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Initiat Coraments

A revisit survey was conducted at Guardian Elder
Care Services Inc. (The} on
Deficiencies were identified at the time of survey.

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

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

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

59A-36.007 Resident Care Standards.

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

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

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

A 000}
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{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a general awareness of the
resident's whereabouts. The resident may travel
independently in the community.

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

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

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

This Statute or Rute is not met as evidenced by:
Based on observation, interviews, and record
review, the facility failed to maintain awareness of
the general health and safety of one out of seven
sampled residents (Resident # 2). Staff were
assisting the resident with the self-administering
while on a puree diet, precautions, and
diagnosed with

Findings included:

During an interview on at 7:00 AM the
Administrator stated that staff assisted Resident #
2 with the self. ini ion of her ications.

Observation on at 7:22 AM showed
Staff B assisted Resident # 2 with medications.
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Staff B guided Resident #2 to her so

that the resident could take the medication.
During the process Resident #2 coughed when
she swailowed the pills with sips of water.
Resident #2 speech was slurred, and she gasped
for air when she was not taking her medications.

Review of Resident #2's Health Assessment
dated showed that she needed
administration of medications in crushed form.
Resident # 2 was diagnosed with
. . and recurrent
. Resident #2 was prescribed a
puree-diet with thickened fiquids.

Areview of Resident # 2 hospice plan of care
from o showed that
resident #3 was on puree-diet and was diagnosed
with , | . The hospice's safety precaution
included | . The hospice evaluation
stated that the Resident was not competent to
safely self-administer and.that medications would
be administer by "a representative.”

During an interview at 8:02 AM the
Administrator stated again that Resident # 2
needed ass with the self: ini fon of

the medications. The Administrator stated that the
hospice provider did not administer her
medications. The Administrator did not answer
when asked if she believed that the last health
assessment was correct,

According to the Intemation |, , _ Diet
Standardization Initiative, pills, tablets and
capsutes would be considered a choking risk for
people with puree diet. The ability to swallow
whole pilis, tablets and capsules was to be
assessed on a case-by-case basis by a
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{4) MEDICATION ADMINISTRATION.

{a) For facilities that provide medication
administration, a staff member licensed to
administer medications must be available to
administer medications in accordance with a
health care provider's order or prescription label.
{b}) Unusual reactions to the medication or a
significant change in the resident's health or
behavior that may be caused by the medication
must be documented in the resident's record and
reported immediately to the resident's health care
provider. The contact with the health care
provider must also be documented in the
resident's record,

{c) icati includes

any examination or other procedure necessary
for the proper administration of medication that
the resident cannot conduct personally and that
can be performed by licensed staff.

{d) A facility that performs clinical laboratory tests
for residents, including . testing,
must be in compliance with the federal Clinical
Laboratory Improvement Amendments of 1988
{CLIA) and Chapter 483, Part i, F.S. A valid copy
of the federal CLIA Certificate must be
maintained in the facility, Afederal CLIA
certificate is not required if residents perform the
test themselves or if a third party assists
residents in performing the test. The facility is not
required to maintain a federal CLIA Certificate if
facility staff assist residents in performing clinicat
{aboratory testing with the residents’ equipment.
Information about the federal CLIA Certificate is
available from the Laboratory and In-Home
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Services Unit, Agency for Health Care
Adrministration, 2727 Mahan Drive, Mail Stop 32,
Tallahassee, FL 32308; telephone
(850)412-4500.
This Statute or Rule is not met as evidenced by:
{A 078} 50A-36.010(2) FAC Staffing Standards - Staff {A 078}
$8=D

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

2. f any staff member has, or is suspected of
having, & i , stch individual
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
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arisk of itting & icable

{h) Staff must be qualified to perform their
assigned duties consistent with their level of
education, fraining, preparation, and experience.
Staff providing services requiring ficensing or
certification must be appropriately licensed 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
requirements of rule 59A-36.011, FA.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
1o each staff member; and,

2. Maintain time sheets for alf staff.

{f) Level 2 background screening must be
conducted for staff, including staff

the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.8.

by

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review the facility failed to maintain a written work
schedule that reflects the 24-hour staffing pattern.
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Continued From page 6

Findings included:

Observation on at 6:06 AM Staff B
opened the door fo the facility in a sleep attire.
Staff C was standing in the dining room also in
steep attire.

A review of the posted staff scheduled showed
that on and Staff B was
scheduled to work from 7 AM to 7 PM and 8 AM
to 5 PM respectively. Staff C was scheduled to
work on both days from 7 AM to 7 PM. Staff D
was scheduled to work on both days from 7PM
to 7TAM.

During an interview on at 8:00 AM the
Adminstrator stated that Staff C was on call and
was not at the facifity. The adminstrator stated
that Staff B and C were at the facility last night.

Class #Hl

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

{3) OTHER REQUIREMENTS.

{a) All facilities must;

1. Provide a safe living environment pursuant to
section 429.28(1)(a), F.S,;

2. Be maintained free of hazards; and,

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

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

A078}

A152}
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furnishings:

1. A clean, comfortable bed with a mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the matiress 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 personal effects,

4. A table or nightstand, bedside lamp or floor

famp, and waste basket; and,

5. A comfortable chair, if requested.

{c) 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 observation and interviews, the facifity
failed to maintain a safe living environment free of
hazard.

Findings included:

Observation on al 6:09 AM Staff B
opened the door fo the facility in a sleep attire,
Staff C was standing in the dining room also in
sieep attire.

Observation on at 6:10 AM showed
that in the kitchen under the sink there was a
cabinet with a locking device that was left
unlocked.
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Observation on at 6:12 AM showed
that the taundry room was left uniocked. in the
laundry room there were unlocked chemicals
including detergents and bleach. Staff B was over
heard speaking to someone on the phone and
stated "no me dio tempo” {interpretation: | did not
have time]
Observation on at 7:57 AM showed
that there was a 101t ladder, pile of paver bricks,
plywood and sheets in the yard
{photographic evidence obtained)
During an interview on at 8:00 AM the
Adminstrator stated that staff were doing laundry
and left the door open.
Class il
A 160 59A-36.015(1) FAC Records - Facility A 180
$8=D

59A-36.015 Records.

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

{1) FACILITY RECORDS. Facility records must
include:

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

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha s and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facitity but
intending to return pursuant fo Rule 58A-36.018,
F.A.C. If the resident dies while in the care of the
facility, the log must indicate the date of

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approvat by the
county emergency management agency, as
described in Rule 50A-36.019, F.A.C., that must
be readily available by facility staff.

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

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

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

{i) A grievance procedure for receiving and
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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
license or certificate to operate.

{k) Al fire safely inspection reports issued by the
local authority or the State Fire Marshal pursuant
10 Section 429.435, F.8,, and rule Chapter
B69A-40, F.A.C., issued within the fast 2 years.

{1) Alt sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 84E-12, FAC,,
issued within the last 2 years.

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

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

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

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

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

{r) The facility's medication practices;

{s) The facility's policy on physical H

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

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

{w} For facilities licensed as limited mental health,
extended congregete care, or limited nursing
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services, records required as stated in Rules
59A-36.020, 59A-36.021 and 58A-36.022, FA.C.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain a date of discharge and/or date
of on the admission and discharge log. One
out of seven sampled resident (Resident # 7) did
not have a discharge date or date of

Findings included:

Areview of the facility's admission and discharge
{og showed that Resident # 7 did not have a
discharge date or date of . The record only
stated that the resident " in the hospital”

Areview of Resident # 7 progress notes showed
that she , L on

During an interview on at 7:45 AM
Staff B stated that Resident #7 | Lin
the hospital.

Class 1l
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