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429.23( & ) F8 Risk Mgmt & QA

429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements.-

{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.

{2) Every facility licensed under this part is
required to maintain adverse incident reports. For
purposes of this section, the term, “adverse
incident” means:

{a) An event over which facility personnel could
exercise control rather than as a result of the
resident's condition and results in:

1. H

2. or
3. Permanent H
4. or of bones or joints;

8. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;

6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due to the incident rather than the
resident's condition before the incident; or

7. An event that is reported to law enforcement or
its personnel for investigation; or

{b) Resident elopement, if the elopement places
the resident at risk of harm or injury.

{3) Licensed facilities shail provide within 1
business day after the occurrence of an adverse
incident, through the agency's online portal, or if
the portal is offline, by efectronic mail, a

damage;
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preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse
incident, and the status of the facility's
investigation of the incident.

{4) Licensed facilities shall provide within 16
days, through the agency’s online portal, or if the
portal is offline, by electronic mail, a full report to
the agency on alt adverse incidents specified in
this section. The report must include the results
of the facility's investigation into the adverse
incident.

8) , neglect, or | must be
reported to the Depariment of Children and
Families as required under chapter 415.

{7) The information reported to the agency
pursuant to subsection (3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professionat
who is subject fo disciplinary action, in which
case the provisions of 5. 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
s, 456,073 apply.

{8) I the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable belief
that conduct by a staff member or employee of &
ficensed facility is grounds for discipfinary action
by the appropriate board, the agency shall report
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this fact to such regulatory board.

(9) The adverse incident reports and prelfiminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10} The agency may adopt rules necessary fo
administer this section,

This Statute or Rule is not met as evidenced by:
Based on interviews and review of records, the
facility failed to report adverse incidents with the
Internal risk management and quality assurance
program. The facility failed to provide within 1 day
a preliminary report to the agency for 15 of 26
sampled residents (Resident #4, 5, 6,8, 10, 11,
13,19, 20, 21, 22, 23, 24, 25, and 26 ) and failed
0 report to the agency 32 known incidents from
to .

Finding included:

Areview of records showed that the last adverse
incident presented in the Agency for Healthcare
Administrations (AHCA} Adverse Incident Report
System (AIRS) was as of

AIRS is AHCA's online portal for documentation
of adverse incidents.

Areview of the facility admission and discharge
{og showed 19 residents have been discharged
from the facility to a "funerat home" since 2018.

A review of resident records for Resident # 5
showed that there were several adverse incident
report forms in her records. Resident # 5 date of
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Admission was

During an interview on at 10:47 am,
‘When asked why the AIRS reports were in the
resident records and not on AIRS online portal,
the Administrator stated that he does not use the
ortine AIRS reporting system. The Administrator
further stated that he would fax the reports to 850
922-2217 and had been doing this for more than
fourteen years. The Administrator stated that the
fast time he heard from AHCA regarding the
incidents he was faxing was more than six years
ago when someone called him from the agency
and told him to "stop sending so many reports."
When asked if he thought it was weird that no
one had responded to the AIRS reports since, he
stated that he did not think about it. The
Adrministrator produced a two-inch binder filled
with incidents when asked if he kept an incident
log and copy of AIRS reports he was faxing. The
administrator further stated that there might have
been a few incidents that resulted in deaths,
when asked.

Areview of the facility's incident log showed 17
residents had 30 incidents from to

. Further review showed that for two
residents that had ", L"inthe
admission and discharge log there was no
reported incident.

A review of the facility incident reports, and
admission and discharge log showed five

incidents resulting ina from to

Areview of an incident dated showed
that Resident # 19 was found unresponsive and
was taken to the hospital.
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A review of the facllity 's Admission and
Discharge log showed that Resident # 19",
" and was discharged

Areview of a faxed incident dated
showed that resident # 20 was found
unresponsive and was taken to the hospital.

Areview of the facility 's Admission and
Discharge log did not show Resident # 20 was
admitted andfor discharged from the facility

Areview of an incident dated 11/20/2024 showed
that Resident # 21 caught the | collapsed a was
sent to the hospital for acute care.

A review of the facility 's Admission and
Discharge log showed that Resident # 21",
" and was discharged

Areview of the facility's Admission and Discharge
log showed that Resident # 22", ”
and was discharged

A review of the facility's incident logs, and the
AIRS reports showed no reported incident
regarding the of Resident #22.

A review of the facility 's Admission and
Discharge log showed that Resident # 23 ",
" and was discharged

Areview of the facllity's incident logs and AIRS
reports showed no reported incident regarding
the of Resident # 23.

A review of the facility incident reports, and
admission and discharge log showed four
incidents resulting in acute care hospitalization
from o
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Areview of an incident dated showed

that Resident # 11 collapsed and was taken to the
hospital for acute care.

A review of an incident dated showed
that Resident# 11 . and received a "cut"
requiring transfer to hospital for acute care.

Areview of an incident dated showed
that resident # 24 caught™a ", was

was sent fo her doctor's office and then to
the hospital.

Areview of the facility 's Admission and
Discharge log showed that Resident # 24 was
discharged to a "nursing home" on .

A review of an incident dated 11/10/2024 showed
that Resident #25  from his bed and was
transferred to the hospital for acute care.

A review of Resident # 25's health record shows
that he had an unstable gait, memory f
and a precaution,

Areview of Resident # 25's observation log
shows that he "flew over” the bed rails and
from bed at or around 11:30pm on

A review of an incident dated showed
that Resident # 26 was faken to the hospital with
aright |

A review of the facility's Admission and Discharge
log showed that Resident # 26 was admitted to
the facility on

Class #
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$8=D | jmplementation

(3) PLAN IMPLEMENTATION.
{a) All staff must be trained in their duties and are
e ible for ing the
management plan, New staff must be trained on
the plan within 30 days of employment.
{h) if telephone service is not available during an
emergency, the facility must request assistance
from local law enforcement or emergency

in

communication

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure that all staff
were trained in their duties and able to impiement
the emergency management plan. Two of eight
sampled staff (B and E ) did not know where the

monoxide detectors were located or what
they were.

Finding included:

Observation on at 8:10am showed
that there was a monoxide detector on the
south wall of the main gathering area. The
monoxide detector was retangular.

During an interview on at 8:12am
Staff E did not know what a monoxide
detector was when asked if she knew where it
was. She spoke only Spanish, and a translation
was provided fo her verbally "el detector de

" and in written form "detector de
monoxido de o

During an interview on at 8:20am
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Staff B did not know what a monoxide
detector was either when asked if she knew
where it was. She too only spoke Spanish, and a
translation was provided to her verbally "el
detector de " and in written form "detector
de monoxido de "

Observations on at 8:30am revealed
the Administrator, Staff B, and Staff D were
together at the front of the facility, The
Administrator was coaching Staff B and Staff D
about the monoxide detectors. The
Administrator held his up o the sky and
formed a rectangular shape with his

., after making the shape with his

. . he gestured using one as if he was.

pressing a button.

According to Popular Mechanics the top rated
monoxide detectors are rectangular.

Areview of employee records showed that Staff B
completed her orientation training on

and her emergency envirenmentat control training
on .

Areview of employee records showed that Staff £
completed her orientation training on

and her emergency environmentat control training
on .

During an interview on at 12:44pm
the Administrator denied coaching staff on the
monoxide detectors.

Class il

59A-36.025 FAC Emergency Environmental
Control

A182

A200
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59A-36.025 Emergency Environmental Controt
for Assisted Living Facilities.
{1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN, Each assisted living facility
shall prepare a detailed plan ("plan®) to serve as
a to its Comp )
Management Plan, to address emergency
environmental control in the event of the loss of
primary electrical power in that assisted living
facility which includes the following information:
{a) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
ficensees of assisted living facilities will be
equipped to ensure air temperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98) hours in the
event of the loss of primary electrical power.
1. The required temperature must be maintained
in an area or areas, determined by the assisted
fiving facility, of sufficient size to maintain
residents safely at all times and thatis
appropriate for resident care needs and life safety
i For planning purposes, no less
than twenty (20) net square per resident
must be provided. The assisted living facility may
use eighty percent (80%) of its licensed bed
capacity as the number of residents to be used in
the to determine the required square
footage. This may include areas that are less
than the entire assisted living facility if the
assisted living facility's comprehensive
emergency managerent plan includes allowing a
resident to congregate when he or she desires in
portions of the building where temperatures wiil
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rule. This rule does not
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prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in Section 408.821, F.8. and subsection
59A-36.019(6), F.A.C., are met. The plan shalt
include information regarding the area(s) within
the assisted living facility where the required
temperature will be maintained.

2. The alternate power source and fuel supply
shall be focated in an area(s) in accordance with
{ocal zoning and the Florida Building Code.

3. Each assisted living facility is unique in size;
the types of care provided, the physical.and
mental capabiliies and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not limit the types of systems or
equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96} hours in the
event of the loss of primary electrical power. The
plan shall include information regarding the
systems and equipment that will be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to Chapter 252, F, 8. must maintain an
alternative power source and. fuel as required by
this subsection at all times when the assisted
living facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability if
evacuation is necessary.

b. Assisted living facilities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the
campus if such resources are sufficient to
support the requirerents of each facility's
residents, as specified in this rule. Details
regarding how resources will be shared and any
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necessary movement of residents must be clearly
described in the emergency power plan.

c. A muitistory facility, whose comprehensive
emergency management plan is to move
residents to a higher floor during a flcod or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
flooding or storm surge damage.

{b) The acquisition of sufficient fuel, and safe
maintenance of that fus! at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
alternate power source to maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98} hours after the
loss of primary electrical power during a declared
state of emergency. The plan must include
information regarding fuet source and fus!
storage.

1. Facilities must store minimum amounts of fuel
onsite as follows:

a. A facility with a licensed capacity of 16 beds or
less must store 48 hours of fuel onsite.

b. A facility with a licensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facility located inan areaina
declared state of emergency area pursuant to
Section 252.36, F.S. that may impact primary
power delivery must secure ninety-six (96) hours
of fuel. The assisted living facility may utitize
portable fuel storage containers for the remaining
fuel necessary for ninety-six (96) hours during the
period of a declared state of emergency.

3. Piped natural gas is an allowable fuet source
and meets the onsite fuel supply requirements
under this rule.

4. ¥ iocal ordinances or other regulations limit the
amount of onsite fuel storage for the assisted
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fiving facility's location, then the assisted living
facility must develop a plan that includes
maximum onsite fuel storage allowable by the
ordinance or regulation and a refiable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.
{c) The acquisition of services necessary to
maintain, and test the equipment and its functions
0 ensure the safe and sufficient operation of the
alternate power source maintained at the
assisted living facility.
{d) The acquisition and maintenance of a
monoxide alarm.
(2) SUBMISSION OF THE PLAN.
{a) Each new assisted living facility shalf submit
the plan required under this rule prior to obtaining
alicense.
{p) Each existing assisted living facility that
undergoes any additions, modifications,
fons, i ions or
7 that require of its
systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the county emergency management
agency for review and approval,
(3) APPROVED PLANS.
{a) Each assisted living facility must maintain a
copy of its approved plan in @ manner that makes
the plan readily available at the licensee's
physical address for review by a legally
authorized entity. If the plan is maintained in an
electronic format, assisted living facility staff must
be readily available to access and produce the
plan. For purposes of this section, “readily
available” means the ability to immediately
produce the plan, either in electronic or paper
format, upon request.
{b) Within 30 days of the approval of the plan
from the county emergency management agency,
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the assisted living facility shall submit in writing
proof of the approval to the Agency for Health
Care Administration to
assistediiving@ahca.myflorida.com.
{c) The assisted living facility shall submit a
consumer-friendly summary of the emergency
power pian to the Agency. The Agency shail post
the summary and nofice of the approval and
implementation of the assisted living facility
emergency power plans on its website within ten
{10) business days of the plan’s approval by the
county emergency management agency and
update within ten (10) business days of
implementation.
{4) IMPLEMENTATION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than

. , have implemented the plan
required under this rule.
{b) Each new assisted living facility shall
implement the plan required under this rule prior
o obtaining a license.
{c) Existing assisted living facilities that undergo
any additions, modifications, afterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
affecting the assisted living facility’s compliance
with this rule shall implement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishrment, renovations or
reconstruction.
{5) POLICIES AND PROCEDURES.
{a) Each assisted living facility shall develop and
implement written policies and procedures to
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuel
required for the operation of the alternate power
source. The procedures shalt ensure that
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residents do not experience complications from
fluctuations in air temperatures inside
the facility. Procedures must address the care of
residents occupying the facility during a declared
state of i ,a iption of
the methods to be used to mitigate the potential
for heat related injury including:
1. The use of cooling devices and equipment;
2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the
i of ic requiring refri ion;
3. Wellness checks by assisted living facility staff
to monitor for signs of and heat
injury; and
4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.
{b) Each assisted living facility shall maintain the
written policies and procedures in a manner that
makes them readily available at the licensee's
physical address for review by a legally
authorized entity. If the policies and procedures
are maintained in an electronic format, assisted
fiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{¢) The written policies and procedures must be
readily avaitable for inspection by each resident;
each resident’s legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager, each resident's estate; and such
additional parties as authorized in writing or by
faw.
{8) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a viokation of any part of this
rule, the Agency for Health Care Administration
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may seek any remedy authorized by Chapter 428,
Part |, or Chapter 408, Part Il, F.S., including, but
not limited to, license revocation, license
suspension, and the imposition of administrative
fines.

{7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN.

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

{b) Each facility whose plan has been approved
shall submit the plan as an addendum with any
future submissions for approval of its

omp! plan.
{8) NOTIFICATION.

{a) Within five {5} business days, each assisted
fiving facility must notify in writing, unless
perrmission for electronic communication has
been granted, each resident and the resident's
legal representative:

1. Upon the initial submission of the plan fo the
county emergency management agency that the
pian has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.

3. Annual submissions and approvals of the plan
do not require notification to residents or their
legal representatives unless a significant
modification as defined in Rule 59A-36.019,
F.A.C., has been made to the plan.

{b) Each assisted living facility must maintain a
copy of each notification set forth in paragraph (a)
above in a manner that makes each notification
readily available at the licensee's physical
address for review by a legally authorized entity. If
the notifications are maintained in an i
format, facility staff must be readily available to
access and produce the notifications. For
purposes of this section, "readily available”
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means the ability fo immediately produce the
notifications, either in electronic or paper format,
upon request.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to address, prepare and train staff on how
1o initiate the facility generator appropriately.

Findings:

An observation on at 8:16 AM,
showed Staff D trying to initiate the facility
generator with & tarp over it. Staff D was
unsuccessful.

In ant interview on at 8:17 AM, Staff C
was asked, "Have you tried to start the generator
before? Staff D answered, "l know how to do it in
theory and not practically. | never done it before".

Class il
Initiai Comments

A Standard Biennial relicensure survey with
Generator Monitoring was conducted on

at Coral Terrace ALF. Deficiencies
were identified at the time of survey.

59A-36.006(1) FAC Admissions - Criteria

{1) ADMISSION CRITERIA,

(&) An individual raust meet the following
minimum criteria in order to be admitted to a
facility holding a standard, limited nursing
services, or fimited mentat health license:

1. Beatleast -

2. Be free from signs and symptoms of any

A200
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communicable that is likely to be
transmitted to other residents or staff. An
individual who has .
) may be admitted to a facility,
provided that the individuat would otherwise be
efigible for admission according to this rule.
3. Be able to perform the activities of daily living,
with supervision or assistance if necessary.
4. Be able to transfer, with assistance if
necessary. The assistance of more than one
person is permitted.
5. Be capable of taking medication, by either
self-administration, assistance with
self-administration, or administration of
medication.
a. if the resident needs assistance with
self-administration of medication, the facility must
inform the resident of the professional
qualifications of facility staff who will be providing
this assistance. If unlicensed staff will be
providing assistance with self-administration of
medication, the facility must obtain written
informed consent from the resident or the
resident's surrogate, guardian, or attorney-in-fact.
b. The facility may accept a resident who requires
the administration of medication if the facility
employs a nurse who will provide this service or
the resident, or the resident’s legat
representative, designee, surrogate, guardian, or
attorney-in-fact, contracts with a third party
ficensed to provide this service to the resident.
6. Not have any special dietary needs that cannot
be met by the facility,
7. Not be a danger to seif or others as
determined by a heaith care practitioner, or a
mental health practitioner licensed under Chapter
490 or 491, F.8.
8. Not require 24-hour licensed professional
mental health treatment.
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9. Not be bedridden, unless the resident is
recelving licensed hospice services pursuant o
Section 429.26(1)(c), F.S.;

10. Nothaveany  or4, A
resident requiring care of a

may be admitted provided that

a. The resident either:

{I) Resides in a standard or limited nursing
services licensed facility and contracts directly
with a licensed home heaith agency or @ nurse to
provide care; or

{I1) Resides in a limited nursing services licensed
facility and care is provided by the facility
pursuant to a plan of care issued by a health care
practitioner;

b. The condition is documented in the resident's
record and admission and discharge logs; and,

. f the resident’s condition fails to improve within
30 days as documented by a health care
practitioner, the resident must be discharged
from the facility.

11. Residents admitted to standard, limited
nursing services, or limited mental heailth
licensed facilities may not require any of the
following nursing services:

a. airway management of any kind,
except that of continuous positive airway
pressure may be provided through the use of a
CPAP or bipap machine;
b. Assistance with

c. Menitoring of gases,

d. Management of post-surgical drainage tubes
and vacuum devices;

e. The administration of products in the
facility; or

f. Treatment of surgical or .
unless the surgical or and the

underlying condition have been stabilized and a
plan of care has been developed. The plan of
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care must be maintained in the resident's record.
12. In addition to the nursing services listed
above, residents admitted to facilities holding only
standard and/or limited mental health licenses
may not require any of the following nursing
services:
a. . and, . performed
in the facility;
b. , performed in the facility.
13. Not require 24- hour nursing supervision,
unless the resident is receiving licensed hospice
services pursuant to Section 429.26(1)(c}), F.S.;
14. Not require skilled rehabilitative services as
described in Rule 59G-4.290, F.AC.
15. Be appropriate for admission to the facility as
determined by the facility admmlsiralor The
ini must base the on:

a. An assessment of the strengths, needs, and
preferences of the individual;
b. The medical examination report required by
Section 429.26, F.5.;
©. The facility's admission policy and the services
the facility is prepared to provide or arrange in
order to meet resident needs. Such services may
not exceed the scope of the facility's license
untess specified elsewhere in this rule; and,
d. The ability of the facility to meet the uniform
fire safety standards for assisted living facilities
established in rule Chapter 69A-40, F.A.C.
{b) A resident who otherwise meets the
admission criteria for residency in a standard
licensed facility, but who requires assistance with
the administration and regulation of portable

.. Orassistance with routine . care
of site .. placement, may be admitted
to a facility with a standard license as long as the
facility has a nurse on staff or under contract fo
provide the assistance or to provide training to
the resident on how to perform these functions
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themselves.

{c) Nursing staff may not provide training to
unlicensed persons, as defined in Section
429.256(1)(b), F.S., to perform skilled nursing
services, and may not delegate the nursing
services described in this section to certified
nursing assistants or unlicensed persons. This
provision does not restrict a resident or a
resident's representative from Lwitha
ficensed third party to provide the assistance if
the facility is agreeable to such an arrangement
and the resident otherwise meets the criteria for
admission and continued residency in a facility
with & standard license.

{d) Not withstanding any other provisions of this
rule, an individual enrolled in and receiving
ficensed hospice services may be admitted to an
assisted fiving facility pursuant to Section
429.26(1)(d), F.S.

{e) Resident admission criteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, F.A.C,

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that one of 35 sampled residents
met the criteria for admission (Resident #12) .

Findings:

On at 7:31 AM observation revealed
Resident #12 laying in bed on his right side with
his arms bent upward at the . The resident
required total assistance to turn and reposition.
The resident was assessed fo be oriented to
person. His skin was intact except for an area of
redness at his right lower . a scab at his left
.» He was wearing an brief,
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On at 7:31 AM, Staff D upon
interview stated that Resident # 12 required total
assistance for his Activities of Daily Living He
required fotal care in bathing, . eating
transferring.

On at 1030 AM, Resident #12 was
seated at a table in a wheelchair leaning to the
right side. He was observed to be interacting with
another resident at the table.

On at 1031 AM on interview, Staff F
stated that staff members took Resident # 12 to
the dining area. She stated that he needed total
staff assistance to transfer to the wheelchair, and
that he was not ambulatory. She stated that the
resident could pick up pieces of cut bread and eat
it but that he needed to be fed.

Inferviewed on at 7:18 AM Resident
#13 stated that his roommate, Resident #12,
was in bed most of the time. He stated that
resident #12 could not get up without the staff
moving him.

Class #

59A-36.007(5) FAC; 420.28( )FS420.27
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

AQ07
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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 aflow
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 facility or facility staff must be posted in
full view in & 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 to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written staternent of
its house rutes and procedures that must be
included in the admission package provided
pursuant to Rule 58A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:

1. Resident responsibifitie:
2. and tobacco use;
3. Medication storage;
4
8.

. Resident elopement;
. Reporting resident , neglect, and
6. Administrative and housekeeping schedules
and requirements;

control, sanitation, and standard
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precautions;
8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and
10. Physical .
(e} Residents may not be required to perform any
work in the facifity without compensation.
Residents may be required {o clean their own
sieeping areas or apartmenis if the facility rules
or the facility contract includes such a

i . f aresident is 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 licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

429.28 Resident bilf of rights.-

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

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

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

{c) Retain and use his or her own clothes and
other personal property in his or her immediate
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fiving quarters, s0 as to maintain individuality and
personat dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
receiving and sending unopened
correspondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of @ am. and 9 p.m.
at a minimum. Upon request, the facility shalt
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,

and i fon within the
{f) Manage his or her financial affairs uniess the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility o provide safekeeping for funds as
provided in s, 428.27.
{g) Share a room with his or her spouse if both
are residents of the facifity.
{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civit and religious liberties, including
the right to independent personal decisions. No
religious befiefs or practices, nor any attendance
at refigious 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
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medicatfions, assistance in making |,
for health care services, the provision of or
arrangement of transportation to health care

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

i within the ity.

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

429.27 Property and personal affairs of
residents.-
{1)(a) A resident shalf be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

. or . under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
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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 shalt
such admission or presence confer on any of
such persons any authority or responsibitity for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure resident rights for the need for
privacy. for one of 26 sampled residents
{Resident #14).

Flndmgs

at approximately 7:15 AM
Resldent #14 was observed receiving a bath by
the Hospice staff. Resident# 14 had a roommate
present in an adjacent bed. Thee was no privacy
curtain observed between them during the
process.

On . at approximately 1:00 PM ,On
interview, the administrator was advised of the
findings, He did not comment

Class il
59A-36.007(10) CONTROL
PROCEDURES

{10) CONTROL PROCEDURES.
Facilities must provide services in a manner that
reduces the risk of transmission of

A030

A036
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(a) The facility must implement a hygiene
program before and after the provision of
personal services to residents whenever there is
an expectation of possible exposure to
materials or . . hygiene may
include the use of -based. rubs, .
handwash, or handwashing with soap and water.
{b) Standard precautions must be used when
there is an , exposure to transmissible
agents in . . .
, nonintact skin, and mucuous

during the provision of personal
services. Standard precautions include:
hygiene, and dependent upon the exposure, use
of gloves, gown, mask, protection, or &
shield.
{¢) The facility must clean and reusable
medical equipment and communal assistive
devices that have been designed for use by
multiple residents before and after each use
according to the manufacturer's
recommendations.

This Statute or Rule is not met as evidenced by:
Based on observation, interviews, and review of
records, the facility failed to ensure that two out of
eight sampled staff (C and E } followed

control procedures when assisting with
self-administration of medications,

Finding Included:

Observation on at 6:30am showed
that Staff C was wearing gloves and serving
breakfast. Staff C feft the dining area and went to
a resident’s room at the front of the facility to help
a resident with tolleting. Staff C was observed
entering the room with the same pair of gloves
on.
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During an interview on at 6:3%am
Staff E stated that additional gloves were located
near the large gathering/dining area and that she
did not have additional gloves on her.

Observation on at 6:52am showed
Staff C existed the room where she was assisting
the resident with foileting with a pair of gloves on.

During an interview on at 6:53am
Staff C stated that she wears gloves throughout
her shift, when asked about how she prevented
the spread of communicable . Staff G
stated that gloves are in the cart near the main
gathering/dining area. Staff C stated that she
carried additionat gloves on her, when asked if
she changed her gloves.

Observation on al 6:55 am showed
that both Staff C and Staff E changed their gloves
by the cart in the main gathering/dining area and
put on a new palr of gloves. Neither Staff C or
Staff E were observed putting additional gloves in
their pockets.

Areview of employee records showed that Staff £
completed her conirol training on

Class il

59A-36.010(2) FAC Staffing Standards - Staff

{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

AQ28

AQ78
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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 health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

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

i arisk of itting & icable

{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 licensing or
certification must be appropriately licensed or
certified. Al staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.
{c) All staff must comply with the training
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requirements of rule 59A-36.011, F A.C.

{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 by
the facility to provide services to residents,
pursuant to sections 408.808 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that staff were adequately trained
to intervene if a resident was choking, consistent
with their level of education, training, preparation,
and experience on how to train staff members.

Findings:
Aninterview on at 8:25AM showed
Staff D was unable to how assistance

would be given to a resident who was choking.

In an interview on at 8:26AM, Staff D
was asked how she would determine the sign of
choking, Staff C answered, " | hug the person by
the and push the inward."

Class #Hl
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(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to

section 429.28(1)(a), F.8,;

2. Be maintained free of hazards; and,

3. Ensure that alt existing architectural,

mechanical, slectrical and structural systems,

and appurtenances are maintained in good

waorking order.

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

must be given the option of using their own

belongings as space permits. When the facility

supplies the furishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

less than 36 inches wide and 72 inches long, with

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

2. Acloset or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested.

{¢) The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facilities must make available linens and

personal Jaundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not
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This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide a safe living environment free of
hazards. Additionally, the facility to ensure

i and

were

maintained.
Findings:

An observation on at 6:40AM showed
buckets underneath each window air conditioning
unit dripping water residue for draining.

An observation on at 6:42AM showed
a torn chair by the office space. {photographic
evidence acquired)

An observation on at 7:30AM showed
a roach crawting in the supply room, spiders and
ants in residents' spaces. (photographic evidence
acquired).

An observation on at 8:40AM showed
a rusty refrigerator in the dining room area.

In an interview on at 7:22AM, Staff E
was asked why there were buckets underneath
each window air conditioning unit, Staff E
answered, "It is a system that | have for the
draining purposes.”

Class il
59A-36.015(1) FAC Records - Facility

59A-36.015 Records.
The facility must maintain required records ina

A182

A160
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manner that makes such records readily available
at the licensee's physical address for review by a
{egally authorized entity. If records are maintained.
in an electronic format, facility staff must be
readily available 1o 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 ina
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 facifity 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 enfry 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 facitity but
intending to return pursuant to Rule 59A-36.018,
F.A.C, 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
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be readily available by facility staff.

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

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

{g) The admission package presented to new or
prospective residents {less the resident's
contract) described in Rule 59A-36.006, F.A.C.
{n) If the facliity advertises that it provldes special
care for persons with or
related . a copy of ail such facility
advertisemenis as required by Section 429177,
F.8.

{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
to Section 429.435, F.S., and rule Chapter
B69A-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, FA.C,,
issued within the last 2 years.

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

{n) The facility’s resident elopement response
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policies and procedures.

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

{p) The facility's policies and procedures pursuant
0 subsection 69A-36.007(10), FA.C.;

{q)} The facifity's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facility's policy on physical H

{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, FAC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facifity
failed to maintain an accurate admission
discharge log.

Findings:

On record review, the Admission /Discharge log
did not fist the addresses of discharge location for
any discharged resident.

Interviewed on at 12:0 , the

Administrator stated that he did not know that this
process was required.

Class HHl
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