30-day written notice of a rate increase.
money is ited or bya
resident in a contract as security for petformance
of the contract agreement or as advance rent for
other than the next immediate rentat period:
{a) Such funds shall be deposited in a banking
institution in this state that is located, if possible,
in the same comrunity in which the facility is
located; shall be kept separate from the funds
and property of the facility; may not be
represented as part of the assets of the facility on
financial statements; and shall be used, or
otherwise expended, only for the account of the
resident.
{b) The licensee shall, within 30 days of receipt of
advance rent or a security deposit, notify the
resident or residents in writing of the manner in
which the licensee is holding the advance rent or
security deposit and state the name and address
of the depository where the moneys are being
held. The licensse shall notify residents of the
facility's policy on advance deposits.

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

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

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

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

{5) Neither the contract nor any provision thereof
relieves any licensee of any requirement or

. imposed upon it by this part or rules
adopted under this part.

{6) In lieu of the provisions of this section,
facilities certified under chapter 651 shalt comply
with the requirements of s. 651.055.

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

This Statute or Rule is not met as evidenced by:
Based on record reviews and interview, the
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facility falled 1o ensure 2 of 4 sampled residents
{#3 & #13) had a new residency agreement when
the facility had a Change of Ownership (CHOW.}

Findings:
The facility's CHOW was effective on
Review of resident #3 & #13 records revealed a

new residency agreement was not made between
the residents and the facility.

On at 12:57 pm, the administrator
confirmed the findings and said, "we're working
on it."

{photographic evidence obtained)

Class il

A200 59A-36.025 FAC Emergency Environmental A200
$8=D " Control

59A-36.025 Emergency Environmental Controt
for Assisted Living Facilities.
{1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN, Each assisted living facility
shall prepare a detailed plan ("plan™) to serve as
a to its Comp i

Plan, to address
environmental control in the event of the foss of
primary electrical power in that assisted fiving
facility which includes the following information:
{a) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted fiving facility, to ensure that current
ficensees of assisted living facilities will be
equipped {o ensure air temperatures will
be maintained at or below 81 degrees Fahrenheit
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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
i . 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.8. and subsection
59A-36.019(5), F.A.C., are met. The plan shait
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
shall be located in an area(s) in accordance with
local zoning and the Florida Building Code.
3. Each assisted living facility is unique in size;
the types of care provided; the physical and
mental capabilities 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
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temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98} hours in the
event of the loss of primary electrical power. The
pian shall include information regarding the
systems and equipment that will 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 zene
pursuant to Chapter 252, F, 8. must maintain an
aiternative power source and fuel as required by
this subsection at all imes when the assisted
fiving facility is occupied but is permitted to utilize
a mobile generatot(s) to enable portability if
evacuation is necessary.

. 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 facility, whose comprehensive
emergency managerment plan is to move
residents to a higher fioor 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
flooding or storm surge damage.

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

A200
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state of emergency. The plan must include
information regarding fuet 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. ¥f focal ordinances or other regulations limit the
armount 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 refiable 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
1o ensure the safe and sufficient operation of the
alternate power source maintained at the
assisted living facility.

{d) The acquisition and maintenance of a
monoxide atarm.

{2) SUBMISSION OF THE PLAN.

{a) Each new assisted living facility shall submit
the plan required under this rule prior to obtaining
a license.
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{b) Each existing assisted living facility that
undergoes any additions, modifications,
aterations, refurbishment, renovations or

ion that require ification of its
systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the county 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 fo 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 30 days of the approval of the plan
from the county emergency managerment agency,
the assisted living facility shail submit in writing
proof of the approval to the Agency for Health
Care Administration to
assistediiving@ahca. myflorida.com.
{c) The assisted living facility shall submita
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 fen
{10) business days of the plan's approval by the
county emergency management agency and
update within ten (10} business days of
implementation.
{4) IMPLEMENTATION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than
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. , have implemented the plan
required under this rule.
{b) Each new assisted living facility shalt
implement the plan required under this rule prior
0 obtaining a license.
{c) Existing assisted living facifities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
affecting the assisted living facility's compliance
with this rule shall implement its amended plan
concurrent with any such additions, modifications,
or

reconstruction.

{8) POLICIES AND PROCEDURES.

{a) Each assisted living facility shall develop and
implement written policies and procedures to
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuel
required for the operation of the alternate power
source. The procedures shalf ensure that
residents do not experience complications from
fluctuations in air temperatures inside
the facility. Procedures must address the care of
residents occupying the facility during a dectared
state of emergency, specifically, a description of
the methods to be used te mitigate 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 appropriate temperatures for the
maintenance of medicines requiring refrigeration;
3. Wellness checks by assisted living facifity 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.
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{b) Each assisted living facility shall 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,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by
law.
{6) 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 Il, F.8_, including, but
not fimited to, license revocation, license

fon, and the i ition of ini

fines.

{7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN,

{a) Assisted [iving facilities whose comprehensive
emergency management plan is to evacuate
must comply with this rule.

{b) Each facility whose plan has been approved
shall submit the plan as an addendum with any
future submissions for approval of its
comprehensive emergency management plan.
{8) NOTIFICATION,

{a) Within five (5} business days, each assisted
fiving facility must notify in writing, unless
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for electronic ication has
been granted, each resident and the resident's
legal representative:
1. Upon the initial submission of the plan to the
county 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.
3. Annual submissions and approvals of the plan
do not require notification to residents or their
{egal representatives unless a significant
modification as defined in Rule 59A-36.019,
F.A.C., has been made to the plan.
{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 electronic
format, facility staff must be readily available to
access and produce the notifications. For
purposes of this section, "readily available™
means the ability to immediately produce the
notifications, either in electronic or paper format,
upon request,

This Statute or Rule is not met as evidenced by:
Based on facility record reviews and interview,
the facility falled to maintain a copy of their
emergency management plan or submit a new
within 30 days of ficensure change of ownership
1o the local emergency management agency.

Findings:

On at 4:20pm an interview was
conducted with the Maintenance Director
regarding the completion of the generator
assessment. The Maintenance Director was
unable to provide a copy of the EPP plan for
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review, stating the Administrator should have a
copy.
On at approxmaitley 5:10pm review of

the Emergency Management Plan provided
revealed it was for Benton House of Oviedo and
was the planning criteria document and_not the
actual plan.

On at 7:15pm, the Administrator
confirmed the findings.

{photographic evidence obtained)

Unclassified
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