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A000; Initial Comments A 000

An unanounced Relicensure with Limited Mental
Health (LMH) and a Generator Survey was
conducted on at Horizon ALF. The
facility had deficiencies related to the Relicensure
at the time of survey.

A 026, 59A-36.007(2) FAC Resident Care - Social & A026
Leisure Activities

{2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in
social, recreational, educational and other
activities within the facility and the community.

{a) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident’s needs, abilities, and interests.

{b) The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facility must demonstrate residents' participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, ot any other form of
communication appropriate to the size of the
facility.

{c) Scheduled activities must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the
television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose to attend day
programs conducted at adult day care centers,
senjor centers, mental health centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
scheduled activities. An activities calendar must
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be posted in common areas where residents
normally congregate.

{d) if residents assist in planning a special activity
such as an outing, seasonal festivity, or an
excursion, up to 3 hours may be counted foward
the required activity time.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, it was determined that the facility failed to
provide the residents with social, recreational,
educational and leisure activities.

The findings included:

During facility tour observations on

between 8:00 AM and 5:00 PM an Activity
Calendar was obsetved posted in the common
area (dining room /main building 1490). Facility
Census of 38 residents (day of the survey).

Review of the Activity Calendar documented as
follows:

Monday: Bingo, Basketball, Corn Hole

Tuesday: Card Games, Board Games, Arts and
Craft.

Wednesday: Gardening, Spa Day, Board Games
Thursday: Bingo, Karacke, Basketbalt

Friday: Spa Day, Card Games, Arts and Craft,
Saturday: Corn Hole, Bingo, Card Garmes.
Sunday: Church, Karaoke, Dominoes.

Further observations revealed approximately 20
residents sitting around in the common areas of
buildings 1480, 1490, 1481 and 1491. No
activities observed.

During an interview on
approximately 11:00 AM with Staff F (Asslstant
Administrator), she was asked who oversees the

AHCA Form 3020-0601
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Activities in the facllity,

At this time, Staff F stated Staff E
{Caregiver/Medication Technician) conducts
activities during her shift.

During an interview on at
approximately 11:10 AM, Staff E confirmed she is
the person in charge of the Activities. At this time,
she was asked to show the items used for
activities as posted on the Activity calendar.

1.) Karaoke machine

Staff E siated she borrowed it and took it home
and forgot to bring it . She stated the
Administrator and the Assistant Administrator
were not aware of it.

2.) Bingo machine

Staff E stated the balls that go inside the sphere
{ball chamber} are missing, at this time the staff
was unabte to provide the rest of the components
that make up the game (bingo).

3.) Basketball
Staff E stated the ball was missing {after
surveyor intervention the basketball was found).

4.) Card Games, Board Games and Arts and
Craft

Staff E was unable to find card games, board
games. Staff E showed the surveyor 6 colored
pencils and 3 coloring books.

5.) Corn Hole
Staff E confirmed not able to find the game (comn
hole).

6.) Gardening

Staff E was asked to show items used for the
activity and/or any related items used for
gardening. At this time, she confirmed the activity
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was not conducted.

7.) Spa Day

Staff E was asked to explain what a spa day is. At
this time, staff stated third party comes (beauty
school) to the facility and offers free services of
manicures, pedicures and to the female
residents. Staff was asked 1o provide the name of
the school that provides the services. Staff E was
unable to provide information.

8.) Church

Staff E was asked who takes the residents out to
church (if applicable) and /or who comes to the
facility for religious services. At this time, she
stated she is not aware who's providing religious
services at the facility and does not have
information of which residents go out of the
facility for church and/or religious services.

9.) Dominoes

Staff E confirmed not able to find the game
{dominoes).

During an interview on at

approximately 11:20 AM with the Assistant
Administrator she confirmed facility census of 38
of which 32 residents are under the speciaity
ficense of Limited Mental Health (LMH). The
surveyor reminded the Assistant Administrator
that the facility must provide diversified individuals
and group activities according to the residents
needs, abilities and interest.

During a conference interview on at
approximately 5:45 PM with the Administrator and
the Assistant Administrator they were both
informed of the findings and concerns mentioned
above. They both acknowledged the findings.
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A036] 59A-36.007(10) CONTROL A038
PROCEDURES
{10) CONTROL PROCEDURES.

Facilities must provide services in a manner that
reduces the risk of tansmission of

{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 y . '
. nonintact skin, and mucuous

during the provision of personat
services. Standard precautions include:
hygiene, and dependent upon the exposure, use
of gloves, gown, mask, protection, or a
shield.
{c) The facitity 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 fo the manufacturer's
recommendations.

This Statute or Rule is not met as evidenced by:
Based on observation, and interview, it was
determined that the facility failed to ensure staff

i Control when
assisting with Self-Administration of medication
during a Medication Pass (Med Pass) for 4 out of
5 sample residents (Resident#4, 11, 17 and 38).
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The findings included:

An observation during Medication Pass (Med
Pass) on between 7:00 AM and 8:30
AM, Staff C {Medication Technician) was
observed to assist with self-administration of
medication to Resident#d, #11, #17 and #38.

Staff C (Caregiver/Medication Technician) was
observed using a pen to pop medication from its
container. The tip of the pen was used to

. through the protective plastic seal
covering, of the morning medication (morning
pills and capsules were mixed in individual
compartments).

1) Resident #4, Staff C was observed using the
tip of the pen fo , the protective plastic
seal covering of the morning medication and
dropped the medication into a small bow!
{stainless steel like):

a) . 5 mg tablet, 7:00 AM.

b) 81 mg tablet, 7:00 AM.

c) . . 40 mg tablet, 7:00 AM.

d) 1 mg tablet, 7:00 AM.
e) . 20 mg tablet, 7:00 AM.
. 250 mg /5 mi, 7:00 AM.
g) . 2 mgfmi Cral 7:00 AM.

2) Resident #11, Staff C was observed using the
same pen {used tip)to | the protective
plastic seal covering of the morning medication.
Furthermore, observation revealed Staff C, used
the same small bow! without cleaning it to drop
Resident#11's medication.

a) ., 10 mg tablet, 7:00 AM.

b) . 2mg tablet, 7:00 AM.

AHCA Form 3020-0001
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c) 40 mg capsule, 7:00 AM,
d 8 mg tablet, 7:00 AM.

3) Resident #17, Staff C was observed using the
same pen {used tip) fo | the protective
plastic seal covering of the morning medication.
Furthermore, observation revealed Staff C, used
the same small bow! witheut cleaning it to drop
Resident#17's medication.

a) N 10 myg tablet, 7:00 AM.
by 81 mg Chewable, 7:00 AM.
c) 12.5 mg tablet, 7:00 AM.
d) 325 mg tablet, 7:00 AM,
e) 20 mg tablet, 7:00 AM.

) Genvoya tablet, 7:00 AM.

4) Resident #38, Staff C was observed using the
same pen {used tip) to the protective
plastic seal covering of the morning medication.
Furthermore, observation revealed Staff C, used
the same small bowl without cleaning it to drop
Resident#38's medication.

a) 20 mg tablet, 7:00 AM.

b) mg capsule, 7:00 AM.
©) 0.5 mg capsule, 7:00 AM.

dy 10 mg tablet, 7:00 AM.

e) 100 mg tablet, 7:00 AM.

) C 500 mg tablet, 7:00 AM.

During an interview on at 7:21 AM,
Staff C was asked why she was using the tip of
the pen to punture the individually packaged
medication. At this time, she stated it was easier
to get the medication out, because the seal was
hard to remove.

Staff C was asked why she is using/reusing the
same small bowl (stainless steel like) to drop
residents’ medication without cleaning it. At this
time, she stated the facility did not have
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medication cups available for Med Pass.

During an interview on at
approximately 2:45 PM the Administrator was
informed of the findings and concerns mentioned
above for controt such as contamination
risk. He acknowledged the findings.

Class 1l

A 054 59A-36.008(5) FAC Medication - Records A054

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

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

ication as i or ication errors.

AHCA Form 3020-0001
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{c) For medications that serve as chemical

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

This Statute or Rule is not met as evidenced by:
Based on observation and interview, it was
determined that the facility falled to ensure staff

icati ician) signed the icati
Observation Record (MOR) after assisting the
residents with taking their medication for 4 out of
5 sample residents (Residenti#4, #11, #17 and
#38)

The findings included:

An observation during Medication Pass (Med
Pass) on between 7:00 AM and 8:30
AM, Staff C {Medication Technician) was
observed to assist with self-administration of
medication to Resident#4, 11, 17 and 38.

1) Resident #4 was assisted with
self-administration with the following medications:

5 mg tablet, | 81 myg tablet,
, 40 mg tablet, . 1 mg tablet,
, 20 mg tablet, | 250 mg /5
o, and N 2 mg/m! Oral.

Staff C was observed to move on to the next
medication pass and did not sign the MOR at the
time; the medication was given.

2) Resident #11 was assisted with
self-administration with the following medications:
o 10 mg tablet, . 2mg
tablet, 40 mg capsule and
. 8 mg tablet.
Staff C was observed to move on to the next
medication pass and did not sign the MOR at the
AHCA Form 3020-0001
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time; the medication was given.

3) Resident #17 was assisted with
self-administration with the following medications:

. 10 mg tablet, | 81mg
Chewabte, 12.56 mg tablet,

325 mg tablet, 20 mg tablet,
Genvoya tablet and 25 mey
inhale.

Staff C was observed to move on to the next
medication pass and did not sign the MOR at the
time; the medication was given.

4) Resident #38 was assisted with
self-administration with the following medications:
20 mg tablet,

mg capsule, 0.5 mg capsule,

s 10 mg tablet, 100 mg tablet
and C 500 mg tablet.
Staff C was observed to move on to the next
medication pass and did not sign the MOR at the
time; the medication was given.

During an interview on at
approximately 7:35 AM Staff C was asked why
she did not sign the MOR at the time that the
medication was given. Staff C stated it is easier to
document all at once.

During an interview on at
approximately 2:45 PM the surveyor informed the
concern mentioned above to the Administrator. At
this time, he acknowledged the findings.

Class #ll

59A-36.008(8) FAC Medication - Storage and
Disposatl

A054

A0S5
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{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
locked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

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

1. The facility administers the medication;

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

3. The ication is ined and

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

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

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

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

{c) Centrally stored medications must be:

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

AHCA Form 3020-0001
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2. Located in an area free of dampness and

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

A0S5
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resident's record. The medication may be taken
o a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

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

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, it was determined that the facility failed to
ensure expired medication was documented and
discarded for residents that need assisting with
self-administration of medication. Facility failed to
ensure residents medications are stored in a
secured place, 2 out of 5 sample residents
{Resident#2 and 38).

The findings included:

Observations during a medication audit on
between 1:30 PM and 2:15 PM with
the Administrator revealed the following concerns.

During an interview with the Administrator on
at approximately 1:40 PM he was

informed to provide Resident#2 and #38's

Medication Observation Record {(MOR).

1)During an interview on at
approximately 1:45 PM with Resident #2, he
stated he keeps his medication on his dresser. At
this time, resident confirmed he has a roommate
{semi-private room).

F , the following

12% lotion revealed to be expired, as
documented on physician order as shown on the
medication label: Discard After:
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12% lotion, apply to dry skin in both
. and twice a day.
Record review of Resident #2's file and MOR
revealed no documentation of medication that
has been expired and disposed.

2)During an interview on at
approximately 1:50 PM with Resident #38, he
stated he kept his medication on his dresser by
the window. Resident#38 confirmed he has a
roommate {semi-private room).

, the following ication revealed to
be expired as documented on physician order as
shown on the medication label.

Spray 45ML, 1 spray .

a,
expiration

Record review of Resident #38's file and MOR
revealed no documentation of medication that
has been expired and disposed.

During an interview on at 1:54 PM
with the Administrator he stated he was not aware
Residents #2 and 38 had medications in their
room and expired medication. At this time, the
Administrator was reminded of the resident's
medication to be kept stored in a secure place,
expired medication to be disposed within 30 days
of being determined expired and the facility must
document abandoned, expired and disposed

The in the
findings.
Class il
A 056 50A-36.008(7) FAC Medication - L.absling and A0S6
Orders
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(7) MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration uniess they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.S., and
Rule 84816-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individual container:

1. The resident's name; and,

2. The identification of each medicinal drug in the

container.
{b) Except with respect to the use of pilt
organizers as ibed in ion (2), no

individual other than a pharmacist may transfer
medications from one storage container to
another.

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

{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with selff-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by

A0S58
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the resident's health care provider. The new
directions must promptly be recorded in the
resident’s medication observation record. The
facility may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e) A nurse may take a medication order by
telephone. Such order must be promptly
documented in the resident's medication
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
1o ensure that prescriptions for residents who
receive assistance with self-administration of
ication or icati ini ion are filled
or refilled in a timely manner.
{g) Pursuant to Section 465.0276(5), F.8., and
Rule 61N-1.006, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident's name for whom they wers dispensed,
and the date they were dispensed. If the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
iabel containing the following:
1. Practiioner’'s name,
2. Resident's name,
3. Date dispensed,
4. Name and strength of the drug,
5. Directions for use; and,
6. Expiration date.
{h) Pursuant to Section 466.0276(2)(c), F.8.,

AHCA Form 3020-0001
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before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

This Statute or Rute is not met as evidenced by:
Based on observation, record review and
interview, it was determined that the facility failed
to ensure that Staff assisting residents with
self-administered medications, followed the
physician orders as shown on the medication
iabel, 1 out of 5 sample residents (Resident#17).

The findings included:

An observation on at approximately
7:15 AM during medication pass, Staff C
{Medication Technician) was observed assisting
Resident #17 with assistance with
self-administration of medication for | and
Genvoya. Further review of the medication label
on the medication revealed the following
parameters and directions:

a) 81 milligrams (MG) Chewable tablet,
chew one tablet by in the morning with
food, 7:00 AM.

During an interview on at 7:08 AM

surveyor asked Resident #17 if he had breakfast.
At this fime, the resident stated "no".

b) Genvoya Tablet 7:00 AM, take one tablet orally
every day in the morning. Do not take with

or .
Further review of the MOR documented:
325 mg tablet,

AHCA Form 3020-0001
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During an interview on at

approximately 7:35 AM Staff C was asked why
she was not following medication parameters
{direction of use) Staff stated she was not aware
of the direction of use at the time of medication
pass.

During an intetview on at
approximately 2:45 PM surveyor met with the
Administrator and he was informed of the
concerns regarding unlicensed personnel

icati ician) not following
direction of use at the time of medication pass.
He acknowledged the findings.

Class il

AO78 59A-36.010(2) FAC Staffing Standards - Staff AQ78

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

AHCA Form 3020-0001
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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 cc i , such individual
must be immediately removed from duties untit a
writien statement is submitted from a heaith care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
education, training, preparation, and experience.
Staff providing services requiring licensing or
certification must be appropriately ficensed or
certified. All 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
requirermnents 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,

AHCA Form 3020-0001
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2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408,809 and 429,174, F.8.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined that the facility falled fo ensure staff
had documented evidence of annual negative

} examination, for 1 out of 4
sampled Staff (Staff G).

The findings included:

Review of the personne! file for Staff G {(Carsgiver
1 Cook} with a hire date of . Further
review revealed Staff G did not have documented
evidence of annuat negative  for 2025. The last
negative  was dated

During an interview on at
approximately 5:20 PM the Assistant
Administrator acknowledged the findings. No
additional documentation was provided during the
survey.

Class #ll

A081 429.52(1 & 7) FS; 59A-36.011{ ) FAC Training A081
- Staff in-Service

42952

{1)(a) Each new assisted living facility empioyee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at Jeast 2 hours in
duration and cover topics that help the employee

AHCA Form 3020-0001
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provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee ' s personnel record.

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

{c) i an assisted living facility employee
completes the 1-hour training required under s.
430.5026 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
{a).

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

59A-36.011

{2) STAFF PRESERVICE ORIENTATION,

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

{h) New staff must complete the preservice

AHCA Form 3020-0001
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orientation prior to interacting with residents.
{¢) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel.
record.
{d) In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:
1. Resident's rights; and,
2. The facility's license type and services offered
Dby the facility.
{3) STAFF IN-SERVICE TRAINING, Facility
administrators or managers shaif provide or
arrange for the following in-service training to
facility staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facifity
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
.\ ., may be used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c) Staff who provide direct care to residents, who

A081
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have not taken the core training program, shal

receive a minimum of 1 hour in-service training

within 30 days of employment that covers the

following subjects:

1. Resident rights in an assisted living facility.

2. Recognizing and reporting resident

neglect, and | . The facility must use its
prevention policies and procedures when

offering this training.

{d) Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with rute 59A-8.0095,

F.AC., must receive 3 hours of in-service fraining

within 30 days of employment that covers the

following subjects:

1. Resident behavior and needs,

2. Providing assistance with the activities of dally

fiving.

{e) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minimum of 1-hour-in-service training

within 30 days of empioyment in safe food

handling practices.

{f) All facility staff shall receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty

{30) days of employment.

1. Al facility staff shall be provided with a copy of

the facility's resident elopement response policies

and procedures.

2. All facility staff shall demonstrate an

understanding and competency in the

implementation of the elopement response

policies and procedures.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined that the facility failed to ensure direct
care staff had completed the required in-service
trainings, 1 out of 4 sample staff (Staff G).

The findings included:

Review of the personnel file for Staff G {Caregiver
1 Cook) with a hire date of . Further
review of Staff G's file did not have documented
evidence of ADL and Behavioral Needs training in
his file.

During an interview on at
approximately 5:20 PM the Assistant
Administrator acknowledged the findings. No
additional documentation was provided during the
survey.

Class #Hl

A152] 59A-36.014(3) FAC Physical Plant - Safe Living A152
Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilittes must:

1. Provide a safe living environment pursuant to
section 428.28{1)a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,
mechanical, electrical and structural systems,
and appurenances are maintained in good
working order.

{b) Pursuant to section 429.27, F. S, residents
must be given the option of using their own
belongings as space perrnits, When the facility
supplies the furnishings, each resident bedroom
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or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

{ess than 36 inches wide and 72 inches long, with

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

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personat 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 laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

be .

This Statute or Rule is not met as evidenced by:
Based on record review, observations and
interviews, the facility failed fo provide a safe,
clean and decent living environment free of safety
hazards for 38 residents that reside at the facility
with a specialty licensed for Limited Mental Health
{LMH). Residents reside in buildings 1480, 1490,
1481 and 1481,

The findings included:

Record review of Staff C (Caregiver/Medication
Technician) revealed a job description signed and
dated . Job deseription documented
as follows:
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Supervised by: Administrator

Responsibilities:

Monitor each resident's physical needs.
Maintain an orderly physical environment.
Sweep, mop, dining and community areas daily.
Clean chairs and tables in dining and sitting
areas.

Check residents’ room periodicafly.

Maintenance of Resident's Bathrooms:

Scrub shower area daily

Dust windowsills and blinds/shades daily
Clean sink area, including soap dish and mirror
daily.

Refill toilet paper and tissues as needed.

Requirements:
Sensitivity to residents’ needs.

Please report anything in need of repair
immediately to management.

During a tour conducted on between
9:00 AM and 5:00 PM, team of surveyors
observed the following physical plant concemns
{photo evidence obtained).

1)Smoking area

a) Observations of the four buildings (1480, 1490,
1481 and 1491) revealed residents did not have
receptacles and/or ashtrays to safely extinguish
cigarette butts. Surveyors observed cigarette
butts on the floor, on the fawn, and inside soda
cans and other tin can items.

b) Further observations revealed that the
buildings’ backyard are the resident's
designated/gathering areas for smoking. The
surveyors observed approximately 5 broken
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chairs, empty mop buckets, and commercial
dustpan lying around in the backyard.

During an interview on at
approximately 9:30 AM the surveyor asked the
Assistant Administrator if the faclity provides the
residents with receptacles and/or ashtrays to
safely extinguish cigaretie butts. The Assistant
Administrator stated no.

2)Main Building 1490

Houses residents’ rooms, main kitchen,
medication cart, main dining room/Activity room
and Administrator's office.

a) Observation revealed that upon the entrance of
the main building a soda vending machine is
located outside next to the main door entrance.
Vending machine (with variety of drinks inside}
appeared to be abandoned exposed to weather
elements showing corrosion and rust
reddish-brown spots at the bottorn (base) flaking
patches. The paint was peeling and
revealing corroded metal beneath.
A blue tape above the coin deposit compartment
revealed a 1.00-dollar sign (indicating drinks are
one dollar). Surveyors observed the residents
using the soda vending machine to purchase
drinks.

b) Food storage room revealed a bulging /
sagging ceiling near the emergency water.

c) Resident# 9's room, closet door frame was
cracked above strike plate, switch plate had
grime and dirt on it and around it.

d) Resident#10's room, revealed the closet
houses the Air Conditioning (A/C) unit that had
exposed piped covered with black and blue tape
and cardboard box, further observations revealed
the A/C filter was exposed without a cover (A/C
fiters Is at the bottom of the floor taped with gray
tape to the floor was filthy, dirty and clogged).
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Furthermore, observations revealed the window
vertical blinds were missing approximately 7
slats.

During an interview on at
approximately 9:45 AM the surveyor asked the
Assistant Administrator if she was aware of the
condition of the soda vending machine and the
AIC unit exposed in the resident's room, At this
time, she acknowledged the findings mentioned
above.

3) Building 1481

a) Observations of the backyar {share
packyard with building 1491) revealed that the
buildings' backyard are the resident's
designated/gathering areas for smoking. The
surveyors observed approximately 3 broken
chairs, empty mop buckets and cigarette butts on
the floor, on the lawn, inside soda cans and other
in can items lying around in the backyard.

b) A Water fountain and water cooler were
observed to be dirty around the water spout and

unkept.
©) Basketball court, the basketball hoop is next to
atree . approximately {not

flush to the ground), the roots had elevated the
pavement and created an elevated corner
{approximately 3 from each side of the
corner) creating a tripping hazard for the
residents that used the basketball hoop.
Further observation revealed the base of the
basketball hoop is held to the ground by a
concrete post that measures approximately 4
inches by 4 inches in length and width,
approximately 6 high (4 inch x 4inch x 8 )
which makes the concrete post overhang the
base of the basketball hoop by approximately 2
on both sides and approximately 4 inches of
the ground {creating an unstable and dangerous
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way to keep the basketball hoop base in place).

d) Shared bathroom near Resident #27's room,

did not have paper towels and s08p.

Shower tub had rust reddish-brown discoloration

around the drain.

e) Resident #27's room, behind main door

entrance revealed unfinish drywall work.

) Side entry/exit door of the building (brown door)

revealed, doorknob area had a film of grime, dirty

and unkempt.

g) Resident#2's room had a blue plastic chair with

a small hole on the chair base.

h) A/C unit storage closet door had approximately

7 missing vent louvers (a panel with angled,

paralle! slats that allow air to pass through white

biocking debris and other unwanted elements).

i) Resident#14's room, red cover mattress sheet

was covered in small holes (looked iike cigarette
holes).

j) Common area near the door /courtyard

entrance, observation revealed facility stored a

pressure washer machine inside the building

{corner entrance).

k) shared bathroom had a stained and dirty

shower curtain, metal shower rod had a brownish

discoloration (rust fiked)

{) Common area where residents congregate io

do daily activities, observations revealed a blue

with gold and beige stripes armchair and two gray

cloth chairs that were stained, soiled and dirty.

4) Building 1491

a) Observation of the common area upon
entrance of the building revealed a dining table
with approximately 6 black chairs and a brown
chair, The chairs had damaged based covering
leather like {cracked, torn and ripped).

b) Observation of a chemical bottle {purple liquid)
was placed on the windowsill near the main
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entrance of the building.

c} A loose electric white plate covering was
observed near the dining table area.

d) Common area bathroom near Resident #36
and 37's room reveated bathroom did not have
paper towel and soap. Round mirror had
biack spots around the edges and center.

e) Observation of the common area revealed
approximately 4 picture frames on the flcor,
further observations revealed ceiling near the fan
had an unprofessionat visible plaster work
{uneven, poorly finished, rough patch of plaster
surrounding the fan).

1) Fire alarm box, observation revealed alarm
boxe was from the wall (near the door).
@) shared bathroom had a shower rod and
shower hooks with brownish rust discoloration.

4) Building 1480

a) Resident#27 and 13's room, the window
vertical blinds were missing approximately 7 slats
{with view to the front of the building).

b) Resident#13's bed flannel bedsheet had holes
and light blue pillowcase had white stains.

©) Resident #3 and 12's room, had a white
dresser that was missing half of the white
faminate covering and brown dresser missing
bottom drawer.

d) Resident#2's room, entrance door did not open
all the way (scraped the floor and the door jamb
which prevents it from opening completely).

e) Resident #19's room, night dresser top was
stained {showing extensive sings of neglect and
heavy wear and tear), observation of the closet
{inside} revealed a storage of a broken window
screen.

) Resident #31's room had two gray night
dressers with bottom drawers that did not open,
top drawer rnissing cover with handle, black office
chair had black taped around the cracked leather
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like chair base and wall near resident's bed was

dirty and cracked wall.

g) Shared bathroom missing paper towels and
soap.

During a conference interview with the
ini and Assistant Admini or on
at approximately 5:30 PM the
surveyor informed both physical plant concerns
and issues mentioned above. The Administrator
and Assistant Administrator acknowledged the
findings.

Class #Hl

AL242, 428.075(2) FS; 59A-36.020(3) FAC LMH - AL242
Responsibilities of Facility

428.075

{2) A facility that is licensed to provide services to
mental health residents must provide appropriate
supervision and staffing to provide for the health,
safety, and welfare of such residents.

59A-36.020

{3) RESPONSIBILITIES OF FACILITY. In
addition to the staffing and care standards of this
rule chapter to provide for the welfare of residents
in an assisted living facility, a facility holding a
limited mental health license must:

(@) Meet the facility's to assist the
resident in carrying out the activities identified in
the Community Living Support Plan;

{b) Provide an opportunity for private -to-
contact between the mental heaith resident and
the resident's mentai health case manager or
other treatment personnet of the resident's
mental health care provider,
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{c) Observe resident behavior and functioning in
the facility, and record and communicate
observations to the resident’s mental health case
manager or mental health care provider regarding
any significant behavioral or situational changes
that may signify the need for a change in the
resident's professional mental health services,
supports, and services described in the
community iving support plan, or that the resident
is no lenger appropriate for residency in the
facifity;

{d) If the facility initiates an involuntary mental
health examination pursuant to section 394.463,
F.8., the facility must document the
circumstances teading to the initiation of the
examination;

{e) Ensure that designated staff have completed
firnited mental heaith training as required by rule
59A-36.011, FAC. and,

{f) Maintain facility, staff, and resident records in
accordance with the requirements of this rule
chapter.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to meet the facility's

" to assist the resident in carrying out the
activities identified in the Community Living
Support Plan, This was evidenced by the facility's
failure to provide activities identified in the
Community living support plan for 5 out of 32
sampled residents (Resident #39,#27, #17, #20 &
#21) from the facility's Limited Mental Health
{LMH) census.

The findings included:
During an interview conducted with Resident #39

at 9:58AM, he stated that the
facility had no activities. He further stated that he
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had mentioned these concerns to the
Administrator already.

During a tour of the facility conducted on

from 2:31PM 1o 5:21 PM it was
observed that there were no activities occurring
for the LMH residents to participate in at the time
of survey.

During an interview conducted with the
Administrator on at2:21 PM, he
stated that there were 32 residents {Residents

# .7, ) under the facilitifes L MH
licensure. At this time, documentation of the
residents’ Community Living Support Plans were
requested. Documentation was provided and
revealed the following.

Areview of Resident #39's Commuity Living
Support Plan revealed the resident was supposed
0 be receiving exercise, reading spiritual fext,
calling family, and talking to staff as therapeutic
activities under the LMH licensure. None of the
activities were observed being done at the time of
survey.

Areview of Resident #27's Community Living
Support Plan revealed the resident was supposed
o be receiving exercise, reading spiritual fext,
calling family, and talking to staff as therapeutic
activities under the LMH licensure. None of the
activities were observed being done at the time of
survey.

Areview of Resident #17's Community Living
Support Plan revealed the resident was supposed
0 be receiving exercise, reading spiritual fext,
calling family, and talking to staff as therapeutic
activilies under the LMH licensure. None of the
activities were observed being done at the time of
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survey.

Areview of Resident #20's Community Living
Support Plan revealed the resident was supposed
0 be receiving exercise, reading spiritual text,
calling family, and talking to staff as therapeutic
activilies under the LMH licensure. None of the
activities were observed being done at the time of
survey.

Areview of Resident #21's Community Living
Support Plan revealed the resident was supposed
o be receiving exercise, reading spiritual fext,
calling family, and talking to staff as therapeutic
activities under the LMH licensure. None of the
activities were observed being done at the time of
survey.

During an interview conducted with the
Administrator on at 6:05PM, he was
informed that the facility was not providing the
LMH residents with their designated therapeutic
activities identified in the Community Living
Support Plan. The Administrator acknowledged
the findings.

Class #Hl
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