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Initiat Coraments

A standard survey was conducted at Nspire
Health Care Kendall on . The provider
had deficiences at the time of the survey.

59A-36.004 FAC Licensure - Requirements

59A-36.004 License Requirements.
{1) SERVICE PROHIBITION. An assisted living
facility may not represent that it provides any
service other than a service for which it is
ficensed to provide.
{2) CHANGE IN USE OF SPACE REQUIRING
AGENCY CENTRAL OFFICE APPROVAL. A
change in the use of space that increases or
decreases a facility's capacity must not be made
without prior approval from the Agency Central
Office. Approval must be based on the
compliance with the physical plant standards
provided in Rule 59A-36.014, F.A.C., as well as
fon of i with i fire
safety and sanitation inspection requirements
referenced in Rule 59A-36.005, F.A.C.
{3) CHANGE IN USE OF SPACE REQUIRING
AGENCY FIELD OFFICE APPROVAL. A change
in the use of space that involves converting an
area to resident use, which has not previousty
been inspected for such use, must not be made
without prior approval from the Agency Field
Office. Approvat must be based on compliance
with the physical plant standards provided in Rule
59A-36.014, F.A.C., as well as documentation of
compliance with applicable fire safety and
sanitation inspection standards referenced in
Rule 50A-36.005, FA.C.
{4) CONTIGUQUS PROPERTY. H a facility
consists of more than cne building, all buildings
included under a single license must be on
contiguous property. "Contiguous property”
means property under the same ownership
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separated by no more than a two-lane street that
traverses the property. A ficensed location may
be expanded to include additional contiguous
property with the approval of the agency to
ensure continued compliance with the
requirements and standards of Chapters 408,
Part i1, 429, Part 1, F.S. and rule Chapter 59A-35,
F.A.C., and this rute chapter.

{5) PROOF OF INSPECTIONS, A copy of the
annual fire safety and sanitation inspections
described in Rule 59A-36.005, F.A.C., must be
submitted annually to the Agency Centrat Office.
The annual inspections must be submitted no
fater than 30 calendar days after the inspections.
Failure to comply with this requirement may result
in administrative action pursuant to Chapter 408,
part I}, and Section 429,14, F.S., and rule
Chapter 59A-35, FAC,

{6) RESIDENTS RECEIVING STATE-FUNDED
SERVICES. Upon request, the facility
administrator or designee must identify residents
receiving state-funded services to the agency and
the department for monitoring purposes
authorized by state and federal laws.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain a copy of the annual fire safety
inspection,

Findings:

A record review of the annual fire safety
inspection found no updated documentation.
Photographic evidence obtained.

Interviewed on the Maintenance
Supervisor stated that the fire department did not
come out yet.
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429.26
{7) The facility shall notify a licensed physician
when a resident exhibits signs of or

" . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined fo exist, the
facility must notify the resident's representative or
designee of the need for health care services and
must assist in making |, | for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident's
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

50A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

(1) SUPERVISION. Facifities must offer personat
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
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Interviewed on at2:41 PM the
Administrator acknowledged that the fire
inspection was expired.
Class HHl
A025 428.26(7) FS; 59A-36.007(1) FAC Resident Care A025
$8=D1 - Supervision
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resident diets in accordance with Rule
59A-36.012, F.AC.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical.and emotional well-being of the resident.
{c) Maintaining a general awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain a written
record, updated as needed, of any significant
changes, any ilinesses that resulted in medicat
attention, changes in the method of medication
administration, or other changes that resulted in
the provision of additional services for Resident
#4,

Findings:

Observation on at 10:02 AM Resident

#4 was notin #
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Interviewed on at 12:08 PM when
asked happened to Resident #4, of residents, the
Assistant Director of Nursing {ADON) stated that
Resident #4 was hospitalized. The ADON stated
further that her . was high, and she
was not feeling good.

A review of Resident #4's progress notes found
no documentation of Resident #4's
hospitalization, including family and primary care
physician being notified.

Interviewed on at 2:41 PM the
Administrator acknowledged that there was no
documentation in the progress notes.

Class il

A033 50A-36.007(8) PHYSICAL

88=D

{8) PHYSICAL . Residents for

whom a physician has prescribed a physical
st 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 prior 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

10 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

A025

A033
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appropriateness of the continued use of the
physical annually, and docurmentation 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 alt
requirements of this subsection apply.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain a
prescription for full bed rails and develop a written
care plan within 14 days for the use of the
physical for Resident #2 to include the
manner and frequency a staff will monitor,
observe and report to the physician any injuries,
increase agitation, signs and symptoms of

Findings:

Observation at 12:22 PM Staff H
{Certified Nursing Assistant) fed Resident #2 a
pureed meal while in a hospital bed with full
bedrails.

Areview of Resident #2's health assessment with
a completion date of showed resident
needed total care with activities of daily living.

A review of Resident #2's records found no
prescription nor a written care plan for use of a
physical

Interviewed on at 2:41 PM the
Administrator acknowledged that there was no
care plan nor prescription for use of full bedrails.

Class #Hl
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{5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication listing with the pr ipti
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b) The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of
medications or medication administration. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known
. theresident may have;

2. The name of the resident's health care
provider and the health care provider's telephone
number,
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication errors.
{c) For medications that serve as chemical

, the facility must, pursuant to Section
428.41, F.8., maintain a record of the prescribing
physician's annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on Observation, Interview and Record
Review, the facility faited to ensure that 5 out of
twenty-eight sampled residents received their
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medication in a timely manner. The facility failed
to administer scheduled medication within one
hour before or one hour after the scheduled dose.
The facility failed fo ensure that the medications
of Residents #3, # 16, 17, 22 and #27 were
administered on time.

Findings:

On -2025at 9:43AM pre poured medication
was found in a clear plastic bag on top of the
rolling walker of Resident #3.

Observation on at 9:50 AM, revealed
pre poured medication for resident #16.
Pre-poured medications were observed in small
plastic containers on a bedside table. One had 5
unknown pills. Another had crushed medication.

On at 9:64 AM a small plastic
container with 6 pre-poured pilis and two other
small paper cups with pills were observed on the
bedside table of Resident #27.

On , at 9:55 AM, interview Resident
#17 stated that the nurse leaves her medication
there. She was referring fo pre-poured medication
on her nightstand.

On at 9:48AM, Staff F was observed
administering medication to Resident #22. This
was two hours after the scheduled time of
8:00AM.

Observation on , at 10:05AM, Staff £
was observed simply closing the Electronic
Medical Record without signing off the
medication.

On an interview at 10:05AM, Staff F stated that
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he would go to the office to sign off all the
residents Electronic Medical Records for the
medication he had administered.
On at 10:05AM, Staff F stated that he
started dispensing medication to the residents at
8:30 AM. He was assigned to administer
medication to all 40 residents. Resident #22 was
the last resident on the fist.
Record Review of the Electronic Medical Record
of Resident #22 revealed that she had the
medications . and
due at 8:00AM.
Class #l
A 055 50A-36.008(8) FAC Medication - Storage and A0S5
88=E

Disposat

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
locked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b} Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;
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3. The ication is and
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;
4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;
8. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or
6. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 58A-36.008, F.AC.
{c) Centrally stored medications must b
1. Kept in a locked cabinet; locked cart; or other
locked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

e, except that a i
requiring refrigeration must be kept refrigerated.
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
{ocated locked;
3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of ication, or inisteri ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed.
{d) Medication that bas been discontinued but
has not expired must be returned o the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident’s request. If
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centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident’s health care provider.
{e) When a resident’s stay in the facility has
ended, the administrator must return all
medications to the resident, the resident’s family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident's record. The medication may be taken
10 a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs to the dispensing
pharmacy pursuant to Rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on Observation and Interview, the facility
failed to store medication securely for 10 out of
28 sampled residents. Residents #3, 16, 17, 18,
19, 23, 24, 25, 27 and 28,

The facility failed to keep medication in a locked
container or in a locked medication cart.

Findings:

On observation on . between
09:38AM and 10:07AM, pre-poured medication
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and unlocked medication were observed in the
rooms of Residents #3, 16, 17, 18, 19, 28, 23, 24,
25, 27 and 28.

On at 9:42 AM, pre-poured medication
was found in resident #3's room.

On at @ ;42 AM, The Assistant DON
stated that the pre-poured medication was
something for resident #3's
On , at 9:38 AM -observation, made of
in drawer, and lotion
and icy hot | refiever were on nightstand of
Resident #23
On at .45 AM, Resident 24 had
. crearn, . cream, and
Vick's vapor rub on the nightstand, and
prescribed were in a drawer.
On , 8t 9:48 AM, resident #25 had
C,and spray on
nightstand; There was vapor rub,
. . cream and
factase cream in bathroom.

On at 9:50 AM, Resident #16- had pre
poured medications in small plastic containers on
bedside table.

On at 8:51 AM the DON stated that
since the residents are in an Assisted Living
Facility (ALF) they can take the medication on
their own.

On at 9:54 AM Resident #27, had a
smali plastic container with 6 pre poured meds, 2
small paper cups with pills, a tube of

relieving gel, and a bottle of | on the.
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nightstand. Inside the drawer were numerous
containers of medication and spray

On at 9:57 AM, for Resident #18

cream, . lubricant,
vapor rub, fiorastor dual action probiotic
supplement, and ... relief syrup were
observed in the room.

On at 9:58 AM, Resident#18 stated
thatoreamisfor ,  ofher

On , at 10:05 AM there was triamcilone
cream at bedside for Resident #19

On at 10:07 AM, there were several
medication containers on table of Resident #28

Class il

A 056 59A-36.008(7) FAC Medication - Labeling and
$8=D | Orders

(7) MEDICATION LABELING AND ORDERS.
{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration uniess they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.8., and
Rule 64816-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individual container:
1. The resident's name; and,
2. The identification of each medicinal drug in the
container.
{b) Except with respect to the use of pilt

i as i in ion (2}, no

A0S5

A 058
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individual other than a pharmacist may transfer
medications from one storage container to
another.
{c) If the directions for use are "as needed" or “as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed” prescription, the
circumstances under which it would be
appropriate for the resident to request the
medication and any limitations must be specified;
for example, "as needed for |, not fo exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with seff-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facifity may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e) Anurse may take a medication order by
telephone. Such order must be promptly

in the resident's icati
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
to ensure that prescriptions for residents who
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receive assistance with self-administration of
ication or icati i ion are filled

or refilled in a timely manner.

{g) Pursuant to Section 465.0276(5), F.S., and

Rule 61N-1.006, F.A.C., sample or

complimentary prescription drugs that are

dispensed by a health care provider, must be

kept in their original manufacturer's packaging,

which must include the practitioner’s name, the

resident's name for whom they were dispensed,

and the date they were dispensed. If the sample

or complimentary prescription drugs are not

dispensed in the manufacturer's labeled package,

they must be kept in a container that bears a

{abel.containing the following:

1. Practitioner's name,

2. Resident's name,

3. Date dispensed,

4. Name and strength of the drug,

5. Directions for use; and,

6. Expiration date,

{h) Pursuant to Section 465.0276(2)(c), F.S.,

before dispensing any sample or complimentary

prescription drug, the resident’s health care

provider must provide the resident with a writien

prescription, or a faxed or electronic copy of such

order.

This Statute or Rule is not met as evidenced by:
Based on Observation, interview, and record
Review, the facility failed to ensure timely refill of
medication for one out of 28 sampled residents.
The Facifity failed to ensure that medication for
Resident #22 was available at the time scheduled
for administration.

Findings:

On at 9:48AM, Staff F dispensed
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medication for Resident #22. He did not have the
that was scheduled for 8AM.

On at 9:58AM, when asked, Staff F
stated that he ordered the the day before,
but he did not have it for the 8:00 AM
administration.

On , at 2:45PM, The Assistant DON
stated that she would fook into the reasen for the
fack of medication.

Record review revealed there was an order for
scheduled for Resident #22 at 8:00 AM.

Class #ll

A 078 50A-36.010(2) FAC Staffing Standards - Staff AO78
88=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
subrmission of the staternent. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heaith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement, An
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individuat with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. 1f any staff member has, or is suspected of
having, & i , such individual
must be immediately removed from duties untii a
written statement is submitted from a heatth care
provider indicating that the individual does not

itute a risk of itting a icable

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

ion, training, p ion, and experk
Staff providing services requiring ticensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to cbserve 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 Lo
provide services fo 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 alf staff.
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{f) Level 2 background screening must be
conducted for staff, including staff

the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

by

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

examination on an annual basis for
two out of ten sampled staff (the Administrator
and Staff G). Also, the facility failed to ensure that
one out of ten sampled staff was qualified to
perform their assigned duties consistent with their
{evel of education, training, preparation, and
experience {Staff H). The staff who had
completed courses in .\ .

}and held a valid card documenting
completion of such courses, couid not describe
accurately when and how to perform . Also,
the staff did not know what
{ ) was.

Findings included:

1

Personnel records review for the Administrator

showed that she had the last negative
statement on

Personnel records review for Staff G (direct care
staff) showed that she had the last negative
staternent on .

On at 2:48 PM, the Administrator
acknowledged the  tests were from 2023.
2)

On at 10:09 AM, when asked how

she would perform . Staff H (direct care staff)
stated that she would put the bed flat and do 40
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plus . and did not include
. in the performance. Regarding
. Staff H stated it meant that the resident
was already and to not do anything for
them. When asked how she would know if a
person had a . Staff H stated she would
call the nurse.
Review of Staff H's personnel file showed that
she completed the training on and
training on.
The American Red Cross guidelines
recommend, "100 to 120 . per
minute, 30 at a time followed by 2 breaths.
Continue giving sets of 30 .
and 2 breaths. Minimize interruptions to
. to less than 10 seconds.”
Class #l
A 085 59A-36.011(7) FAC Training - Nufrition & Food A085
$8=D! Service

{7) NUTRITION AND FCOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facifity. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
59A-36.012(1)(b). A certified food manager,
ficensed dietician, registered dietary technician or
health department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service,
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Continued From page 19

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the Administrator, or the Food
Supervisor obtain, annually, a minimum of two (2)
hours of continuing education training in topics
pertinent to nutrition and food service in an
assisted living facility.

Findings:

Arecord review of the Administrator's personnel
records found no fwo hours of continuing
education fraining in topic pertinent to nutrition
and food service.

Interviewed on at 10:46 AM the Food
Supervisor stated that she was the supervisor of
the dining hall. The Food Supervisor stated
further that she was working on her food
manager certification. The Food Supervisor
stated, "1 don't have the certification.”

Interviewed on at 11:14 AM the Food
Supervisor stated, "l order the food.”

Arecord review of the Food Supervisor's
personnel records found no two hours of
continuing education training in topic pertinent to
nutrition and food service.

Interviewed on at 2:41 PM the
Administrator stated the dietitian approved the
food orders.

Class il

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

A08B5

A083
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{2) DIETARY STANDARDS.
{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-04003, and the current fable of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2019, which are
incorporated by reference and available for
review at:
hitps://ods.od.nih.gov/Healthinformation/Dietary_
Reference_lntakes.aspx. Therapeutic dists must
meet these nutritional standards to the extent
possible.
{b) The residents’ nutritional 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 to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.
{c) All regular and therapeutic menus to be used
by the facility must be reviewed annuaily by a
ficensed or registered dietitian, a licensed

itionist, or a regi dietetic i
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 license number, and
date reviewed. Portion sizes must be indicated on
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the mernus or on a separate sheet,

1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary to accommedate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents,

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

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

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

2. The facility must document a resident's refusal
to comply with a therapeutic diet and provide
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 a2 morning meal.
Intervais between meals must be evenly
distributed throughout the day with not less than 2
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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 fo be meals for the
purposes of . the time between meais.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged 1o 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
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facifity 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, record review and
interview, the facility failed to maintain a three (3)
day supply of nonperishable food based on the
nurnber of weekly meals the facility has

with residents to serve. The facility
failed to maintain foods that can be stored safely
without refrigeration and sufficient water for
drinking. The facility failed to implement a plan to
obtain water in an emergency.

Findings:
Areview of the facility census showed 42
residents.
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Observation on at 11:18 AM found the

food stored for daily usage stored with what
appeared to be a scarce amount of emergency
food: a few cans of corn beef, Chilli Con Carne,
Peanut Buiter, several boxes of crackers, and
peanut butter. However, there were no canned
tuna, Vienna Sausages, dry cereal, milk, canned
fruits and vegetables. Photographic evidence
obtained.

Observation on at 11:19 AM found
more than 60 emply five-gallon water botties
stored on plastic racks after taking a physical
count.

Interviewed on at 11:14 AM the Food
Supervisor stated that they don't have water at
the moment. The Food Supervisor stated, "We
don't have a credit card on file with the water
company. The water contract expired. We are
trying to renew it. | order the food.”

A record review of the Administrator's personnet
records found no two hours of continuing
education fraining in topic pertinent to nutrition
and food service.

A record review of the Food Supervisor's
personnel records found no two hours of
continuing education training in topic pertinent to
nutrition and food service.

A review of the facility records found no water
contract to supply the facility in the event of an
emergency.

Interviewed on at 2:41 PM the
Administrator acknowledged that there were no
emergency food and water. The Administrator
stated further that the Dietitian approves and
orders the food.

AHCA Form 3020-0601
STATE FORM

avai

1 contingation sheet 24 of 34



PRINTED: 03/07/2025

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 A BUILDING: COMPLETED
AL11943123 B WING 02/25/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
9400 SW 137TH AVENUE
NSPIRE HEALTHCARE KENDALL
MIAML, FL 33186
o SUMIMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY 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)
A093! Continued From page 24 A093
Interviewed on at 2:41 PM the
Maintenance Supervisor stated that they don't
have a contract and that was why they don't have
any water,
Class #ll
A 160 59A-36.015(1) FAC Records - Facility A160
8§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
legally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available 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 all 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 =~ | | ;and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address o
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a

AHCA Form 3020-0001

STATE FORM

avai

1 contingation sheat 25 of 34



Agency for Healih Care Administration

PRINTED: 03/07/2025
FORM APPROVED

bed for a resident who is out of the facility but
intending to return pursuant to Rule 58A-36.018,
F.A.C. If the resident dies while in the care of the
facility, the log must indicate the date of

{¢) 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 docurmentation 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.

(&) The facility's liability insurance policy required
in Rule 59A-36.013, FAC.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 50A-36.013, F.A.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} If the facility advertises that !t provxdes special
care for persons with or
related . acopy of alf such faciity
advertisements as required by Section 429.177,
F.8.

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

{j) 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
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10 Section 429.435, F.S., and rule Chapter
69A-40, F.A,C., issued within the last 2 years.
{1) All sanitation inspection reports issued by the
county health department pursuant to Section
381,031, F.8,, and Chapter 84E-12, FA.C,,
issued within the last 2 years.
{m) Pursuant to Section 428.35, F.S., all

l survey, i fon and
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 facility'’s policy on visitation pursuant to
Section 408.823(2)(a), F.8.;
{w) For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-38.021 and 59A-36.022, FA.C.,
respectively,

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed fo maintain an up-to-date
admission/discharge log and resident census.

Findings included:

Review of admission/discharge log showed
current residents were not listed.
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A 180 Continued From page 27

On at 9:22 AM, during the facility tour,
observation showed some of the names listed
outside residents’ rooms did not match with the
census.

On at 9:30 AM, regarding discrepancy
with the census, the Director of Nursing (DON}
stated that the previous day in the afternoon,
some residents had to be changed from rooms
because the room needed to be fumigated. The
DON added that they did not update the census.

On at 2:41 PM, the Administrator
provided the corrected census and stated that the
residents would be to their rooms the
following day.

Class il

A 161 428.275(2) FS; 59A-36.015(2) FAC Records -
$8=D | Staff

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

fon of background ing, if

jon of 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

A160

A181
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with

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

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 50A-36.011, F.AC.,
2. Copies of all ficenses 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 facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010, FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
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
facility and the staffing agency or contractor as
described in Rule 59A-36.010, F.AC.
{c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, F.AC.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility,
with a licensed capacity of 17 or more residents,
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failed to have a copy of the job description given
1o each staff member for one out of ten sampled
staff (Staff F).
Findings included:
Personnel records review for Staff F {medication
) showed no ion of the job
description. Staff F's hire date was
On at 2:48 PM, the Administrator
Staff F's job iption was not
on file and stated they would include it.
Class #l
A 162 59A-36.015(3) FAC Records - Resident A182
$8=D

{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

. Race,

. Date of birth,

. Place of birth, if known,

. Social security number,

. Medicaid and/or Medicare number, or name of
other health insurance s

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

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

{b) Acopy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described

NO O AWM
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in Rule 59A-36.006, F.A.C.

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

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 50A-36.012,
F.AC,, if applicable.

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

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

(g} For facilities that will have unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FA.C, if
such consent is not included in the resident's
contract.

{h) For facilities that manage a pill organizer,
assist with seff-administration of medications or
adrainister medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.AC.

{i) A copy of the resident's contract with the
facility, including any addendurns to the contract
as described in Rule 59A-36.018, FAC.

{i) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
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the resident as required in Section 429.27, F.S.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
writien statement of funds or other property
disbursed as required in Section 429.27, F.8.
{1} if the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. ) CF-ES 1008,

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

{0) The resident's ,DH
Form 1898, if applicable.

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

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

{r) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or fimited nursing services
license are provided in Rules 58A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rute is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to have on file a
complete and accurate heaith assessment for
three out of twenty-two sampled residents
(Resident #3, Resident #16 and Resident #17).

Findings included:

On al 9:42 AM, observation showed
in Resident #3's room, pre-poured medication.
Review of Resident #3's health assessment
completed showed the resident
needed administration of medication.

On at 9:50 AM, observation showed
in Resident #16's room, pre-poured medications
in two small plastic containers on the bedside
table (one with 5 unknown pills and another with
crushed medications).

On at 9:51 AM, the Director of
Nursing {DON) stated, "Remember we are
assisted living facility {ALF), so the residents can
take the medication on their own.”

Review of Resident #16's health assessment
completed showed the resident
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needed asst: with the self- fon of
i There was no d ion that
Resident #16 was able to self-administer

medications.

On at 9:54 AM, observation showed
in Resident #17's room, on a bedside table a
smalf plastic container with 6 pre-poured pifls.
Also, there were two small paper cups with pills.

On at 9:55 AM, Resident #17 stated
the nurse left her medications there {referring to
the plastic container with pre-poured medications
on the nightstand table).

Review of Resident #17's health assessment
completed showed the resident
needed assk with the self- ini i

i There was no ion that
Resident #13 was able 1o self-administer
medications. Also, the nursing, treatment, .
service requirements section was left blank.

of

Class il

A162
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59A-36.008(6) FAC Medication - Storage and
Disposat

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms o apariments if either the room is kept
locked wher residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
faciiity must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is ined and

by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical and the it or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The facility's rules and regulations require
cenfral storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.008, FA.C.

{c) Centrally stored medications must be:

1. Kept in a locked cabinet; locked cart; or other
jocked storage receptacle, room, or area at all
times;

A0BS
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2. Located in an area free of dampness and

e, except thata icati
requiring must be kept .
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator focked, or
by keeping the area in which the refrigerator is
located locked;
3. Accessible to staff responsible for filling
pill-o , agsisting with self- in ion
of medication, or administering medication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of ather
residents and properly closed or sealed.
{d) ication that has been di { but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. If
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication." Such medication may be reused if
prescribed by the resident's health care provider.
{e) When a resident’s stay in the facility has
ended, the administrator must return all
medications to the resident, the resident’s family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired.and
the disposal must be documented in the
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resident's record. The medication may be taken
o a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs to the dispensh
pharmacy pursuant to Ruie 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on Observation and Interview, the facility
failed to store medication securely for 10 out of
28 sampled residents. Residents #3, 18, 17, 18,
19, 23, 24, 25, 27 and 28.

The facility failed to keep medication in a locked
container or in a locked medication cart.

Findings:

On observation on . between
09:38AM and 10:07AM, pre-poured medication
and uniocked medication were observed in the
rooms of Residents #3, 16, 17, 18, 19, 23, 23, 24,
25, 27 and 28.

On at $:42 AM, pre-poured medication
was found in resident #3's room.

On at 9 ;42 AM, The Assistant DON
stated that the pre-poured medication was
something for resident #3's

On , at 9:38 AM -observation, made of

in drawer, and lotion
and icy hot | refiever were on nightstand of
Resident #23

On at 9:45 AM, Resident 24 had
. cream, .. cream, and
Vick's vapor rub on the nightstand, | and
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prescribed were in a drawer,

On , at 9:48 AM, resident #25 had
C,and spray on
nightstand; There was vapor rub,
cream and

tactase cream in bathroom.

On at 9:50 AM, Resident #16- had pre
poured medications in small plastic containers on
bedside table.

On at 9:51 AM the DON stated that
since the residents are in an Assisted Living
Facility (ALF) they can take the medication on
their own.

On at 9:54 AM Resident #27, had a
smalf plastic container with 6 pre poured meds, 2
small paper cups with pills, a tube of .\
relieving gel, and a bottle of | , onthe
nightstand. Inside the drawer were numerous
containers of medication and spray
On at 8:57 AM, for Resident #18
cream, . lubricant,
vapor rub, florastor dual action probiotic
supplement, and ... Telief syrup were
observed in the room.

On
that cream is for

at 9:58 AM, Resident#18 stated
of her

On . at 10:05 AM there was triamcilone
cream at bedside for Resident #19

On at 10:07 AM, there were several
medication containers on table of Resident #28

Class il
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(7) MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration uniess they
are properly labeled and dispensed in
accordance with Chapters 465 and 498, F.S., and
Rule 84B816-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individual container:

1. The resident's name; and,

2. The identification of each medicinat drug in the
container.

{b) Except with respect to the use of pilt
organizers as described in subsection {2), no
individuat other than a pharmacist may transfer
medications from one storage container to
another.

{c) If the directions for use are "as needed” or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed” prescription, the
circumstances under which it would be
appropriate for the resident {o request the
medication and any limitations must be specified;
for example, "as needed for,| | not to exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.

{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
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copy of a medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmagcist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e) Anurse may fake a medication order by
telephone. Such order must be promptly
do in the resident’s i
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facitity must make every reasonable effort
o ensure that prescriptions for residents who
receive assistance with self-administration of
ication or icati ini ion are filled
or refilled in a timely manner,
{g) Pursuant to Section 465.0276(5), F.S., and
Rule 61N-1.006, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident's name for whom they were dispensed,
and the date they were dispensed. If the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
label containing the following:
1. Practitioner's name,
2. Resident's name,
3. Date dispensed,
4, Name and strength of the drug,
5.
6.

. Directions for use; and,
. Expiration date.
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{h) Pursuant to Section 465,0276(2)(c}, F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order,

This Statute or Rule is not met as evidenced by:
Based on Observation, Interview, and record
Review, the facility failed to ensure timely refill of
medication for one out of 28 sampled residents.
The Facility failed to ensure that medication for
Resident #22 was available at the ime scheduled
for administration.

Findings:

On at 9:48AM, Staff F dispensed
medication for Resident #22. He did not have the
that was scheduled for BAM.

On at 9:58AM, when asked, Staff F
stated that he ordered the the day before,
but he did not have it for the 8:00 AM
administration.

On , at 2:45PM, The Assistant DON
stated that she would look into the reason for the
fack of medication.

Record review revealed there was an order for
scheduled for Resident #22 at 8:00 AM.

Class il

A 078 59A-36.010(2) FAC Staffing Standards - Staff A078
S8=D
{2) STAFF.
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{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 to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heaith 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 heatth care provider's statement that the
individuat does not constitute a risk of

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

ftute a risk of itting & i

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

ion, training, p ion, and i
Staff providing services requiring ficensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, fo observe residents, to document
observations on the appropriate resident’s record,
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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 Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
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

the facility to provide services to residents,
pursuant to sections 408.809 and 420.174, F.S.

by

This Statute or Rute is not met as evidenced by:
Based on interview and record review, the facility
failed to provide docurnentation of a negative

examination on an annual basis for
two out of ten sampled staff (the Administrator
and Staff G). Also, the facility failed to ensure that
one out of ten sampled staff was qualified to
perform their assigned duties consistent with their
level of education, training, preparation, and
experience (Staff H). The staff who had
completed courses in ., .

}and held a valid card documenting
completion of such courses, could not describe
accurately when and how to perform . Also,
the staff did not know what
{ Ywas.
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Findings included:

1

Personnel records review for the Administrator

showed that she had the iast negative
statement on

Personnel records review for Staff G (direct care
staff) showed that she had the last negative
statement on

On at 2:48 PM, the Administrator
acknowledged the tests were from 2023.

2)
On at 10:09 AM, when asked how
she would perforr , Staff H (direct care staff)
stated that she would put the bed flat and do 40
plus . and did not include
. in the performance. Regarding

. Staff H stated it meant that the resident
was already and to not do anything for
them. Whan asked how she would know if a
person had a , Staff H stated she would

call the nurse.

Review of Staff H's personnel file showed that

she completed the training on and

training on.

The American Red Cross guidelines
recommend, "100 to 120 per

minute, 30 at a time followed by 2 breaths
Continue giving sets of 30

and 2 breaths. Minimize mxarrupt:ons 0
to less than 10 seconds.”

Class Il
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{(7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facifity's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facility. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
59A-36.012(1)(b). A certified food manager,
ficensed dietician, registered dietary technician or
health department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the Administrator, or the Food
Supervisor obtain, annually, a minimum of two (2)
hours of continuing education training in topics
pertinent to nutrition and food service in an
assisted living facility.

Findings:

Arecord review of the Administrator's personnet
records found no two hours of continuing
education training in topic pertinent to nutrition
and food service.

Interviewed on at 10:46 AM the Food
Supervisor stated that she was the supervisor of
the dining hall. The Food Supervisor stated
further that she was working on her food
manager certification. The Food Supervisor
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stated, " don't have the certification.”
Interviewed on at 11:14 AM the Food
Supervisor stated, "l order the food.”
Arecord review of the Food Supervisor's
personnel records found no two hours of
confinuing education training in topic pertinent to
nutrition and food service.
Interviewed on at 2:41 PM the
Administrator stated the distitian approved the
food orders.
Class il
A093 59A-36.012(2) FAC Food Service - Dietary A093
$8=D . Standards

(2) DIETARY STANDARDS.

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

hitp:/iwww 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:
hitps://ods.od.nih.gov/Healthinformation/Dietary
Reference_intakes.aspx. Therapeutic dists must
meet these nutritional standards to the extent
possible.

{b) The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
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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 to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.
{c) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
licensed or registered dietitian, a licensed

itionist, or a regi dietetic ici
supervised by a licensed or registered diefitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this nie.
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 to accommodate resident needs
and preferences.
2. Menu items may be subsiituted with items of
comparable nutritional value based on the
seasonat 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
o residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.
{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.
1. Facilities that offer residents a variety of food
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choices through a select menu, buffet style
dining, or family style dining are not required fo
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary, However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.
2. The facility must document a resident’s refusal
to comply with a therapeutic diet and provide
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 tess 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 fime between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on .
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

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

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain a three (3)
day supply of nonperishable food based on the
number of weekly meals the facifity has

with residents to serve. The facility
failed to maintain foods that can be stored safely
without refrigeration and sufficient water for
drinking. The facility failed o implement a plan to
obtain water in an emergency.

Findings:

A review of the facility census showed 42
residents.

Observation on at 11:18 AM found the

food stored for daily usage stored with what
appeared to be a scarce amount of emergency
food: a few cans of corn beef, Chilli Con Carne,
Peanut Butter, several boxes of crackers, and
peanut butter, However, there were no canned
tuna, Vienna Sausages, dry cereal, milk, canned
fruits and vegetables. Photographic evidence
obtained.

Observation on at 11:19 AM found
more than 60 empty five-gallon water bottles
stored on plastic racks after taking a physical
court,

Interviewed on at 11:14 AM the Food
Supervisor stated that they don't have water at
the moment. The Food Supervisor stated, "We
don't have a credit card on file with the water
company. The water contract expired. We are
frying to renew it. | order the food."
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Arecord review of the Administrator's personnet
records found no two hours of continuing
education fraining in topic pertinent fo nutrition
and food service.

Arecord review of the Food Supervisor's
personnel records found no twe hours of
continuing education training in topic pertinent to
nutrition and food service.

A review of the facility records found no water
contract to supply the facility in the event of an
emergency.

Interviewed on at2:41 PM the
Administrator acknowledged that there were no
emergency food and water. The Administrator
stated further that the Dietitian approves and
orders the food.

Interviewed on at2:41 PM the
Maintenance Supervisor stated that they don't
have a contract and that was why they don't have
any water.

Class il

A 160, 59A-36.015(1) FAC Records - Facility
88=D
59A-36.016 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
legally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available 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

A093

A 160
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other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Faciiity 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
fisting the names of all 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 | ; 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 discharge
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 o Rule 58A-36.018,
F.AC. If the resident dies while in the care of the
facility, the log must indicate the date of

{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 approval 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, FAC.

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

{g) The admission package presented to new or
prospective residents (less the resident's
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contract) described in Rule 59A-36,006, F.A.C.
{n) If 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
381.031, F.8., and Chapter 64E-12, FAC,,
issued within the last 2 years.

{m} Pursuant to Section 428.35, F.$., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
jast 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
to subsection 59A-36.007(10), FAC.;

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

{r) The facility's medication practices;
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{s) The facitity's policy on physical 4

{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 observation, interview and record
review, the facility failed to maintain an up-to-date
admission/discharge log and resident census.

Findings included:

Review of admission/discharge log showed
current residents were not listed.

On at 9:22 AM, during the facility tour,
observation showed some of the names listed
outside residents’ rooms did not match with the
census.

On at 9:30 AM, regarding discrepancy
with the census, the Director of Nursing (DON)
stated that the previous day in the afternoon,
some residents had to be changed from rooms
because the room needed to be fumigated. The
DON added that they did not update the census.

On at 2:41 PM, the Administrator
provided the corrected census and stated that the
residents would be to their rooms the
following day.

Class #Hl
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429.275
{2) The administrator or owner of a facility shalf
maintain personnel records for each staff
member which contain, at a minimum,

fon of background ing, if
applicable, documentation of compliance with alt
training requirements of this part or applicable
rite, 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.

B59A-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
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 59A-36.011, FAC.,
2. Copies of all licenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for all staff subject to
screening requirements as specified in Section
429.174, F.S., and Rule 59A-36.010, FAC,,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010, FAC,,
5. Documentation verifying direct care staff and

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11943123 B.WING 02/25/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
9400 SW 137TH AVENUE
NSPIRE HEALTHCARE KENDALL
MIAMY, FL 33186
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A 181} Continued From page 19 A181
A 161 429.275(2) FS; 59A-36.015(2) FAC Records - Atet
S8=D! Staff

AHCA Form 3020-0001

STATE FORM

avai

I contingation sheat 20 of 34




Agency for Healih Care Administration

PRINTED: 03/14/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X$) PROVIDER/SUPPLIERICUIA
IDENTIFICATION NUMBER

AL11643123

BLWING

(X2} MULTIPLE CONSTRUGTION
A BUILDING:

{X3) DATE SURVEY
COMPLETED

02/25/2025

NAME OF PROVIDER OR SUPPLIER

9400 SW 137TH AVENUE

NSPIRE HEALTHCARE KENDALL

MIAML, FL

33186

STREET ADDRESS, CITY, STATE, ZIP CODE

x4y
PREFIX
THG

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

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (x5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

A8t
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$8=D

Continued From page 20

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 interview and record review, the facility,
with a licensed capacity of 17 or more residents,
failed to have a copy of the job description given
to each staff member for one out of ten sampled
staff {Staff F).

Findings included:
Personnel records review for Staff F (medication

} showed no ion of the job
description. Staff F's hire date was

On at 2:48 PM, the Administrator
acknowledged Staff F's job description was not
on file and stated they would include it.

Class il

B59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records

A181

A182
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must be maintained on the premises and include:
{a) Resident demographic data as follows:
1. Name,

. Place of birth, if known,

. Social security number,
7. Medicaid and/or Medicare number, or name of
other health insurance s
8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,
8. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.
{p) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described
in Rule 59A-36.008, F.A.C.
{c) Any orders for medications, nursing services,
therapeutic diets, Lor
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.
{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 58A-36.012,
F.A.C,, if applicable,
(&) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.
{HiA  _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daily
fiving must have their recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their

2

3. Race,

4. Date of birth,
5.

6.
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representatives, or their physicians request in
writingthat |, not be taken.
{g) For facilities that will have unficensed staff
assisting the resident with the seif-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FA.C., if
such consent is not included in the resident's
contract.
{h) For facilities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 50A-36.008, F.A.C.
(i) A copy of the resident's contract with the
facility, including any addendums to the contract
as described in Rule 59A-36.018, FA.C.
{}) For a facility whose owner, administrator, staff,
of representative thereof, setves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 428.27, F.8.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
0 or due a resident, a copy of the quarterly
writien statement of funds or other properly
disbursed as required in Section 429,27, F.S.
{1) f the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. ), CF-ES 1006,

, which is hereby incorporated by reference
and available for review at:
hitp: firules. L.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
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{m) Documentation of the | ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.

{n) For hospice patients, the interdiscipiinary care
pian and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.

{0} The resident's

Form 1896, if applicable.
{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted tiving facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.

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

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

,DH

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to have on file a
complete and accurate health assessment for
three out of twenty-two sampled residents
{Resident #3, Resident #16 and Resident #17).

Findings included:

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11943123 B.WING 02/25/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
9400 SW 137TH AVENUE
NSPIRE HEALTHCARE KENDALL
MIAMY, FL 33186
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A 182 Continued From page 23 A182

AHCA Form 3020-0601

STATE FORM

avai

1 contingation sheet 24 of 34




Agency for Healih Care Administration

PRINTED: 03/14/2025
FORM APPROVED

On at 9:42 AM, observation showed
in Resident #3's room, pre-poured medication.
Review of Resident #3's health assessment
completed showed the resident
needed administration of medication.

On at 9:50 AM, observation showed
in Resident #16's room, pre-poured medications
in two small plastic containers on the bedside
table (one with 5 unknown pills and another with
crushed medications).

On at 9:51 AM, the Director of
Nursing {DON) stated, "Remember we are
assisted living facility {ALF), so the residents can
take the medication on their own.”

Review of Resident #16's health assessment

completed showed the resident

needed with the self- inistrati
i There was no

Resident #16 was able to self-administer

medications.

of
that

On at 9:54 AM, observation showed
in Resident #17's room, on & bedside table a
smalf plastic container with 6 pre-poured pifls.
Also, there were two small paper cups with pills.

On at 9:55 AM, Resident #17 stated
the nurse left her medications there (referring to
the plastic container with pre-poured medications
on the nightstand table}.

Review of Resident #17's health assessment
completed showed the resident
needed with the self- inistrati
medication. There was no documentation that
Resident #13 was able to self-administer

of
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medicafions. Also, the nursing, treatment, ..
service requirements section was left blank.
Class #l
A000 Initiat Comments A 00O
A standard survey was conducted at Nspire
Health Care Kendall on . The provider
had deficiences at the time of the survey.
A004; 59A-36.004 FAC Licensure - Reguirements A004
88=0

59A-36.004 License Requirements.

{1) SERVICE PROHIBITION. An assisted living
facility may not represent that it provides any
service other than & service for which it is
ficensed to provide,

{2) CHANGE IN USE OF SPACE REQUIRING
AGENCY CENTRAL OFFICE APPROVAL. A
change in the use of space that increases or
decreases a facility's capacity must not be made
without prior approval from the Agency Central
Office. Approval must be based on the
compliance with the physical plant standards
provided in Rule 59A-36.014, F.A.C., as well as
do fon of i with fire
safety and sanitation inspection requirements
referenced in Rule 59A-36.005, F.AC.

{(3) CHANGE IN USE OF SPACE REQUIRING
AGENCY FIELD OFFICE APPROVAL. A change
in the use of space that involves converting an
area to resident use, which has not previously
been inspected for such use, must not be made
without prior approval from the Agency Field
Office. Approval must be based on compliance
with the physical plant standards provided in Rule
59A-36.014, F.A.C., as well as documentation of
compliance with applicable fire safety and
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sanitation inspection standards referenced in
Rule 59A-36.005, F.A.C,

{4) CONTIGUOUS PROPERTY. if a facility
consists of more than one building, all buildings
included under a single license must be on
contiguous property. "Contiguous property”
means property under the same ownership
separated by no more than a two-lane street that
traverses the property. A licensed location may
be to include addit i

property with the approval of the agency to
ensure continued compliance with the
requirements and standards of Chapters 408,
Part I1, 429, Part |, F.S, and rule Chapter 50A-35,
F.A.C., and this rute chapter.

{5) PROOF OF INSPECTIONS. A copy of the
annual fire safety and sanitation inspections
described in Rule 59A-36.005, F.A.C., must be
submitted annually to the Agency Central Office.
The annual inspections must be submitted no
iater than 30 calendar days after the inspections.
Failure to comply with this requirement may result
in administrative action pursuant to Chapter 408,
part ll, and Section 429.14, F.S,, and rule
Chapter 59A-35, FA.C.

{6) RESIDENTS RECEIVING STATE-FUNDED
SERVICES. Upon request, the facility
administrator or designee must identify residents
receiving state-funded services fo the agency and
the department for monitoring purposes
authorized by state and federal laws.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain a copy of the annual fire safety
inspection.

Findings:

Arecord review of the annual fire safety
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- Supervision

429.26
{7) The facility shall notify a licensed physician
when a resident exhibits signs of or

- . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designee of the need for health care services and
must assist in making |, | for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident's
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.
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inspection found no updated documentation,
Photographic evidence obtained.
Interviewed on the Maintenance
Supervisor stated that the fire department did not
come out yet.
Interviewed on at 2:41 PM the
Administrator acknowledged that the fire
inspection was expired.
Class #l
A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
88=D
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An assisted living facitity must provide care and
services appropriate to the needs of residents
accepted for admission to the facifity.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, F.AC.

{p) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a general awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

(e} Contacting the resident’s family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statuie or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain a written
record, updated as needed, of any significant
changes, any ilinesses that resulted.in medical
attention, changes in the method of medication
administration, or other changes that resulted in
the provision of additional services for Resident
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A033
88=D

Continued From page 28

#4.

Findings:

at 10:02 AM Resident

Observation on
#4 was not in #

Interviewed on at 12:09 PM when
asked happened fo Resident #4, of residents, the
Assistant Director of Nursing ({ADON) stated that
Resident #4 was hospitalized. The ADON stated
further that her was high, and she
was not feeling good,

Areview of Resident #4's progress notes found
no documentation of Resident #4's
hospitalization, including family and primary care
physician being notified.

Interviewed on at 2:41 PM the
Administrator acknowledged that there was no
documentation in the progress notes.

Class il

59A-36.007(8) PHYSICAL

{8) PHYSICAL . Residents for

whom a physician has prescribed a physicat
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 prior 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

to have the applied each day; and,

3. in what manner and frequency staff will

monitor, observe, and report to the physician any

A025

A033
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injuries, increase in agitation, signs and
symptoms of | , or decline in moblfity 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 alt
requirements of this subsection apply.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain a
prescription for full bed rails and devslop a written
care plan within 14 days for the use of the
physical for Resident #2 to include the
manner and frequency a staff will monitor,
observe and report to the physician any injuries,
increase agitation, signs and symptoms of

Findings:

Observation at 12:22 PM Staff H
{Certified Nursing Assistant} fed Resident #2 a
pureed meal while in a hospital bed with full
bedrails.

A review of Resident #2's health assessment with
a completion date of showed resident
needed total care with activities of daily living.

A review of Resident #2's records found no
prascription nor a written care plan for use of a
physical
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Interviewed on at 2:41 PM the
Administrator acknowledged that there was no
care plan nor prescription for use of full bedrails.
Class il
A D54 59A-36.008(5) FAC Medication - Records A054
88=D

{5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeted medication container;
ora ication listing with the ipti
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and sirength of the drug, and the directions for
use.
{b) The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of
or d
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known
the resident may have;

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

i as i or ication errors.
{c) For medications that serve as chemical

, the facility must, pursuant to Section

429.41, F.8., maintain a record of the prescribing
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physician's annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on Observation, interview and Record
Review, the facility failed to ensure that 5 out of
twenty-eight sampled residents received their
medication in a timely manner. The facility failed
to administer scheduled medication within one
hour before or one hour after the scheduled dose.
The facifity failed to ensure that the medications
of Residents #3, # 16, 17, 22 and #27 were
administered on time.

Findings:

On -2025at 9:43AM pre poured medication
was found in a clear plastic bag on top of the
rolting watker of Resident #3.

Observation on at .50 AM, revealed
pre poured medication for resident #16.
Pre-poured medications were observed in small
plastic containers on a bedside table. One had 5
unknown pills, Another had crushed medication.

On at 9:54 AM a small plastic
container with 6 pre-poured pills and two other
smali paper cups with pills were observed on the
bedside table of Resident #27.

On , at 9:55 AM, interview Resident
#17 stated that the nurse feaves her medication
there. She was referring to pre-poured medication
on her nightstand.

On at 9:48AM, Staff F was observed
administering medication to Resident #22. This
was two hours after the scheduled time of
8:00AM.
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Observation on , at 10:05AM, Staff F
was observed simply closing the Electronic
Medical Record without signing off the
medication.

On an interview at 10:05AM, Staff F stated that
he would go to the office to sign off all the
residents Electronic Medical Records for the
medication he had administered.

On at 10:05AM, Staff F stated that he
started dispensing medication to the residents at
8:30 AM. He was assigned to administer
medication to all 40 residents. Resident #22 was
the last resident on the list.

Record Review of the Electronic Medical Record

of Resident #22 revealed that she had the

medications B and
due at 8:00AM.

Class #Hl
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59A-36.008(6) FAC Medication - Storage and
Disposat

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms o apariments if either the room is kept
locked wher residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
faciiity must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is ined and

by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical and the it or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The facility's rules and regulations require
cenfral storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.008, FA.C.

{c) Centrally stored medications must be:

1. Kept in a locked cabinet; locked cart; or other
jocked storage receptacle, room, or area at all
times;

A0BS
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2. Located in an area free of dampness and

e, except thata icati
requiring must be kept .
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator focked, or
by keeping the area in which the refrigerator is
located locked;
3. Accessible to staff responsible for filling
pill-o , agsisting with self- in ion
of medication, or administering medication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of ather
residents and properly closed or sealed.
{d) ication that has been di { but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. If
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication." Such medication may be reused if
prescribed by the resident's health care provider.
{e) When a resident’s stay in the facility has
ended, the administrator must return all
medications to the resident, the resident’s family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired.and
the disposal must be documented in the
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resident's record. The medication may be taken
o a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs to the dispensh
pharmacy pursuant to Ruie 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on Observation and Interview, the facility
failed to store medication securely for 10 out of
28 sampled residents. Residents #3, 18, 17, 18,
19, 23, 24, 25, 27 and 28.

The facility failed to keep medication in a locked
container or in a locked medication cart.

Findings:

On observation on . between
09:38AM and 10:07AM, pre-poured medication
and uniocked medication were observed in the
rooms of Residents #3, 16, 17, 18, 19, 23, 23, 24,
25, 27 and 28.

On at $:42 AM, pre-poured medication
was found in resident #3's room.

On at 9 ;42 AM, The Assistant DON
stated that the pre-poured medication was
something for resident #3's

On , at 9:38 AM -observation, made of

in drawer, and lotion
and icy hot | refiever were on nightstand of
Resident #23

On at 9:45 AM, Resident 24 had
. cream, .. cream, and
Vick's vapor rub on the nightstand, | and
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prescribed were in a drawer,

On , at 9:48 AM, resident #25 had
C,and spray on
nightstand; There was vapor rub,
cream and

tactase cream in bathroom.

On at 9:50 AM, Resident #16- had pre
poured medications in small plastic containers on
bedside table.

On at 9:51 AM the DON stated that
since the residents are in an Assisted Living
Facility (ALF) they can take the medication on
their own.

On at 9:54 AM Resident #27, had a
smalf plastic container with 6 pre poured meds, 2
small paper cups with pills, a tube of .\
relieving gel, and a bottle of | , onthe
nightstand. Inside the drawer were numerous
containers of medication and spray
On at 8:57 AM, for Resident #18
cream, . lubricant,
vapor rub, florastor dual action probiotic
supplement, and ... Telief syrup were
observed in the room.

On
that cream is for

at 9:58 AM, Resident#18 stated
of her

On . at 10:05 AM there was triamcilone
cream at bedside for Resident #19

On at 10:07 AM, there were several
medication containers on table of Resident #28

Class il
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(7) MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration uniess they
are properly labeled and dispensed in
accordance with Chapters 465 and 498, F.S., and
Rule 84B816-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individual container:

1. The resident's name; and,

2. The identification of each medicinat drug in the
container.

{b) Except with respect to the use of pilt
organizers as described in subsection {2), no
individuat other than a pharmacist may transfer
medications from one storage container to
another.

{c) If the directions for use are "as needed” or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed” prescription, the
circumstances under which it would be
appropriate for the resident {o request the
medication and any limitations must be specified;
for example, "as needed for,| | not to exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.

{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
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copy of a medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmagcist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e) Anurse may fake a medication order by
telephone. Such order must be promptly
do in the resident’s i
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facitity must make every reasonable effort
o ensure that prescriptions for residents who
receive assistance with self-administration of
ication or icati ini ion are filled
or refilled in a timely manner,
{g) Pursuant to Section 465.0276(5), F.S., and
Rule 61N-1.006, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident's name for whom they were dispensed,
and the date they were dispensed. If the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
label containing the following:
1. Practitioner's name,
2. Resident's name,
3. Date dispensed,
4, Name and strength of the drug,
5.
6.

. Directions for use; and,
. Expiration date.
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{h) Pursuant to Section 465,0276(2)(c}, F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order,

This Statute or Rule is not met as evidenced by:
Based on Observation, Interview, and record
Review, the facility failed to ensure timely refill of
medication for one out of 28 sampled residents.
The Facility failed to ensure that medication for
Resident #22 was available at the ime scheduled
for administration.

Findings:

On at 9:48AM, Staff F dispensed
medication for Resident #22. He did not have the
that was scheduled for BAM.

On at 9:58AM, when asked, Staff F
stated that he ordered the the day before,
but he did not have it for the 8:00 AM
administration.

On , at 2:45PM, The Assistant DON
stated that she would look into the reason for the
fack of medication.

Record review revealed there was an order for
scheduled for Resident #22 at 8:00 AM.

Class il

A 078 59A-36.010(2) FAC Staffing Standards - Staff A078
S8=D
{2) STAFF.
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{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 to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heaith 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 heatth care provider's statement that the
individuat does not constitute a risk of

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

ftute a risk of itting & i

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

ion, training, p ion, and i
Staff providing services requiring ficensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, fo observe residents, to document
observations on the appropriate resident’s record,
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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 Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
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

the facility to provide services to residents,
pursuant to sections 408.809 and 420.174, F.S.

by

This Statute or Rute is not met as evidenced by:
Based on interview and record review, the facility
failed to provide docurnentation of a negative

examination on an annual basis for
two out of ten sampled staff (the Administrator
and Staff G). Also, the facility failed to ensure that
one out of ten sampled staff was qualified to
perform their assigned duties consistent with their
level of education, training, preparation, and
experience (Staff H). The staff who had
completed courses in ., .

}and held a valid card documenting
completion of such courses, could not describe
accurately when and how to perform . Also,
the staff did not know what
{ Ywas.
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Findings included:

1

Personnel records review for the Administrator

showed that she had the iast negative
statement on

Personnel records review for Staff G (direct care
staff) showed that she had the last negative
statement on

On at 2:48 PM, the Administrator
acknowledged the tests were from 2023.

2)
On at 10:09 AM, when asked how
she would perforr , Staff H (direct care staff)
stated that she would put the bed flat and do 40
plus . and did not include
. in the performance. Regarding

. Staff H stated it meant that the resident
was already and to not do anything for
them. Whan asked how she would know if a
person had a , Staff H stated she would

call the nurse.

Review of Staff H's personnel file showed that

she completed the training on and

training on.

The American Red Cross guidelines
recommend, "100 to 120 per

minute, 30 at a time followed by 2 breaths
Continue giving sets of 30

and 2 breaths. Minimize mxarrupt:ons 0
to less than 10 seconds.”

Class Il
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{(7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facifity's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facility. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
59A-36.012(1)(b). A certified food manager,
ficensed dietician, registered dietary technician or
health department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the Administrator, or the Food
Supervisor obtain, annually, a minimum of two (2)
hours of continuing education training in topics
pertinent to nutrition and food service in an
assisted living facility.

Findings:

Arecord review of the Administrator's personnet
records found no two hours of continuing
education training in topic pertinent to nutrition
and food service.

Interviewed on at 10:46 AM the Food
Supervisor stated that she was the supervisor of
the dining hall. The Food Supervisor stated
further that she was working on her food
manager certification. The Food Supervisor
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stated, " don't have the certification.”
Interviewed on at 11:14 AM the Food
Supervisor stated, "l order the food.”
Arecord review of the Food Supervisor's
personnel records found no two hours of
confinuing education training in topic pertinent to
nutrition and food service.
Interviewed on at 2:41 PM the
Administrator stated the distitian approved the
food orders.
Class il
A093 59A-36.012(2) FAC Food Service - Dietary A093
$8=D . Standards

(2) DIETARY STANDARDS.

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

hitp:/iwww 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:
hitps://ods.od.nih.gov/Healthinformation/Dietary
Reference_intakes.aspx. Therapeutic dists must
meet these nutritional standards to the extent
possible.

{b) The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
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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 to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.
{c) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
licensed or registered dietitian, a licensed

itionist, or a regi dietetic ici
supervised by a licensed or registered diefitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this nie.
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 to accommodate resident needs
and preferences.
2. Menu items may be subsiituted with items of
comparable nutritional value based on the
seasonat 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
o residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.
{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.
1. Facilities that offer residents a variety of food
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choices through a select menu, buffet style
dining, or family style dining are not required fo
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary, However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.
2. The facility must document a resident’s refusal
to comply with a therapeutic diet and provide
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 tess 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 fime between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on .
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

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

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain a three (3)
day supply of nonperishable food based on the
number of weekly meals the facifity has

with residents to serve. The facility
failed to maintain foods that can be stored safely
without refrigeration and sufficient water for
drinking. The facility failed o implement a plan to
obtain water in an emergency.

Findings:

A review of the facility census showed 42
residents.

Observation on at 11:18 AM found the

food stored for daily usage stored with what
appeared to be a scarce amount of emergency
food: a few cans of corn beef, Chilli Con Carne,
Peanut Butter, several boxes of crackers, and
peanut butter, However, there were no canned
tuna, Vienna Sausages, dry cereal, milk, canned
fruits and vegetables. Photographic evidence
obtained.

Observation on at 11:19 AM found
more than 60 empty five-gallon water bottles
stored on plastic racks after taking a physical
court,

Interviewed on at 11:14 AM the Food
Supervisor stated that they don't have water at
the moment. The Food Supervisor stated, "We
don't have a credit card on file with the water
company. The water contract expired. We are
frying to renew it. | order the food."
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Arecord review of the Administrator's personnet
records found no two hours of continuing
education fraining in topic pertinent fo nutrition
and food service.

Arecord review of the Food Supervisor's
personnel records found no twe hours of
continuing education training in topic pertinent to
nutrition and food service.

A review of the facility records found no water
contract to supply the facility in the event of an
emergency.

Interviewed on at2:41 PM the
Administrator acknowledged that there were no
emergency food and water. The Administrator
stated further that the Dietitian approves and
orders the food.

Interviewed on at2:41 PM the
Maintenance Supervisor stated that they don't
have a contract and that was why they don't have
any water.

Class il

A 160, 59A-36.015(1) FAC Records - Facility
88=D
59A-36.016 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
legally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available 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

A093

A 160
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other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Faciiity 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
fisting the names of all 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 | ; 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 discharge
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 o Rule 58A-36.018,
F.AC. If the resident dies while in the care of the
facility, the log must indicate the date of

{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 approval 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, FAC.

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

{g) The admission package presented to new or
prospective residents (less the resident's
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contract) described in Rule 59A-36,006, F.A.C.
{n) If 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
381.031, F.8., and Chapter 64E-12, FAC,,
issued within the last 2 years.

{m} Pursuant to Section 428.35, F.$., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
jast 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
to subsection 59A-36.007(10), FAC.;

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

{r) The facility's medication practices;
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{s) The facitity's policy on physical 4

{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 observation, interview and record
review, the facility failed to maintain an up-to-date
admission/discharge log and resident census.

Findings included:

Review of admission/discharge log showed
current residents were not listed.

On at 9:22 AM, during the facility tour,
observation showed some of the names listed
outside residents’ rooms did not match with the
census.

On at 9:30 AM, regarding discrepancy
with the census, the Director of Nursing (DON)
stated that the previous day in the afternoon,
some residents had to be changed from rooms
because the room needed to be fumigated. The
DON added that they did not update the census.

On at 2:41 PM, the Administrator
provided the corrected census and stated that the
residents would be to their rooms the
following day.

Class #Hl
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429.275
{2) The administrator or owner of a facility shalf
maintain personnel records for each staff
member which contain, at a minimum,

fon of background ing, if
applicable, documentation of compliance with alt
training requirements of this part or applicable
rite, 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.

B59A-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
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 59A-36.011, FAC.,
2. Copies of all licenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for all staff subject to
screening requirements as specified in Section
429.174, F.S., and Rule 59A-36.010, FAC,,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010, FAC,,
5. Documentation verifying direct care staff and
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X$) PROVIDER/SUPPLIERICUIA
IDENTIFICATION NUMBER

AL11643123

BLWING

(X2} MULTIPLE CONSTRUGTION
A BUILDING:

{X3) DATE SURVEY
COMPLETED

02/25/2025

NAME OF PROVIDER OR SUPPLIER

9400 SW 137TH AVENUE

NSPIRE HEALTHCARE KENDALL

MIAML, FL

33186

STREET ADDRESS, CITY, STATE, ZIP CODE

x4y
PREFIX
THG

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

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (x5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

A8t

A162
$8=D

Continued From page 20

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 interview and record review, the facility,
with a licensed capacity of 17 or more residents,
failed to have a copy of the job description given
to each staff member for one out of ten sampled
staff {Staff F).

Findings included:
Personnel records review for Staff F (medication

} showed no ion of the job
description. Staff F's hire date was

On at 2:48 PM, the Administrator
acknowledged Staff F's job description was not
on file and stated they would include it.

Class il

B59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records

A181

A182

AHCA Form 3020-0001

STATE FORM

avai

1 contingation sheat 21 of 34




Agency for Healih Care Administration

PRINTED: 03/14/2025
FORM APPROVED

must be maintained on the premises and include:
{a) Resident demographic data as follows:
1. Name,

. Place of birth, if known,

. Social security number,
7. Medicaid and/or Medicare number, or name of
other health insurance s
8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,
8. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.
{p) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described
in Rule 59A-36.008, F.A.C.
{c) Any orders for medications, nursing services,
therapeutic diets, Lor
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.
{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 58A-36.012,
F.A.C,, if applicable,
(&) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.
{HiA  _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daily
fiving must have their recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their

2

3. Race,

4. Date of birth,
5.

6.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11943123 B.WING 02/25/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
9400 SW 137TH AVENUE
NSPIRE HEALTHCARE KENDALL
MIAMY, FL 33186
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A 182} Continued From page 21 A182

AHCA Form 3020-0001

STATE FORM

avai

I contingation sheat 22 of 34




PRINTED: 03/14/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11943123 B WING 02/25/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9400 SW 137TH AVENUE
NSPIRE HEALTHCARE KENDALL
MIAML, FL 33186
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) 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)
A182] Continued From page 22 A182

representatives, or their physicians request in
writingthat |, not be taken.
{g) For facilities that will have unficensed staff
assisting the resident with the seif-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FA.C., if
such consent is not included in the resident's
contract.
{h) For facilities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 50A-36.008, F.A.C.
(i) A copy of the resident's contract with the
facility, including any addendums to the contract
as described in Rule 59A-36.018, FA.C.
{}) For a facility whose owner, administrator, staff,
of representative thereof, setves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 428.27, F.8.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
0 or due a resident, a copy of the quarterly
writien statement of funds or other properly
disbursed as required in Section 429,27, F.S.
{1) f the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. ), CF-ES 1006,

, which is hereby incorporated by reference
and available for review at:
hitp: firules. L.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
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{m) Documentation of the | ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.

{n) For hospice patients, the interdiscipiinary care
pian and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.

{0} The resident's

Form 1896, if applicable.
{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted tiving facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.

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

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

,DH

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to have on file a
complete and accurate health assessment for
three out of twenty-two sampled residents
{Resident #3, Resident #16 and Resident #17).

Findings included:
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On at 9:42 AM, observation showed
in Resident #3's room, pre-poured medication.
Review of Resident #3's health assessment
completed showed the resident
needed administration of medication.

On at 9:50 AM, observation showed
in Resident #16's room, pre-poured medications
in two small plastic containers on the bedside
table (one with 5 unknown pills and another with
crushed medications).

On at 9:51 AM, the Director of
Nursing {DON) stated, "Remember we are
assisted living facility {ALF), so the residents can
take the medication on their own.”

Review of Resident #16's health assessment

completed showed the resident

needed with the self- inistrati
i There was no

Resident #16 was able to self-administer

medications.

of
that

On at 9:54 AM, observation showed
in Resident #17's room, on & bedside table a
smalf plastic container with 6 pre-poured pifls.
Also, there were two small paper cups with pills.

On at 9:55 AM, Resident #17 stated
the nurse left her medications there (referring to
the plastic container with pre-poured medications
on the nightstand table}.

Review of Resident #17's health assessment
completed showed the resident
needed with the self- inistrati
medication. There was no documentation that
Resident #13 was able to self-administer

of

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11943123 B.WING 02/25/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
9400 SW 137TH AVENUE
NSPIRE HEALTHCARE KENDALL
MIAMY, FL 33186
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A 182 Continued From page 24 A182

AHCA Form 3020-0001

STATE FORM

sya1t

1 contingation sheat 25 of 34



PRINTED: 03/14/2025

FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER A BUILDING: COMPLETED
AL11943123 B WING 02/25/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
9400 SW 137TH AVENUE
NSPIRE HEALTHCARE KENDALL
MIAML, FL 33186
o SUMIMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY 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)
A 182 Continued From page 25 A182
medicafions. Also, the nursing, treatment, ..
service requirements section was left blank.
Class #l
A000 Initiat Comments A 00O
A standard survey was conducted at Nspire
Health Care Kendall on . The provider
had deficiences at the time of the survey.
A004; 59A-36.004 FAC Licensure - Reguirements A004
88=0

59A-36.004 License Requirements.

{1) SERVICE PROHIBITION. An assisted living
facility may not represent that it provides any
service other than & service for which it is
ficensed to provide,

{2) CHANGE IN USE OF SPACE REQUIRING
AGENCY CENTRAL OFFICE APPROVAL. A
change in the use of space that increases or
decreases a facility's capacity must not be made
without prior approval from the Agency Central
Office. Approval must be based on the
compliance with the physical plant standards
provided in Rule 59A-36.014, F.A.C., as well as
do fon of i with fire
safety and sanitation inspection requirements
referenced in Rule 59A-36.005, F.AC.

{(3) CHANGE IN USE OF SPACE REQUIRING
AGENCY FIELD OFFICE APPROVAL. A change
in the use of space that involves converting an
area to resident use, which has not previously
been inspected for such use, must not be made
without prior approval from the Agency Field
Office. Approval must be based on compliance
with the physical plant standards provided in Rule
59A-36.014, F.A.C., as well as documentation of
compliance with applicable fire safety and
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sanitation inspection standards referenced in
Rule 59A-36.005, F.A.C,

{4) CONTIGUOUS PROPERTY. if a facility
consists of more than one building, all buildings
included under a single license must be on
contiguous property. "Contiguous property”
means property under the same ownership
separated by no more than a two-lane street that
traverses the property. A licensed location may
be to include addit i

property with the approval of the agency to
ensure continued compliance with the
requirements and standards of Chapters 408,
Part I1, 429, Part |, F.S, and rule Chapter 50A-35,
F.A.C., and this rute chapter.

{5) PROOF OF INSPECTIONS. A copy of the
annual fire safety and sanitation inspections
described in Rule 59A-36.005, F.A.C., must be
submitted annually to the Agency Central Office.
The annual inspections must be submitted no
iater than 30 calendar days after the inspections.
Failure to comply with this requirement may result
in administrative action pursuant to Chapter 408,
part ll, and Section 429.14, F.S,, and rule
Chapter 59A-35, FA.C.

{6) RESIDENTS RECEIVING STATE-FUNDED
SERVICES. Upon request, the facility
administrator or designee must identify residents
receiving state-funded services fo the agency and
the department for monitoring purposes
authorized by state and federal laws.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain a copy of the annual fire safety
inspection.

Findings:

Arecord review of the annual fire safety
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- Supervision

429.26
{7) The facility shall notify a licensed physician
when a resident exhibits signs of or

- . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designee of the need for health care services and
must assist in making |, | for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident's
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.
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inspection found no updated documentation,
Photographic evidence obtained.
Interviewed on the Maintenance
Supervisor stated that the fire department did not
come out yet.
Interviewed on at 2:41 PM the
Administrator acknowledged that the fire
inspection was expired.
Class #l
A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
88=D
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An assisted living facitity must provide care and
services appropriate to the needs of residents
accepted for admission to the facifity.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, F.AC.

{p) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a general awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

(e} Contacting the resident’s family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statuie or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain a written
record, updated as needed, of any significant
changes, any ilinesses that resulted.in medical
attention, changes in the method of medication
administration, or other changes that resulted in
the provision of additional services for Resident
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DEFICIENCY)

A033
88=D

Continued From page 28

#4.

Findings:

at 10:02 AM Resident

Observation on
#4 was not in #

Interviewed on at 12:09 PM when
asked happened fo Resident #4, of residents, the
Assistant Director of Nursing ({ADON) stated that
Resident #4 was hospitalized. The ADON stated
further that her was high, and she
was not feeling good,

Areview of Resident #4's progress notes found
no documentation of Resident #4's
hospitalization, including family and primary care
physician being notified.

Interviewed on at 2:41 PM the
Administrator acknowledged that there was no
documentation in the progress notes.

Class il

59A-36.007(8) PHYSICAL

{8) PHYSICAL . Residents for

whom a physician has prescribed a physicat
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 prior 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

to have the applied each day; and,

3. in what manner and frequency staff will

monitor, observe, and report to the physician any

A025

A033

AHCA Form 3020-0001

STATE FORM

avai

1 contingation sheat 30 of 34




PRINTED: 03/14/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11943123 B WING 02/25/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9400 SW 137TH AVENUE
NSPIRE HEALTHCARE KENDALL
MIAML, FL 33186
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) 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)
A033] Continued From page 30 AQ33

injuries, increase in agitation, signs and
symptoms of | , or decline in moblfity 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 alt
requirements of this subsection apply.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain a
prescription for full bed rails and devslop a written
care plan within 14 days for the use of the
physical for Resident #2 to include the
manner and frequency a staff will monitor,
observe and report to the physician any injuries,
increase agitation, signs and symptoms of

Findings:

Observation at 12:22 PM Staff H
{Certified Nursing Assistant} fed Resident #2 a
pureed meal while in a hospital bed with full
bedrails.

A review of Resident #2's health assessment with
a completion date of showed resident
needed total care with activities of daily living.

A review of Resident #2's records found no
prascription nor a written care plan for use of a
physical
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Interviewed on at 2:41 PM the
Administrator acknowledged that there was no
care plan nor prescription for use of full bedrails.
Class il
A D54 59A-36.008(5) FAC Medication - Records A054
88=D

{5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeted medication container;
ora ication listing with the ipti
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and sirength of the drug, and the directions for
use.
{b) The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of
or d
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known
the resident may have;

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

i as i or ication errors.
{c) For medications that serve as chemical

, the facility must, pursuant to Section

429.41, F.8., maintain a record of the prescribing
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physician's annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on Observation, interview and Record
Review, the facility failed to ensure that 5 out of
twenty-eight sampled residents received their
medication in a timely manner. The facility failed
to administer scheduled medication within one
hour before or one hour after the scheduled dose.
The facifity failed to ensure that the medications
of Residents #3, # 16, 17, 22 and #27 were
administered on time.

Findings:

On -2025at 9:43AM pre poured medication
was found in a clear plastic bag on top of the
rolting watker of Resident #3.

Observation on at .50 AM, revealed
pre poured medication for resident #16.
Pre-poured medications were observed in small
plastic containers on a bedside table. One had 5
unknown pills, Another had crushed medication.

On at 9:54 AM a small plastic
container with 6 pre-poured pills and two other
smali paper cups with pills were observed on the
bedside table of Resident #27.

On , at 9:55 AM, interview Resident
#17 stated that the nurse feaves her medication
there. She was referring to pre-poured medication
on her nightstand.

On at 9:48AM, Staff F was observed
administering medication to Resident #22. This
was two hours after the scheduled time of
8:00AM.
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Observation on , at 10:05AM, Staff F
was observed simply closing the Electronic
Medical Record without signing off the
medication.

On an interview at 10:05AM, Staff F stated that
he would go to the office to sign off all the
residents Electronic Medical Records for the
medication he had administered.

On at 10:05AM, Staff F stated that he
started dispensing medication to the residents at
8:30 AM. He was assigned to administer
medication to all 40 residents. Resident #22 was
the last resident on the list.

Record Review of the Electronic Medical Record

of Resident #22 revealed that she had the

medications B and
due at 8:00AM.

Class #Hl
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