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

435,12 Care Provider Background Screening
Clearinghouse.~

{2)(b) Until such time as the .
enrolled in the nationat retained print
notification program at the Federal Bureau of
Investigation:

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

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

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

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

2. Effective .. , initiat status and
any changes in status must be reported within 5
business days after a person receives his or her
initial status or after a change in the person's
status has been made.
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{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a person with a current or
potential affiliation with a qualified entity for
electronic | submission to the
Department of Law Enforcement. The
registration must include the person ' s full first
name, middie inftial, and last name; social
security number; date of birth; mailing address;
: and race. Individuals, persons, applicants,
and controlling inferests that cannot legally
obtain a social security number must provide an
individual taxpayer identification number.

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

Findings:

Review of caregiver A's personnel record
revealed a hire date of

On at 2:05PM, a review of the care
provider background screening clearinghouse
revealed caregiver A was not listed.

On at 9:57AM, the business office
manager confirmed the findings and said she did
not add caregiver A because the facility was in
the process of changing emails due to a change
of ownership.
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Unclassified
AG00; Initial Comments A000

A complaint investigation (2025006146) and
generator monitoring were conducted at
Savannah Cottage of Oviedo on and

. The facility had deficiencies at the time
of the survey.

A Class | deficlency was found A0030
Resident - Care Rights and Procedures
The facility failed to honor resident rights when

. . ywas
performed on a sampled residents who had a

A Class | deficiency was found ACC76

Do No Orders (DNORs)

The facifity failed fo honor resident rights when
. . ywas

performed on a sampled residents who had a

The facility's Administrator/CEQ was notified of
the Class | noncompliance on at 9:32
AM.

The census at the start of the survey was 33

The following is a description of the deficiencies
found at the time of the visit.
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AD30 59A-36.007(5) FAC; 420.28( ) FS 429.27 A030
$8=J | Resident Care - Rights & Facility Procedures
59A-36.007
{5) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 428.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.006, F.AC.

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

{c) The telephone number for lodging complaints
against a facifity or facility staff must be posted
in fult view in a common area accessible to all
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; , Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1{888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1(800)86- or 1{800)962-2873. The
telephone numbers must be posted in close
proximity o a telephone accessible by residents
and the text must be a minimum of 14-point font,
{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
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facifity's policies regarding:
1. Resident responsibilitie:
2. and tobacco use;
3. Medication storage;

4. Resident elopement;

5. Reporting resident . neglect, and

6. A ive and hedul
and requirements;

7. control, sanitation, and standard
precautions;

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

10. Physical .

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

425.28 Resident bill of rights.~

{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by iaw, the Constitution of the State
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of Florida, or the Constitution of the United
States as a resident of a facility. Every resident
of a facility shall have the right to:

{a) Live in a safe and decent fiving environment,
free from and neglect.

{b) Be treated with considerafion and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.

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

{d) Unrestricted private communication, including
recelving and sending unopened
correspondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 8 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.

{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
autonomy, and interaction within the community.
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of
the facility to provide safekeeping for funds as
provided in s. 429.27.

{g) Share a room with his or her spouse if both
are residents of the facility.

{h) Reasonable opportunity for regular exercise
several fimes a week and to be outdoors at
regular and frequent intervals except when
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prevented by inclement weather.
{i) Exercise civit and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.
{i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medicafions, assistance in making |,
for health care services, the provision of or
arrangement of transportation to health care

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

D within the i

(k) At least 45 days' notice of relocation or
termination of residency from the facility unfess,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to
a facility providing & more skifled level of care or
the resident engages in a pattern of conduct that
is harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally . . the guardian shali be
given at least 45 days’ notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
Ombudsman Program for assistance with
relocation and must include the statewide
toli-free telephone number of the program. In
order for a facility to terminate the residency of
an individual without notice as provided herein,
the facility shall show good cause in a court of
competent jurisdiction.
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{1) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.
{2) The administrator of a facility shall ensure
that a written notice of the rights, L and
prohibitions set forth in this partis posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toll-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program
and the telephone number of the focal
ombudsman council, the Eider Hotline
operated by the Department of Children and
Families, and, if applicable, , Rights
Florida, where complaints may be lodged. The
notice must state that a complaint made to the
Office of State Long-Term Care Ombudsman or
a local long-term care ombudsman council, the
names and identities of the residents involved in
the complaint, and the identity of complainants
are kept confidential pursuant to s. 400.0077 and
that retafiatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access 1o a telephone
o call the State Long-Term Care Ombudsman
Program or focal ormbudsman councll, the Elder
Hotline operated by the Department of
Children and Families, and . Rights
Florida.
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429.27 Property and personal affairs of
residents.-

{1)(a) A resident shall be given the option of
using his or her own belongings, as space
permits; choosing his or her rcommate; and,
whenever possible, unless the resident is
adjudicated or N under
state law, managing his or her own affairs,

{b) The admission of a resident to a facility and
his or her presence therein shall not confer on
the facility or its owner, administrator,
employees, or representatives any authority to
manage, use, or dispose of any property of the
resident; nor shall such admission or presence
confer on any of such persons any authority or
responsibility for the personai affairs of the
resident, except that which may be necessary for
the safe management of the facility or for the
safety of the resident.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to honor resident rights when

. . (  Jwas
performed on 1 of 18 sampled residents who had
a

Findings:

Review of resident #1's record revealed a facility
admission date of

The record contained a

On
services.

the resident was admitted 1o hospice
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On at 9:35 AM, the memory care director

documented that at approximately 2:05 AM the
resident was observed with cessation of breath.
The resident was last seen during midnight
rounds. The hospice was notified and
pronounced resident at 2:36 AM.

On at 9142 AM, caregiver A said she was
employed four days ago. She said a resident

's were maintained in the nurse's station.
She said she was certified. She was not
trained in the policy, She said based on
her experience she would not perform ona
resident who had a - She would contact
hospice for a resident who received those
services.

On at 11:37 AM, caregiver B said that on
at approximately 2 AM she entered
resident #1's room and found the resident pale
and not breathing. The caregiver cailed the
Memory Care Director, who said the resident was
a "full code” and instructed the caregiver to
perform . The caregiver said she called out
to caregiver D to call 911 then she started
while the resident was in bed. Caregiver D
responded to the room with the automated
external defibriflator { .} Caregiver B applied
the electrode pads and the defibriltator gave
instructions to begin . Emergency medicat
services ( )} arrived and fook over. Caregiver
B said her supervisor caregiver C arrived and
told caregiver B the resident had a . By
that time had the resident on a streicher.
Caregiver C provided the , s0 they put the
resident in bed, The Resident Care Director
also arrived and instructed caregiver B to write a
statement about the incident. Caregiver B said
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the resident's was not on the wall above
the resident’s bed, fike it was in the other two
buildings. Caregiver B said the was also

in each resident's chart that was stored in the
nurse's station. When caregiver B was asked
why she didn't check the resident's chart for a

, she responded that at the time she was
thinking only about helping the resident and did
not want to leave her. The caregiver said she last
checked on the resident at approximately 12:00
AM and the resident was breathing. Caregiver B
stated she later learned the Memory Care
Director said she {caregiver B) told her it was
resident #1's rcommate who was unresponsive.
Caregiver B said that was not frue, that she knew
the difference between the two residents.
Caregiver B said besides writing her statement,
no training was given and the policy was
not discussed with her following the incident.

Oon at 12:17 PM, the Resident Care
Director said on , she received a call from
caregiver C who informed her was being
performed on resident #1. The Resident Care
Director said she told caregiver C to check the
resident's chart to verify the existence of a

. Caregiver C reported there was a
The Resident Care Director instructed caregiver
C to take the to the resident's room and
stop . The Resident Care Director said she
was trained on the facility's policy when
she worked at a sister facility. She said the policy
was that if a resident had a , they did not
perform and if they received Hospice, notify
them. She said resident were kept in
their chart in the nurse's station.

On at 12:50 PM, caregiver E checked
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each resident room to observe the sign above
the bed. She said a red dot sticker meant the
resident had a . blue and yellow stickers
meant hospice, and green meant full code so do

On at 1115 PM, caregiver E said she
received training on the policy. She said
the policy is to honor a . If on hospice,
they are called first. She said-a is in the
resident's chart and in a book on medication
carts C and D. She said the Memory Care
Director educated her on Friday by
telling her fo honor a and by having her
watch a mini video and take a quiz.

On at 1:20 PM, the Memory Care
Director said she did not give training to
caregiver E because she did not work on
Friday's.

Oon at 1:25 PM, caregiver E stated she
made a mistake when she said the Memory Care
Director educated her on Friday. The caregiver
said the Memory Care Director told her on Friday
only to do an annual training video {she
did not do the training.) The caregiver said the
Administrator and the Resident Care Director
always brought up a during staff meetings
that were held every six months,

On at 1:35 PM, the Memory Care
Director now said she did work on for
work unrelated to the incident and while here she
told caregiver E to remember the signs above
resident beds and o make sure everyone was on
the same page.

On at 3 PM, caregiver C said she was in
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a different building on the night of the incident.
She received a call from caregiver D telling her
resident #1 was unresponsive. Caregiver C
called the Resident Care Director, who said she
was pretty sure the resident was on hospice and
had a . Caregiver C responded fo the
memory care building and confirmed the
existence of a . She then gave itto
EMS stopped doing . Caregiver C said the
Resident Care Director came to the facility and
told staff to first check the chart for a and
if there was, do not perform . Caregiver C
said the policy was if a resident was on hospice,
they were to be called first and if there was a

. do not perform . She said no
additional training was given following the
incident.

On at 3:46 PM, the Memory Care
Director said the sign above the beds was
implemented three to four days prior to this
incident. She had no procedure for checking
them for accuracy and no procedure to check if
they're present and not removed by a resident.
She said she trained caregiver B on the signs
prior to the incident but did not document it. The
Memory Care Director did not remember the last
time she read the policy but knew for sure
not since the incident. She was not aware of the
sticker color inconsistency in the poticy and said
she'll have to buy orange and black stickers now.
She said when caregiver B called her that night
the caregiver said the name of resident #1's
roommate when she reported a resident was
unresponsive, The Memory Care Director said
she knew the roommate did not have a
which was why she told the caregiver o perform
. When asked what measures were put in
place fo prevent recccurrence, she replied that
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the Administrator and the Resident Care Director
were investigating the incident. She then said
she was not aware of anything new being done.
She said a sign with a red sticker was on the wall
above resident #1's bed on the night of the
incident.

On at 4:29 PM, caregiver B said there
was nothing on the wall that night. She said she
spoke with the Memory Care Director earlier
today, who said the red sticker was on the wali
that night, Caregiver B said that was not true.
Additionally, no one ever told her the meaning of
the stickers.

The undated advanced directives and

policy indicated advanced directive desires are
honored by the facility. it is the policy to calf 811
in an emergency, provide the advance directives
to the emergency personnel and.aflow them to

make any decisions. An orange and
black sticker " " wilt be placed in the front
inside and inside of the resident chart. Also,
a "yellow dot" will be placed on the | of the

resident chart. Resident medical files will be
audited periodically and randomly and findings
documented at a minimum every 6 months fo
ensure ongoing compliance with the policy.
Training will be done upon hire and on an annual
basis. The name and signature of the presenter
wilt be included on the in-service sheet.
Documentation of class attendance will include
the title or subject of the in-service, the date and
time, duration, and names and signatures of
attendees. If the resident is enroiled in hospice,
the director of resident care, nurse or lead person
on duty will notify hospice.

On at 4:50 PM, the Business Office
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Manager provided a different advanced
directives policy. This policy, revised .
indicated a copy of the will be placed in
the resident's file and in their room. Alist of all
residents with a current valid will be
available in the following locations {nothing was
documented in this space.) should
immediately be presented with the residents’

On at 11:18 AM, the Memory Care
Director was asked why she did not document all
the detalls in her note about the incident,
including that was performed. She replied
that she did not think all those details had to be
in the note.

On at 12:00 PM, the Administrator stated
the memory care director called her the night of
the incident and said resident #1's roommate
coded and . The Administrator stated the
Memory Care Director said 911 was called and

was started. The Administrator said the
Memory Care Director calted her and said it
was resident #1 who . The Administrator
responded by saying should not have been
done because resident #1 had a . When
asked what the facility did to prevent recurrence,
the administrator said the signs with stickers
were put above the resident beds prior to the
current incident.

On at 12:27 PM, the Resident Care
Director did not remember if she saw a red
sticker on resident #1's wall when she responded
to the incident.

Class
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{1) POLICIES AND PROCEDURES.

{a) Each assisted living facility must have written
policies and procedures that explain its
implementation of state laws and rules relative to

{ ). An
assisted living facility may not require execution
ofa as a condifion of admission or

treatment. The assisted living facility must
provide the following to each resident, or
resident's representative, at the time of
admission:

1. Form SCHS- , "Heailth Care Advance
Directives - The Patient's Right to Decide,”

, or with a copy of some other substantially
similar document, which incorporates information
regarding advance directives included in chapter
765, F.8. Form SCHS- is available from
the Agency for Health Care Administration, 2727
Mahan Drive, Mail Stop 34, Tallahassee, FL
32308 or the agency's website at:
hitp://ahca.myflorida.com/MCHQ/Health_Facility

. 1C_Advance_ Directi ocs/adyv_
dir.pdf; and,
2. DH Form 1896, Florida

Form, . 2004, which is hereby

incorporated by reference. This form may be
obtained by catling the Department of Health's
tolt free number 1(800)226-1911, extension 2780
or onfine at:

hitp: w.firules. .asp?No
=Ref-04005.

{b) There must be documentation in the
resident's record indicating whether g DH Form
1896 has been executed. If a DH Form 1896 has
been executed, a yellow copy of that document
must be made a part of the resident's record. if
the assisted living facliity does not receive a
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copy of a resident's executed DH Form 1896, the
assisted living facility must document in the
resident's record that it has requested.a copy.

{c) The executed DH Form 1896 must be readily
available to medical staff in the event of an
emergency.

{2) LICENSE REVOCATION. An assisted fiving
facility's license is subject to revocation pursuant
1o section 408.815, F.8., if, as a condition of
treatment or admission, the facility requires an
individual to execute or waive DH Form 1896,

{3) PROCEDURES. Pursuant to section
429.255, F.S,, an assisted living facility must
honor a properly executed DH Form 1896 as
follows:

(@) In the event a resident experiences or
. staff trained in

. . { ) or a health
care provider present in the facility, may withhold

and )
{b) In the event a resident is receiving hospice
services and experiences, or,

, facility staff must immediately contact
hospice staff. The hospice procedures take
precedence over those of the assisted living
facility.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to honor resident rights when

. . { was
performed on 1 of 18 sampled residents who had
a
Findings:

Review of resident #1's record revealed a facility
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admission date of

The record contained @

On the resident was admitied to hospice
services.
On at 9:35 AM, the memory care director

documented that at approximately 2:05 AM the
resident was observed with cessation of breath.
The resident was last seen during midnight
rounds. The hospice was notified and
pronounced resident at 2:36 AM.

On at 9:42 AM, caregiver A said she was
employed four days ago. She said a resident

's were maintained in the nurse's station.
She said she was certified. She was not
trained in the poficy. She said based on
her experience she would not perform ona
resident who had a . She would contact
hospice for a resident who received those
services.

On at 11:37 AM, caregiver B said that on
at approximately 2 AM she entered
resident #1's room and found the resident pale
and not breathing. The caregiver cailed the
Memory Care Director, who said the resident was
a "full code” and instructed the caregiver to
perform . The caregiver said she called out
to caregiver D to call 911 then she started
while the resident was in bed. Caregiver D
responded to the room with the automated
external defibriltator ( .) Caregiver B applied
the electrode pads and the defibrillator gave
instructions to begin . Emergency medical
services ( ) arrived and took over. Caregiver
B said her supervisor caregiver C arrived and
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told caregiver B the resident had a . By
that time had the resident on a stretcher.
Caregiver C provided the , 50 they put the
resident in bed. The Resident Care Director

aiso arrived and instructed caregiver B to write a
statement about the incident. Caregiver B said

the resident's was not on the wall above
the resident's bed, like it was in the other two
buildings. Caregiver B said the was alse

in each resident’s chart that was stored in the
nurse's station. When caregiver B was asked
why she didn't check the resident's chart for a

, she responded that at the time she was
thinking only about hefping the resident and did
not want to leave her. The caregiver said she last
checked on the resident at approximately 12:00
AM and the resident was breathing. Caregiver B
stated she later leared the Memory Care
Director said she {caregiver B) told her it was
resident #1's roommate who was unresponsive.
Caregiver B said that was not true, that she knew
the difference between the two residents.
Caregiver B said besides writing her statement,
no training was given and the policy was
not discussed with her following the incident.

On at 12:17 PM, the Resident Care
Director said on , she received a call from
caregiver C who informed her was being
performed on resident #1. The Resident Care
Director said she told caregiver C to check the
resident's chart to verify the existence of a

. Caregiver C reported there was a
The Resident Care Director instructed caregiver
C to take the to the resident's room and
stop . The Resident Care Director said she
was trained on the facility's policy when
she worked at a sister facility. She said the policy
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was that if a resident had a . they did not
perform and if they received Hospice, notify
them. She said resident were kept in

their chart in the nurse’s station.

On at 12:50 PM, caregiver E checked
each resident room fo observe the sign above
the bed. She said a red dot sticker meant the
resident had a . blue and yellow stickers
meant hospice, and green meant full code so do

On at 1:15 PM, caregiver E said she
received training on the policy. She said
the policy is to honor a . If on hospice,
they are calied first. She said a is in the
resident's chart and in a book on medication
carts C and D. She said the Memory Care
Director educated her on Friday by
telting her to honor a and by having her
watch a mini video and take a quiz.

On at 1:20 PM, the Memory Care
Director said she did not give training to
caregiver £ because she did not work on
Friday's.

On at 1:25 PM, caregiver E stated she
made a mistake when she said the Memory Care
Director educated her on Friday. The caregiver
said the Memory Care Director told her on Friday
only to do an annuat training video (she
did not do the training.) The caregiver said the
Administrator and the Resident Care Director
always brought up a during staff meetings
that were held every six months.,

On at 1:35 PM, the Memory Care
Director now said she did work on for
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work unrefated to the incident and while here she
told caregiver E to remember the signs above
resident beds and to make sure everyone was on
the same page.

On at 3 PM, caregiver C said she was in
a different building on the night of the incident.
She received a cali from caregiver D telling her
resident #1 was unresponsive. Caregiver C
called the Resident Care Director, who said she
was pretty sure the resident was on hospice and
had a . Caregiver C responded to the
memory care building and confirmed the
existence of a - Bhe then gave itto
EMS stopped doing . Caregiver C said the
Resident Care Director came to the facifity and
told staff to first check the chart for a and
if there was, do not perform . Caregiver C
said the policy was if a resident was on hospice,
they were to be called first and if there was a

. do not perform . She said no
additional training was given following the
incident.

On at 3:46 PM, the Memory Care
Director said the sign above the beds was
implemented three to four days prior to this
incident. She had no procedure for checking
them for accuracy and no procedure to check if
they're present and not removed by a resident.
She said she trained caregiver B on the signs
prior to the incident but did not document it. The
Memory Care Director did not remember the last
time she read the policy but knew for sure
not since the incident. She was not aware of the
sticker color inconsistency in the policy and said
she'll have to buy orange and black stickers now.
She said when caregiver B called her that night
the caregiver said the name of resident #1's
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roommate when she reported a resident was
unresponsive. The Memory Care Director said
she knew the roommate did not have a
which was why she told the caregiver to perform
. When asked what measures were puf in
place to prevent recccurrence, she replied that
the Administrator and the Resident Care Director
were investigating the incident. She then said
she was not aware of anything new being done.
She said a sign with a red sticker was on the wall
above resident #1's bed on the night of the
incident.

On at 4:29 PM, caregiver B said there
was nothing on the wall that night. She said she
spoke with the Memory Care Director earlier
today, who said the red sticker was on the wall
that night. Caregiver B said that was not true.
Additionally, no one ever told her the meaning of
the stickers.

The undated advanced directives and

policy indicated advanced directive desires are
honored by the facility. it is the policy to call 911
in an emergency, provide the advance directives
to the emergency personnel and.allow them to

make any decisions. An orange and
black sticker " " wilt be placed in the front
inside and inside of the resident chart. Also,

a "yellow dot" will be placed on the | ofthe
resident chart. Resident medical files will be
audited periodically and randomly and findings
documented at a minimum every 8 months to
ensure ongoing compiiance with the policy.
Training will be done upon hire and on an annual
basis. The name and signature of the presenter
wilt be included on the in-service sheet.
Documentation of class attendance will include
the title or subject of the in-service, the date and
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time, duration, and names and signatures of
attendees. If the resident is enrolled in hospice,
the director of resident care, nurse or lead person
on duty will notify hospice.

On at 4:50 PM, the Business Office
Manager provided a different advanced
directives policy. This policy, revised B
indicated a copy of the will be placed in
the resident's file and in their room. Alist of all
residents with a current valid wilt be
available in the following tocations (nothing was
documented in this space.) should
immediately be presented with the residents’

On at 11:18 AM, the Memory Care
Director was asked why she did not document all
the details in her note about the incident,
including that was performed. She replied
that she did not think all those details had to be
in the note.

On at 12:00 PM, the Administrator stated
the memory care director called her the night of
the incident and said resident #1's roommate
coded and . The Administrator stated the
Memory Care Director said 911 was called and

was started. The Administrator said the
Memory Care Director called her and said it
was resident #1 who . The Administrator
responded by saying should not have been
done because resident #1 had a - When
asked what the facllity did to prevent recurrence,
the administrator said the signs with stickers
were put above the resident beds prior to the
current incident.
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On at 12:27 PM, the Resident Care

Director did not remember if she saw a red
sticker on resident #1's wall when she responded
to the incident.

Class 1

AD77 429.176 F8; 429.52(  ),59A-36.01(1) FAC AQT7
$5=G | Staffing Standards - Administrators

429.176 Notice of change of administrator.-If,
during the pericd for which a ficense is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 80 days
that the new administrator meets educational
i and has the i

core educational requirements under s, 429.52. A
facility may not be operated for more than 120

ive days without an ini who
has completed the core educational
requirements.

429.52

{4} Afacility administrator must complets the
required core training, including the competency
test, within 90 days after the date of employment
as an adminisirator. Faflure fodo sois a
violation of this part and subjects the violator to
an administrative fine as prescribed in s. 429.19.
Administrators licensed in accordance with part il
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.

{5) Administrators are required to participate in
continuing education for a minimum of 12
contact hiours every 2 years,

59A-36.010
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{1) ADMINISTRATORS. Every facility must be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facility including the management of all staff
and the provision of appropriate care to all
residents as required by chapters 408, part li,
429, part i, F.8., and rule chapter 59A-35,
F.A.C., and this rule chapter.

{a) An administrator must;

1. Beatleast .

2. i employed on or after

have, at a minimum, a high school diploma or
GED;

3. Be in compliance with Level 2 background
screening requirements pursuant to sections
408.80¢ and 429.174, F.S.;

4. Complete the core fraining and core
cormnpetency test requirements pursuant to rule
59A-36.011, F.A.C,, no later than 80 days after
becoming employed as a facility administrator.
Administrators who attended core training prior

to | . are not required to take the
competency test unless specified elsewhere in
this rule; and,

5. Satisfy the continuing education requirements.
pursuant to rule 59A-36.011, FAC.

ors whe are not in i with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
{b) In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraph (1)(a)4. of this rule, to temporarily
serve as the facility administrator for a period not
1o exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
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administrator must:
1. Complete the core fraining and core
competency test requirements pursuant to rule
59A-36.011, FAC. and,
2. Complete all additional training requirements
if the facility maintains licensure as an extended
congragate care or limited mental health facility.
{c) Administrators may supervise a maximum of
either three assisted living facilities or a group of
facilities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility, However, an

it supervising a i of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of
each other, is only required to appoint two
managers to assist in the operation and
maintenance of those faciiities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test

i and continuing educati
requirements as an administrator pursuant to
paragraph {1)(a) of this rule. Managers who
attended the core training program prior to

, are not required to take the
competency test unless specified elsewhere in
this rule. In addition, a manager may not serve
as a manager of more than a single facility,
except as provided in paragraph (1)(c) of this
rule, and may not , serve as an
administrator of any other facility.
{e) Pursuant to section 429.176, F.S., facility
owners must notify the Agency Central Office
within 10 days of a change in facility
administrator on the Notification of Change of
Administrator form, AHCA Form 3180-10086,
, which is incorporated by reference
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and available online at:
hitp:/fwww firules.org/Gateway/reference.asp?No
=Ref-09393.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the
facility's administrator failed to effectively
manage all staff and the provision of appropriate
care to all residents by failing to ensure resident
rights were honored when was performed
on 1 of 18 sampled residents who had a

{1.) by failing to ensure the advanced directives

and policies were followed, by failing to
ensure the policies contained all required
information, by failing to ensure the was

valid for 1 of 18 sampled residents (18,) by
failing to ensure 1 of 11 sampled staff (C)
received at teast one hour of training in the
facifity's policy and procedures regarding

within 30 days after employment, and by failing
to ensure the Care Provider Background
Screening Clearinghouse was updated within 5
business days after 1 of 11 sampled staff (A) was
hired.

Findings:

The administrator's job description, dated
, indicated, among other things, the
ini was ible for i
day-to-day functions of the community, including
but not limited to resident care services.
Performs various supervisor duties to ensure
efficiency and quality of operations.

1. Review of resident #1's record revealed a
facility admission date of
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The record contained a

On the resident was admitted to hospice
services.
On at 9:35 AM, the memory care diractor

documented that at approximately 2:05 AM the
resident was observed with cessation of breath.
The resident was last seen during midnight
rounds, The hospice was notified and
pronounced the resident at 2:36 AM.

On at 9:42 AM, caregiver A said she was
employed four days ago. She said a resident

's were maintained in the nurse's station.
She said she was certified. She was not yet
trained in the policy. She said based on
her experience she would not perform ona
resident who had a . She would contact a
hospice for a resident who received those
serviges.
On at 11:37 AM, caregiver B said that on
at approximately 2 AM she entered
resident #1's room and found the resident pale
and not breathing. The caregiver cailed the
memory care director, who said the resident was
a "full code” and instructed the caregiver to
perform . The caregiver said she called out
to caregiver D to call 911 then she started
while the resident was in bed. Caregiver D
responded to the room with the automated
external defibriliator ( .) Caregiver B applied
the electrode pads and the defibriliator gave
instructions to begin . Emergency medical
services ( ) arrived and took over. Caregiver
B said her supervisor caregiver C arrived and
told caregiver B the resident had a . By

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {%2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
AL11964808 B WING 05/09/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
445 ALEXANDRIA BLVD.
SAVANNAH COTTAGE OF OVIEDO
OVIEDO, FL 32765
()i SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION (x6)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR 1.SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE baze
DEFIGIENGY)
AOQ77 | Continued From page 27 AQT7

AHCA Form 3020-0001

STATE FORM

Y88Y1t

f continuation sheet 28 of 38




PRINTED: 05/22/2025

FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING. COMPLETED
AL11964808 i ——— 05/08/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZiP GODE
445 ALEXANDRIA BLVD.
SAVANNAH COTTAGE OF OVIEDO
OVIERO, FL. 32765
0@y ‘SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR 1.5C IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
AOQ77 | Continued From page 28 AQT7
that time had the resident on a stretcher.
Caregiver C provided the , 50 they put the
resident in bed. The resident care director

aiso arrived and instructed caregiver B to write a
statement about the incident. Caregiver B said

the resident's was not on the wall above
the resident's bed, like it was in the other two
buildings. Caregiver B said the was also

in each resident’s chart that was stored in the
nurse's station. When the agency for heaithcare
administration {(AHCA) surveyor asked the
caregiver why she didn't first check the resident's
chart for a , she responded that at the time
she was thinking only about helping the resident
and did not want o leave her. Caregiver B said
she did not know the resident received Hospice.
The caregiver said she received training on the
facility's policies on , which indicated
was not to be done. The caregiver said she
did not know the resident received hospice
services. She did not recall what or if the policy
addressed what to do when a resident received
Hospice. The caregiver said she last checked on
the resident at approximately 12 AM and the
resident was breathing. The caregiver said she
{ater learned the memory care director said the
caregiver told her it was resident #1's roommate
who was unresponsive. The caregiver said that
was not true, that she knew the difference
between the two residents. The caregiver said
that besides writing her statement, no fraining
was given and the policy was not
discussed with her following the incident.

On at 12:17 PM, the resident care
director said that on she received a calt
from caregiver C who informed her was
being performed on resident #1. The resident
care director said she told caregiver C fo check
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the resident's chart to verify the existence of a

. Caregiver C reported there was a
The resident care director instructed caregiver C
1o take the to the resident’s room and stop

. The resident care director said she was

trained on the facility's policy when she
worked at a sister facility. She said the policy
was that if 2 resident had a , they did not
perform and if they received Hospice, notify
them. She said resident were kept in
their chart in the nurse's station. When asked
what steps the facility took to prevent recurrence,
she said the memory care director posted a sign
above each resident’s bed with either a green
sticker {okay to do }or ared sticker (has

, do not do .} She said the other steps
were to write up the memory care director and
caregivers B and C (not done yet) and educate

the staff on what entails, the process you
take for and to first check status.
She said the will be placed in the

resident's nightstand. She said a resident's

status is alsc on the electronic medication
observation record (MOR.) She said that after
receiving the call she came to the facility and
unofficially educated caregivers B and D on
where the is in a chart and to check there
first then communicate the findings with their
co-worker over the walkie talkie. She said an
ail-staff meeting will be scheduled within the next
week. When asked how the facility will follow-up
and evaluate the effectiveness of these
measures, she responded "we could do mock
drills to make sure staff know what to do. We can
stop staff and ask random questions about what
they would do in this instance.”

On at 12:50 PM, caregiver E
accompanied the surveyor to each resident room
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1o see the sign above the bed. She said a red dot
sticker meant the resident had a , blue and
yellow stickers meant hospice, and green meant
full code so do . The findings were:

#9hada but no sign and no sticker.
#10hada but no sign and no sticker.
#11 was on hospice but no sign and no sticker.
#12hada but had a green sticker.
#13hada and received hospice services
but no sign and no stickers.

#14 did nothave a but no sign and no
sticker.

#15hada but had a green sticker,

#16 was on hospice but no sticker.

#17 did not have a but no sticker.

#18 was on hospice but no sticker.

On at 1:18 PM, caregiver E said she
received training on the policy. She said
the policy is to honor a . If on hospice,
they are called first. She said-a is in the
resident's chart and in a book on medication
carts C and D. She said the memory care
director educated her on Friday by telling
her fo henor a and by having her watch a
mini video and take a quiz.

On at 1:20 PM, the memory care director
said she did not give training to caregiver £
because she did not work on Friday's,

On at 1:25 PM, caregiver E approached
the AHCA surveyor and said she made a mistake
when she said the memory care director
educated her on Friday. The caregiver said the
memory care director told her on Friday only fo
do an annual training video (she did not
do the fraining.) The caregiver said the
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administrator and the resident care director
always brought up honoring a during staff
meetings that were held every six months.

On at 1:35 PM, the memory care director
now said she did work on for work
unrelated to the incident and while here she told
caregiver E to remember the signs above
resident beds and to make sure everyone was on
the same page.

On at 3 PM, caregiver C said she was in
a different building on the night of the incident.
She received a call from caregiver D telling her
resident #1 was unresponsive. Caregiver C
called the resident care director, who said she
was pretty sure the resident was on hospice and
had a . Caregiver C responded to the
memaory care building and confirmed the
existence of a . She then gave itto
EMS stopped doing . Caregiver C said the
resident care director came to the facifity and
told staff to first check the chart for a and
if there was, do not perform . Caregiver C
said the policy was if a resident was on hospice,
they were fo be called first and if there was a

+ do not perform . She said no
additional fraining was given following the
incident.

On at 3:46 PM, the memory care director
said the sign above the beds was implemented
three to four days prior o this incident. She had
no procedure for checking them for accuracy and
no procedure {o check if they're present and not
removed by a resident. She said she trained
caregiver B on the signs prior fo the incident but
did not document it. The memorty care director
did not remember the fast time she read the
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policy but knew for sure not since the

incident. She was not aware of the sticker color
inconsistency in the policy and said she'll have to
buy crange and black stickers now. She said
when caregiver B called her that night the
caregiver said the name of resident #1's
roommate when she reported a resident was
unresponsive. The memory care director said
she knew the roommate did not have a
which was why she toid the caregiver to perform

. When asked what measures were put in
place to prevent reoccurrence, she replied that
the administrator and the resident care director
were investigating the incident. She then said
she was not aware of anything new being done.
She said a sign with a red sticker was on the wall
above resident #1's bed on the night of the
incident.

On at 4:29 PM, caregiver B said there
was nothing on the wall that night. She said she
spoke with the memory care director earlier
today, who said the red sticker was on the walt
that night. Caregiver B said that was not true.
Additionally, no one ever told her the meaning of
the stickers.

The undated advanced directives and

policy indicated advanced directive desires are
honored by the facifity. it is the policy to call 911
in an emergency, provide the advance directives
o the emergency personnel and allow them to

make any decisions. An orange and
black sticker " " will be placed in the front
inside and inside of the resident chart. Also,

a "yeliow dot" will be placed onthe | of the
resident chart. Resident medical files will be
audited periodically and randomly and findings
documented at a minimum every 6 months to
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ensure ongoing compliance with the policy.
Training will be done upon hire and on an annuat
basis. The name and signature of the presenter
wilt be included on the in-service sheet.
Documentation of class aitendance will include
the title or subject of the in-service, the date and
time, duration, and names and signatures of
attendees. If the resident is enrolled in hospice,
the director of resident care, nurse or lead person
on duty will nofify hospice.

On at 4:50 PM, the business office
manager provided a different advanced
directives policy. This policy, revised ,
indicated a copy of the will be placed in
the resident's file and in their room. Alist of all
residents with a current valid will be
available in the following focations (nothing was
documented in this space.} should
immediately be presented with the residents’

. This policy did not contain a provision
that if a resident received hospice services and
experienced or, . , facility
staff must immediately contact hospice staff. The
hospice procedures take precedence over those
of the assisted living facility. It did not include the
procedures currently used to identify those
residents with a and those on hospice.

On at 11:18 AM, the memory care
director was asked why she did not document all
the details in her note about the incident,
including that was performed, She replied
that she did not think alt those details had to be
in the note.

On at 12 PM, the administrator said the
memory care director called her the night of the
incident, said the name of resident #1's
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roommate then said the resident . The

memory care director said 911 was called and
was started. The memory care director
called the administrator and said it was
resident #1 who . The administrator
responded by saying should not have been
done because resident #1 had a - When
asked what the facility did to prevent recurrence,
the administrator said the signs with stickers
were put above resident beds after being
previously cited in 2023 for a similar incident.
8he said the book with was created and
put in the medication carts because of this
incident. She said the plan was to put the
onthe of the resident’s door and do training
with all memory care staff. When asked why
these things have not been done yet, she replied
“it just happened a week ago." She wenton to
say the resident care director was going to
schedule staff meetings and she belleved alt
were copied and will be put on the doors
by the end of today. She and the resident care
director tatked about choosing random staff to
question and determine their knowledge of the
requirements. This has not been done yet. When
she asked the process to check the signs and
stickers in the rooms for accuracy and to ensure
they weren't pulled down by residents, she said
the memory care director was responsible for
that. She said the caregivers were responsible
for telling the memory care dirsctor a sign was
removed. She said the undated policy
was from the first management company. She
said the one given by the business office
manager was the correct one. The findings
regarding the policies were discussed with her,

On at 12:27 PM, the resident care
director did not remember if she saw a red
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sticker on resident #1's wall when she responded
to the incident.

Review of resident #18's revealed the
power of attorney's (POA) name was where the
resident's name should be. The resident’s name
was nowhere on the form, making it invalid.

On at 4 PM, the memory care director
confirmed the findings and said no one saw the
error. She said she will get the POAto signa
new one.

Review of caregiver C's personnel record

revealed she was hired on - The record

did not include documentation to indicate the

caregiver received at least one hour of fraining in

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

On at 4:54pm, the findings were
discussed with the business office manager, who
said caregiver C was assigned to the training but
has not yet completed it.

Review of caregiver A's personnel record
revealed a hire date of

On at 2:05pm, review of the care
provider d i i
revealed caregiver A was not listed.

On at 9:57am, the business office
manager confirmed the findings and said she did
not add caregiver A because the facility was in
the process of changing emaills due to a change
of ownership.
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TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the faciiity's policies and
procedures regarding

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

{c) Training shall consist of the information
included in rule 59A-36.008, FA.C.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure 1 of 11 sampled staff
{C) received at least one hour of training in the
facility's policy and procedures regarding

) within 30 days after
employment.

Findings:

Review of caregiver C's personnel record

revealed she was hired on . The record

did not include documentation to indicate the

caregiver received at least one hour of training in

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

On at 4:54pm, the findings were
discussed with the business office manager, who
said caregiver C was assigned the training but
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has not yet completed it.
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