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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 heatth care provider documenting that the
individual dees 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 ancther
when the facllity 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 heatth care provider's statement that the
individuat does not constitute a risk of

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

i a risk of itting a icable

{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 licensed or
certified. Al staff must exercise their
responsibilities, consistent with their
qualifications, to obsetve residents, to document

AQ78

AHCA Form 3020-0001

LABORATORY

IRECTOR'S OR PRO IER F

TITLE X6} DATE

STATE FORM

3

070C11

i continuation sheet 1 of 56



PRINTED: 09/02/2028

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11969570 B WING 08/10/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3241 SW N7 CT
LOVE VILLAGE USAINC
MIAML FL 33175
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A078! Continued From page 1 AQ78

observations on the appropriate resident's record,
and to report the observations 1o 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
o each staff member; and,

2. Maintain time sheets for all staff.

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

the facility to provide services to residents,
pursuant to sections 408.808 and 429.174, F.5.

by

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure one (Staff B Caregiver) out of
four sampled employees was capable in

fbing chocking i i with
the leve! of education, training, preparation, and
experience.

Findings:

Interviewed on at 11:51 AM when
asked to describe what should be done by staff if
a resident was choking, Staff B failed to describe
the choking techniques and the question

remained unanswered.
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Avreview of Staff B's personnei records showed
adult first aid/ , . ) automated
external defibrillator ( ) iraining dated

Interviewad on at 2:13 PM during the
exit conference, the Administrator stated that
Staff B needed to be retrained.

According to the Cleveland Clinic states the
following when dealing with a choking victim:
“stand to the side and hit behind the person.
Kneel if it's a small child. Lean the person slightly
forward, use your nondominant to gently
support the person's . This means if you're
handed, use your left for support, Use the
heel of your dominant 1o strike the area
between their blades. This is called a
blow or slap, Do up to five of these.
Between each one, pause to see if the object has
come out. If five blows aren't enough, do up
to five adnominal thrusts. This is also called
{ thrust]. You make a fist with one
and clasp your other around it. Place your
between the person’s belly button and
cage and push inward and upward. Don't attempt
this unless you're trained. If the person is stilt
choking, repeat this sequence of five blows
and five thrust until the object comes
out or medical help arrives. It the person goes
at any point before help arrives,

begin if you are able.”

Class Hl
A125 429.27(2) FS: 59A-36.013(3) FAC Fiscal - Surety A125
$8=D | Bonds
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429.27
{2) A facility, or an owner, administrator,
employee, or representative thereof, may not act
as the guardian, trustee, or conservator for any
resident of the assisted living facility or any of
such resident's property. An owner, administrator,
or staff member, or representative thereof, may
not act as a competent resident's payes for social
security, veteran's, or railroad benefits without the
consent of the resident. Any facility whose owner,

inis or, or staff, or thereof,
serves as representative payee for any resident
of the facility shall file a surety bond with the
agency in an amount equal to twice the average
monthly aggregate income or personal funds due
1o residents, or expendabie for their account,
which are received by a facility. Any facility whose
owner, ini; or staff, ora i
thereof, is granted power of attorney for any
resident of the facility shall file a surety bond with
the agency for each resident for whom such
power of attorney is granted. The surety bond
shall be in an amount equal fo twice the average
monthly income of the resident, plus the value of
any resident's property under the control of the
attorney in fact. The bond shall be executed by
the facifity as principal and a licensed surety
company. The bond shall be conditioned upon
the faithful compliance of the facility with this
section and shall run to the agency for the benefit
of any resident who suffers a financial loss as a
result of the misuse or misappropriation by a
facility of funds held pursuant to this subsection.
Any surety company that cancels or does not
renew the bond of any licensee shall notify the
agency in writing not less than 30 days in
advance of such action, giving the reason for the
canceliation or nonrenewal. Any facility owner,

inis or, or staff, or rep ive thereof,
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who is granted power of attorney for any resident
of the facility shall, on a monthly basis, be
required to provide the resident a written
statement of any transaction made on behalf of
the resident pursuant to this subsection, and a
copy of such statement given to the resident shall
be retained in each resident’s file and available
for agency inspection,

59A-36.013

{3) SURETY BONDS. Pursuant to the
requirements of section 429.27(2), F.S.:

{a) For entities that own more than one facility in
the state, one surety bond may be purchased to
cover the needs of afl residents served by the
entities.

{b) The following additional bonding requirements
apply to facilities serving residents receiving

1. if serving as representative payee for a
resident receiving + the minimum bond
proceeds must equal twice the value of the
resident's monthly aggregate income, which must
include any supplemental security income or
social security . income plus the
payments, including the personal needs
allowance.

2. if holding a power of attorney for a resident
receiving , the minimum bond proceeds
must equal twice the value of the resident's
monthly aggregate income, which must include
any supplemental security income or social
security . income; the payments,
including the personal allowance; plus the value
of any property belonging to a resident held at the
facility.

{c) Upon the annual issuance of a new bond or
continuation bond, the facility must file a copy of
the bond with the Agency Central Office.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
fafled to ensure the Administrator who served as
representative payee for several residents { #2,
#4, #5}, filed for a surety bond with the agency in
an amount equal to twice the average monthly
aggregated income or persona! funds due to
residents, or expendable for their account, which
are received by a facility.

Findings:

A review of the facility's records found no surety
bond to protect the funds for Residents #2, #3,
and #5 made payable to the facility.

Interviewed on at 6:42 AM when
asked how many residents received. |

o { ), the Administrator
stated that there were three residents that

received , Residents #2, #4, and #5. When
asked if she had a surety bond since she stated
that their checks were deposited into the

facifity's bank account, the Administrator wanted
to know what a surety bond was. The
Administrator stated that this was the first ime
she heard about a surety bond.

Areview of Resident #2's log dated
showed $184.40 received.

Areview of Resident #4's log dated
showed $184.40 received.

Areview of Resident #5's log dated
showed $184.40 received.

Class 1l
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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 partis
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:

2. or
3. Permanent '
4. or of hones or joints;

5. 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 shall provide within 1
business day after the occurrence of an adverse
incident, through the agency's online portal, or if

damage;
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the portal is offiine, by electronic mail, a
preliminary report o the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the fype 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 all adverse incidents specified in
this section. The report must include the resuits
of the facility's investigation info the adverse
incident.

{6) . neglect, or must be
reported to the Department 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 to disciplinary action, in which
case the provisions of s. 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) if 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 a
ficensed facility is grounds for disciplinary action
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by the appropriate board, the agency shall report
this fact to such regulatory board.

{9) The adverse incident reports and preliminary
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
reguiatory board.

(10} The agency may adopt rules necessary to
administer this section.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to fite an adverse incident within one day of
the occurrence for two (#4, #6) out of five
sampled residents which involved 911 calls. The
facility failed to fite a completed report within 15
days of the incidents for Residents #4 and #6
who both needed a higher level of care.

Findings:

Avreview of Resident #6's progress notes dated
showed fire rescue was called at 9:10
AM after Resident #6 was observed . and
drowsy. However, the Administrator stated that
this incident ocourred on and that the
consultant made a mistake with the date.

Areview of the adverse incident database
reporting systems showed no filed incidents for

after a 911 call was made to fransport
Resident #6 to the hospital for a higher level of
care.

Areview of Resident #6's hospital records dated
showed the resident was brought to
the emergency department from a nursing home
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asa alert.

Interviewad on at 2:13 PM during the
exit conference, when informed that an adverse
incident was not filed after a 911 was made for
Resident #6, the Administrator stated that
Resident #6 became iil. The Administrator stated
further that 911 was called because Resident #4
was found with high N . The
Administrator stated that she did not file an
adverse incident because she did not know what
was wrong with Resident #6.

Class il

Initiat Comments

A complaint investigation (#202601644) and a
standard survey were conducted at Love Village
USA inc. from through .
The provider had deficiencies at the time of the
survey.

429.26( ) FS; 59A-36.006(4) FAC Admissions -
Continued Residency

429.26 Appropriateness of placements;

examinations of residents.-

{1) The owner or administrator of a facility is

re ible for ining the appropri

of admission of an individual to the facility and for
ining the conti ppropri of

residence of an individual in the facility. A

determination must be based upon an evaluation

of the strengths, needs, and preferences of the

resident, a medical examination, the care and

services offered or arranged for by the facility in

accordance with facility policy, and any limitations

in law or rule related to admission criteria or

A185

A000

A010
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continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of

approprk for ission and

residency of an individual in a facility:

{a) A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the faciiity or
a third party.

{b) A facility may admit or retain a resident who
requires the use of assistive devices.

{c) A facitity may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduted needs of the
resident, including, if applicable, staffing for
nursing care.

{d)1. Except for a resident who is receiving
hospice services as provided. in paragraph {c), a
facility may not admit or refain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, the
term "bedridden” means that a resident is
confined to a bed because of the inability to:

a. Move, turn, or reposition without tota physical
assistance;

b. Transfer to a chair or wheelchair without total
physical assistance; or

. Sit safely in a chair or wheelchair without
personat assistance or a physicat .

2. A resident may continue fo reside in a facility if,
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during residency, he or she is bedridden for no
more than 7 consecutive days,

3. ¥ a facility is licensed to provide extended
congregate care, a resident may continue to
reside in a facllity if, during residency, he or she is
bedridden for no more than 14 consecutive days.

{2) A resident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident's representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.

{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted fiving facility to provide an initial
examination for admission purposes may not
have financia! interests in the facility.

59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (&) through (c) of this subsection,
criteria for continued residency in any licensed
facility must be the same as the criteria for

ission. As part of the i i
criteria, a resident must have a -to-
medical examination by a health care practitioner
at least every 3 years after the § assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The resuits of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
isi by in (2)(b)
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of this rule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant to
Section 429.26(1)(c), F.S.
{b) Aresident requiring care ofa .

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's
record; and,
3. #f the resident's condition fails to improve within
30 days, as documented by a heaith care
practitioner, the resident must be discharged
from the facility.
{c)A . i resident who no longer meets
the criteria for continued residency may continue
1o reside in the facility if the following conditions
are met:
1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;
2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
1o continued residency;
3. Alicensed hospice, in consultation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,
4. Documentation of the requirements of this
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paragraph is maintained in the resident's file.

{d) The facility administrator is responsible for
itoring the i apy i of
placement of a resident in the facility at all times.

{e) A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license,

(f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ficense and total help with the activities of daily
living for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or training.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, FAC.

This Statute or Rute is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to discharge one
{Resident #2} out of five sampled residents who
did not meet the continued residency criteria and
needed a higher level of care after found
bedridden and not receiving hospice care
services. The facility failed to obtain an
evaluation for continued residency for Resident

Findings:
Observation on at 6:33 AM found
Resident #2 in bed.

Observation on at 7:32 AM Resident
#2 served breakfast in bed and not encourage to
eat at the dining table.

Observation on at 12:47 PM Resident
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#2 served lunch in bed and not encourage to eat
at table.

Interviewed on at 2:13 PM during the
exit conference, when informed that Resident #2
was in bed from time of entry into the facility and
health assessment showed bedridden, the
Administrator stated that today for some reason,
she {(Resident #2) wants to be in bed. When
asked how tong Resident #2 was bedridden, the

i o+ stated that she ( ) had
o speak with the family.

A review of Resident #2's heaith assessment
dated showed diagnoses of

R . and bedridden.
The physical status showed physical mobility

. and . The

status showed mild stable behavioral
status. The activities of daily fiving showed
assistance with ambulation, bathing,
self-care, toileting, transferring, and eating.
However, Resident #2 had not been evaluated by
a primary care physician since 2024 to determine
whether a higher level of care was needed.

Areview of the admission and discharge log
showed Resident #2 was admitted on

Areview of the facility's continued residency
poticy states that a resident not be bedridden
unless the resident is receiving licensed hospice
care services.

Class il

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

A010

A025
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428.26
{7} The facility shall notify a licensed physician
when a resident exhibits signs of or

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

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

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

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure personal supervision and safety
during activities of daily living for one (Resident
#6) out of five sampled residents who  and
suffered a Y -

Findings:

Areview of Resident #6's progress notes dated
revealed: "Resident #6 was seated

on her bed around 10:45 AM while caregiver was
assisting her foflowing shower, The resident lost
palance and  on to her . During the

. the resident shifted to her right side.
Administrator called rescue around 11:45 AM.
Rescue arrived and she {Resident #6) was taken
to the [hospital} for further assessment.”
However, Resident #6's hospital records showed
resident  from chair and not bed.

Areview of Resident #6's hospital records dated

revealed: "Patient is a
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female with a past history of who
comes into the emergency department from
waeek (WK} for neurosurgery evaluation of

. - Patient initially
presented to WK via emergency medical services
from her assisted living facility (ALF) after a

from the chair. computerized -
{CT) revealed a2 . - She
also sustained aleft | . Patient was
given 10 MG at WK.*

Interviewed on at 1:49 PM Staff B
{Caregiver) stated that Resident#6  on

. Staff B stated that after she (Staff B}
gave Resident #6 a bath, Resident #6 was seated
on the bed. Staff B stated that Resident #6 had
her clothes on but not her shoes. Staff B stated
that while she (Staff B) was still in the room, she
{Staff B) turned to get her (Resident #6) shoes.
Staff B stated that Resident #6 slipped and on
her and then on her side. Staff B stated
that it happened around 9:00 AM and 8:45 AM,
Staff B stated that the Administrator was there
and that she called 911. She stated that the family
was notified. However, the hospital records
showed Resident#6  from a chair and not a
bed..

Areview of the adverse incident reporting
systems (AIRS) database showed the facility's
corrective action focused on Resident #6's
decreased awareness of personal safety and not
waiting for assistance as the factor, which
resulted inthe  after caregiver briefly turned
away. However, a review of Resident #6's health
assessment dated showed diagnoses
ofmid . , and difficulty
walking. The physical status showed

waste. The status showed forgetfulness.
The activities of daily living showed supervision
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with ambulation, bathing, . self-care,
toileting, transferring, and independent with
eating.
Interviewed on at 7:58 AM when

asked what happened to Resident #8, the
Administrator stated that Resident #6 had a

Areview of data from Cleveland Clinic showed
thata L is Lin
the space below one of the thin layers that cover
and protect your

is @ medical emergency that requires
immediate treatmernt. It's often caused by

andiora | aneurysm. The

most common sign is & sudden, severe

Class #

A 027 59A-38.007(3) FAC Resident Care - Arrangement A027
$8=G | for Health Care

{3) ARRANGEMENT FOR HEALTH CARE. in
order to faciiitate resident access to health care
as needed, the facility must:

{a) Assist residents in making , , and
remind residents about scheduled

for medical, dental, nursing, or mental health
services.

{b) Provide transportation to needed medical,
dental, nursing or mental health services, or
arrange for transportation through family and
friends, volunteers, taxi cabs, public buses, and
agengcies providing transportation.

{c) The facitity may not require residents to
receive services from a health care
provider.
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This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facility
failed to arrange for heailth care immediately after
a  for more than one hour for one out of five
sampled residents on two separate incidents and
was later diagnosed with a

anda

Findings:
1

A review of Resident #6's progress notes dated

showed the resident falling around
10:45 AM and rescue was called at 11:45 AM.
However, a review of Resident #6's hospital
records dated showed Resident #6
arrived at the hospital about six hours later and
was diagnosed with a -
andaleft |

The Cleveland Clinic states that a

is .. in the space below one of
the thin & ayers that oover and protect your
is a medical

emergency that requires immediate treatment. It's
often caused by andfora |
aneurysm. The most common signis a

sudden, severe

Interviewed on at 3:00 PM when
asked what time Resident #6  on

the Administrator stated between 8 :00 AM-9: 00
AM in the morning. The Administrator stated that
she was in the office when she heard a noise.
She stated that she called 911 about

minutes afterwards and rescue arrived 7 minutes
iater. However, the hospital records showed at
time of 7:49 PM on
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Interviewed on at 1:49 PM Staff B
{Caregiver) stated that Resident #6  around
9:00 AM and 9:45 AM and that the Administrator
was there fo calt 911.

2)

A review of Resident #6 progress notes which
was dated ing to in

but occurred on revealed:
"[Resident #6] was sent to the fhospital} around
9:10 AM. Resident was observed to be .
{Remaining} in bed responded to verbal, Stimuli
and answer questions but appear drowsy, We call
rescue, and she was admitted.”

A review of Resident #6's hospital records dated
at 9:14 AM revealed: "

female with past medical history of |

and . MSRA of 2 at baseline presents to

the emergency department as a alert due

to NIH of 23 for left gaze deviation, aphasic, not

foliowing commands, all extremities to |

accept right upper extremity, last well known

{7:00 AM] last night.”

Interviewed on at 3:17 PM Staff £
{Caregiver) stated that on . she (Staff
E) gave Resident #6 a bath between 6:30 PM and
7:00 PM and was put her (Resident #6) to bed
around 7:30 PM. Staff E stated she did rounds
around 10:00 PM and placed the cover on
Resident #6. Stafl E stated that she checked on
Resident #6 around 2:00 AM-2:30 AM
{ ) when she (Staff E) went to the
pathroom and found her (Resident #8) sleeping.
Staff E stated that it was around 6:45 AM on

when she was ready to give Resident
#6 a bath when she called her name she did not
respond. Staff E stated further that Resident #6
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was awake and was breathing, Staff B stated that
the administrator was there and called 911,
However, the hospital records showed Resident
#6 arrived fo the hospital over two hours later.
Interviewed on at 3:00 PM the
Administrator stated that Resident #6 was not
responsive and that she was only making |,
contact. The Administrator stated further that she
(Administrator} called 911.
Class #f
A 030 59A-36.007(5) FAC; 420.28( ) FS420.27 A030
88=D | Resident Care - Rights & Facility Procedures

59A-36.007

{5) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

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

{b) In accordance with Section 428,28, F.8,, the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to allow
residents to recommend changes to facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in @ common area accessible to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
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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 regardiny
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;

7. control, sanitation, and standard
precautions;

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

10. Physicat .

{e) Residents may not be required fo perform any
work in the facility without compensation.
Residents may be required to clean their own
sieeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. if a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
convenient access to a tefephone to facilitate the
resident’s right to unrestricted and private
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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
fiving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

{d) Unrestricted private communication, inciuding
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 @ a.m. and 9 p.m.
at a minimum. Upon request, the facility shalf
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
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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
medications, assistance in making |
for health care services, the provision of or
arrangement of transportation to health care

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

i within the ity.

{k) At least 45 days' notice of relocation or
termination of residency from the facility uniess,
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
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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
special interest groups.

{2) The administrator of a facility shall ensure that
a written notice of the rights, , and
prohibitions set forth in this part is posted ina
prominent place in each facility and read or
explained fo residents who cannot read. The
notice must include the statewide tofl-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone numbert of the local ombudsman
council, the Eider Hotline operated by the
Department of Children and Families, and, if
applicable, , Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a jocal
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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
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 responsibility 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 Rute is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure a safe and decent living

environment, free from and neglect and
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respect for the personal space and privacy for
one {Resident #2) out of five sampled residents.
Findings:
Observation on at 6:33 AM found a
signed which read "employee only" posted on the
bathroom door in
Interviewed on at 6:33 AM Staff B
{Caregiver) stated that the employees used that
bathroom inside the resident's room.
Interviewed on at 2:13 PM during the
exit conference regarding employees
disregarding resident privacy and dignity, the
Administrator stated, "Okay.”
Class il
A 031 59A-36.007(6) FAC Resident Care - Third Party A031
$8=D ' Services

{6) THIRD PARTY SERVICES.

{a) Nothing in this rule chapter is intended to
prohibit a resident or the resident's representaiive
from independently arranging, . an
paying for services provided by a third party of the
resident's choice, including a ficensed home
health agency or private nurse, or receiving
services through an out-patient clinic, provided
the resident meets the criteria for admission and
continued residency and the resident complies
with the facifity's policy relating to the defivery of
services in the facility by third parties. The
facility's policies must require the third party to
coordinate with the facility regarding the
resident's condition and the services being
provided.
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{b) When residents require or arrange for
services from a third party provider, the facility
administrator or designee must allow for the
receipt of those services, provided that the
resident meets the criteria for admission and
continued residency. The facility, when requested
by residents or representatives, must coordinate
with the provider fo facilitate the receipt of care
and services provided to meet the |

resident's needs.

{c) The administrator or designee must ensure
that:

1. Care coordination includes documented
communications about the resident's condition
and response to treatment or services ordered by
the physician which may impact the resident's

i i y in the

appropri for
facility;

2. Communications ccour at least once every 30
days and whenever there is a significant change
in the resident's condition; and

3. i physician ordered treatments or services
ocour less often than once a month,
communications must be conducted according to
the ordered treatment or service schedule and
whenever there is a significant change in the
resident's condition.

4. When communication with the third party
provider is unsuccessful, at least two attempts at
communication on two separate days must be
documented. Documentation must include the
name of the person from the third party provider
with whom contact was attempted, the method of
communication, and the date and time of the
attempts. This documentation must be included
in the resident's record in accordance with the
timeframes in subparagraphs 59A-36.007(6)(c)2.
and 3.

{d) I residents accept assistance from the facility
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in arranging and coordinating third party services,
the facility's assistance does not represent a
guarantee. that third party services will be
received. if the facility's efforts to make
arrangements for third party services are
unsuccessful or declined by residents, the facility
must include documentation in the residents’
record explaining why its efforts were
unsuccessful. This documentation will serve to
demonstrate its compliance with this subsection.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an updated hospice care plan
every 15 to 30 days from hospice care services
for one {Resident #1} out of five sampled
residents.

Findings:

A review of Resident #1's hospice care plan found
no updated plan for the month of

Interviewed on 7026 at 7:15 AM when asked
if Resident #1 had any , the Certified
Nursing Assisted to provide a bath for the
resident stated, "No."

Interviewed on at 1:52 PM the
Hospice Care Nurse for resident #1 stated that
the resident had an on the

right | ( of ) and“thax the onset was
. The Hospice Care Nurse stated
further that the was healing.

Interviewed on at 2:13 PM when
informed that the hospice care plan for Resident
#1 was not updated, the Administrator stated, "it
was not in there.”"
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{3) STAFFING STANDARDS.

{a) Minimum staffing:

1. Facilities must maintain the following minimum
staff hours per week:

Number of Residents, Day Care Participants, and

Respite Care Residents Staff Hours/Week
0-5 168

212
16-25 253
26-35 294
36-45 335
46-55 375
58-65 416
66-75 457
76-85 498
86-05 539

For every 20 total combined residents, day care
participants, and respite care residents over 85
add 42 staff hours per week.

2. independent living residents, as referenced in
subsection 59A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personal,
fimited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.

3. At least one staff member whe has access to
facility and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
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A D79 59A-36.010(3) FAC Staffing Standards - Levels AQT2
88=D
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absent from the facility.
4. In facilities with 17 or more residents, there
must be at least one staff member awake at all
hours of the day and night.
5. A staff member who has completed courses in
First Aid and s .
{ ) and holds a currently valid card
documenting completion of such courses must be
in the facility at ali times,
a. Documentation of attendance at First Aid or
courses pursuant to subsection
59A-36.011(5}, F.A.C., satisfies this requirement.
b. A nurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part lit, F.S., i
considered as having met the course
requirements for both First Aid and
6. During periods of temporary absence of the
administrater or manager of more than 48 hours
when residents are on the premises, a siaff
member who is at least | must be
physically present and designated in writing to be
in charge of the facility. No staff member shalt be
in charge of a facility for a consecutive period of
21 days or more, or for a total of 80 days within a
calendar year, without being an administrator or
manager.
7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours requirement.
8. The administrator or manager's time may be
courted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
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facility's staffing schedule.

9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.

{b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), ait
faciities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents’ scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 59A-36.007,
FAC.

{c) The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facility
must make the daily work schedules of direct
care staff available to residents or their
representatives.

{d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph (a) are not met. The
facility must immediately increase staff above the
minimum levels established in paragraph (a), if
the agency i that upervision
and care are not being provided to residents,
resident care standards described in rule
59A-36.007, F.A.C., are not being met, or that the
facifity is failing to meet the terms of residents’
contracts. The agency will consult with the facility
administrator and residents regarding any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
additional staff when the facility fails to mest the
fire safety standards described in rule chapter
69A-40, F.A.C., untit such time as the local fire
safety authority informs the agency that fire safety
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requirements are being met.

1. When additional staff is required above the
minimum, the agency will require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved to meet
resident service needs. The plan wilt be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet resident
needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the facitity will no
longer be required to maintain a plan with the
agency.

{e] Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 59A-36.020,
59A-36.021 or 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure adequate
and sufficient staff to meet the scheduled and
unscheduled needs for a five out of five sampled
residents.

Findings:

A review of the overnight staff schedule for
Monday ( }from 7:00 PM-7:00 AM
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showed Staff C (Caregiver) on shift.

Observation on at 6:29 AM found
Staff B (Caregiver) alone with five residents.

A review of the morning staff schedule for
Tuesday { ) showed Staff B from 7:00
AM-7:00 PM and the Administrator from 8:00
AM-4:00 PM and Staff D off,

Areview of the facility's records refating to
activities of daily fiving for a census of five
residents showed the following: one resident
needed assistance with ambulation, one with
pathing, one with . zero with eating, one
with toileting, one with self-grooming, and one
with transferring. Residents needing supervision
showed the following: two with ambulation, one
with bathing, one with . ZeTo with eating,
one with self-care, and one with toileting, and one
with transferring. Residents needed total care
showed: two with ambulation, two with bathing,
two with .. two with eating, two with
self-grooming, two with toilsting and two with
transferring.
Observation on at 6:29 AM found
Resident #5 used a cane.
Observation on at 6:42 AM the
Administrator arrived.

Areview of Resident #4's health assessment
dated showed the resident used a
regular rolling walker due to a gait | .

Interviewed on at 2:13 PM during the
exit conference, when informed that there was
not enough staff to ascommodate the residents
based on their activities of daily living, the
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Administrator stated that Staff C left at 5:00 AM
because of her daughter was sick. The
Administrator stated further, “ know.”
Class il
A 152 50A-36.014(3) FAC Physical Plant - Safe Living A152
$8=0 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

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
. foensure 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. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested,

{¢) The facifity must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside
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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 interview, the facility
failed to ensure a safe and living environment
free of hazards for five out of five sampled
residents.

Findings:

Observation on at 6:33 AM smoke
atarm in # with a faint and intermittent
sound as if battery was low or weak.

Observation on at 6:37 AM found
faundry room door unlocked with chemicals like
bleach and lavender detergent accessible to the
residents. Photographic evidence obtained.

Observation on at 6:39 AM found a
damaged recliner in # as if vinyl or leather
appeared pesled off from the rest.

Observation on at 7:00 AM found an
unsecured broom, dirty and unkept patio area
with leaves, weeds, pipes, broken furniture, and
the portable generator started and connected less
than 10 from sliding door,

Observation on at 7:33 AM Staff D
{Caregiver) found twist smoke detector in an
attempt to silence in

Observation on at 2:12 PM the
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shower curtain in the main hallway bathroom had
what appeared to be a brown smear on it
Interviewed on at 2:13 PM the
Administrator stated that it was the battery in the
smoke detector that was replaced. The
Administrator stated that she had another shower
curtain.
Class il
A032 59A-36.007(7) FAC Resident Care - Elopement AO32
§8=D| Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 58A-36.006(2}
{a), F.A.C., this requirement s satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.S,, is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimurmn, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10)(a) or (¢),
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F.A.C., must be generally aware of the focation of
all residents assessed at high risk for elopement
at all imes.
2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facility staff and faw enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being
at risk for
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.
{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. Ata
minimum, the policies and procedures must
provide for:
1. An immediate search of the facility and
premises,
2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,
4. The continued care of all residents within the
facifity in the event of an elopement.
{c) Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant fo Section 429.41(1)(k}, F.S.

to

This Statute or Rule is not met as evidenced by
Based on record review and interview, the facility
failed to conduct elopement drills semi-annually.
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Findings:

A review of the facility's records found no
elopement drilis for 2025 and the last drill
recorded was

Areview of the facility's elopement policy showed
that the facifity would conduct two elopement
drills twice per year.

Interviewed on at 2:13 PM during the
exit conference, when informed that there were
no elopement drills, the Administrator stated, "l
know.”

Areview of the Administrator's personnel records
showed fwo hours of elopement training on

Class #ll

A 058 50A-36.008(8) FAC Medication - Storage and A055
88=D | Disposai

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order fo 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
{ocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:
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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;
2. Located in an area free of dampness and

e, except that a i
requiring refrigeration must be kept refrigerated.
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;
3. Accessible to staff responsible for filling
pifk- assisting with seif inis
of or inistering 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 cther
residents and properly closed or sealed.
{d) Medication that has been discontinued but
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has not expired must be returned fo 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
resident's record. The medication may be taken
0 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 retumn

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

This Statuie or Rute is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure the
medication cabinet or closet was locked.

Findings:

Observation on at 6:35 AM found the
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medication cabinet uniocked in the main hallway.
Photographic evidence obtained.
Observation on at 7:34 AM the
medication cabinet in the main haliway remained
unlocked.
Interviewed on at 2:13 PM during the
exit conference the Administrator stated, "We
have a key. | will change it."
Areview of the facility's medication policy states
that the medication closet or cabinet will be
locked.
Class #l
A 180 50A-36.015(1) FAC Records - Facility A 160
88=D

59A-36.015 Records.

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

(1) FACILITY RECORDS. Facility records must
include:

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

1. Date of admission, the facility or place from
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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 o
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility 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

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

{d) The facility's emergency management plan,
with documentation of review and approvat by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

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

{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 provides special
care for persons with 's or
related , a copy of all such facility
advertisements as required by Section 428,177,
F.S.

{i) A grievance procedure for receiving and
responding fo resident complaints and
recommendations as described in Rule
59A-36.007, FAC.
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{j) Alt food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate.

{k) All fire safety inspection reports issued by the
jocal authority or the State Fire Marshal pursuant
o Section 429.435, F.$., and rule Chapter
69A-40, F.A.C., issued within the tast 2 years.

{1) Ali sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 64E-12, FAC,,
issued within the last 2 years.

{m) Pursuant fo Section 428.35, F.8., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
last 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
o subsection 59A-36.007(10), FA.C,;

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

{r) The facility's medication practices;

{s) The facility's policy on physical

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

{u) The facility's policy on third-party providers;
{v) The facitity'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-36.021 and 59A-36.022, F.A.C.,
respectively.
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A 160

A162)
88=D

Continued From page 45

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain required records in a manner
that makes such records readily available at the
licensee's physical address or electronically for
review by a legally authorized authority. The
facility failed to maintain monthly fire drills.

Findings:

A review of the facility's records showed the last
monthly fire drili was conducted on

Interviewed on at 8:50 AM when
informed that the last fire drill was conducted on

, the Administrator stated, "l am
sorry.”

Observation on at 12:46 PM the
Administrator presented signed drills up fo the
monthof .

Interviewed on at 12:48 PM the
Administrator stated that she made the
corrections for the fire drilis and requested that
the deficiency to be removed.

A review of the Administrator's personnel records
showed fire safe requirements, fire evacuation
procedures and fire drills training on

Class il

59A-36.015(3) FAC Records - Resident

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

A160

A162
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. Name,

. Race,

. Date of birth,

. Place of birth, if known,

. Social security number,

. Medicaid and/or Medicare number, or name of

other health insurance ,

8. Name, address, and telephone number of next

of kin, legal representative, or individuat

designated by the resident for notification in case

of an emergency; and,

9. Name, address, and telephone number of the

resident's health care practioner and case

manager, if applicable.

{b) A copy of the Resident Health Assessment

form, AHCA Form 1823 or the health care
itioner's medical fon form

in Rule 59A-36.006, F.AC.

{c) Any orders for medications, nursing services,

therapeutic diets, ,or

other services to be provided, supervised, or

implemented by the facility that require a health

care provider's order.

{d) Documentation of a resident's refusal of a

therapeutic diet pursuant to Rule 58A-36.012,

F.A.C., if applicable.

{e) The resident care record described in

paragraph 58A-36.007(1)(f), F.A.C.

A record thatis initiated on admission.

Information may be taken from AHCA Form 1823

or the resident's heaith assessment. Residents

receiving assistance with the activities of daily

fiving must have their recorded

semi-annually. This subsection does not apply to

residents who are receiving licensed hospice

services when such residents, their

representatives, or their physicians request in

writing that not be taken.

NO WA BN
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{g) For facilities that will have unlicensed staff
assisting the resident with the seff-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, F.A.C., if
such consent is not included in the resident's
contract.
{h) For facilities that manage a pill organizer,
assist with seff-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.AC.
{i) A copy of the resident's contract with the
facility, including any addendums to the contract
as described in Rule 59A-36.018, F.A.C,
{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 428.27, F 8.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 420.27, F.S.
{1) if the resident is an recipient, a copy of
the Department of Children and Famifies form
Alternate Care Certification for |
. ). CF-ES 1006,

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

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

{0} The resident's

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

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

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

,DH

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility falled to maintain an
accurate health assessment for one out of five
sampled residents.

Findings:

Observation on at 6:33 AM found

Resident #2 in bed.
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Continued From page 49

Observation on at 7:32 AM Resident
#2 continued to be in bed.

Observation on at 12:47 PM Resident
#2 remained in bed,

Areview of Resident #2's health assessment
dated showed a diagnosis of
bedridden. However, section C of the heaith
assessment "checked' Resident #2 was not
bedridden, and the activities of daily living showed
assistance with ambulation, bathing, -
self-care, toileting, transferring, and eating.

Interviewed on at 2:13 PM the
Administrator stated that for some reason
Resident #2 want fo be in bed.

Class il

420.075( ) 59A-36.020(2) FAC LMH - Records

428.075
{3) A facility that has a limited mental health
license must:
{a) Have a copy of each mental heaith resident’s
community fiving support plan and the
agreement with the mental health
care services provider or provide written evidence
that a request for the community living support
plan and the . agreement was sent to
the Medicaid managed care plan or managing
entity under contract with the Department of
Children and Families within 72 hours after
admission. The support plan and the agreement
may be combined.
{b) Have documentation provided by the
department that each mental health resident has

A162

AL241
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been assessed and determined to be able to live
in the community in an assisted living facility that
has a limited mental health license or provide
written evidence that a request for documentation
was sent to the department within 72 hours after
admission.

{c) Make the community living support plan
available for inspection by the resident, the
resident's legal guardian or health care surrogate,
and other individuals who have a lawful basis for
reviewing this document.

{d) Assist the mental health resident in carrying
out the activities identified in the resident’s
community fiving support plan.

{4) A facility that has a limited mental health
ficense may enter into a ) agreement
with a private mentat heaith provider, For
purposes of the limited mental heaith license, the
private mental health provider may act as the
case manager.

59A-36.020

(2) RECORDS.

{a) A facility with a limited mental health license
must maintain an up-fo-date admission and
discharge log containing the names and dates of
admission and discharge for all mental health
residents. The admission and discharge log
required in rule 58A-36.015, F.A.C,, satisfies this
condition provided that all mental health residents
are clearly identified.

{b) Staff records must contain documentation that
designated staff have completed fimited mental
health training as required by rule 59A-36.011,
FAC.

{c) Resident records must include:

1. Documentation, provided by a mental heatth
care provider within 30 days of the resident's
admission to the facility, that the residentis a
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mental health resident as defined in section
394.4574, F.S., and that the resident is receiving

social security , or supplemental security
income and. | . as
follows:

a. An affirmative statement on the Alternate Care
Certification for | .
{ ) form, CF-ES 1006, , which is
hereby incorporated by reference and available
for review at;
hitp:/faww firules.org/Gateway/reference.asp?No
=Ref-03988, that the resident is receiving SS! or
88Dl due to a mental .
b. Written verification provided by the Sociat
Security Administration that the resident is
receiving SSt or 38D for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Social Security
ini ion to provide such i ion, or
¢. A written statement from the resident’s case
manager or other mental health care provider that
the resident is an adult with severe and persistent
mental . The case manager or other
mental health care provider must consider the
foliowing minimum criteria in making that
determination:
{I) The resident is eligible for, is receiving, or has
received mental health services within the last 5
years, or
{1 The resident has been diagnosed as having a
severs or persistent mental .
2. An appropriate placement assessment
provided by the resident's mental heaith care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted fiving
facility. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinical social
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worker, |, nurse, o an individual
supervised by one of these professionals.

a. Any of the following documentation that
contains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, meets this
requirement:
{) Comp

Alternate Care Certification for
{ )form,

CF-ES Form 1006,

{1 Discharge Statement from a state menta!
hospital completed no more than 90 days before
admission to the assisted living facility provided it
contains a statement that the individual is
appropriate to live in an assisted living facifity, or
{11y Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.

b. A mental health resident returning to a facility
from treatment in a hospital or crisis stabilization
unit will not be considered a new admission and
will not require a new assessment. However, a
break in a resident’s residency that requires the
facility to execute a new resident contract or
admission agreement will be considered a new
admission and the resident's mental health care
provider must provide a new assessment.

3. A Community Living Support Plan. Each
mental health resident and the resident's mental
health case manager must, in consultation with
the facility administrator, prepare a plan within 30
days of the resident’s admission to the facility or
within 30 days after receiving the appropriate
placement assessment in paragraph (2)(c),
whichever is later, that:

a. includes the specific needs of the resident that
must be met in order to enable the resident 1o five
in the assisted fiving facility and the community,
b. includes the clinical mentat health services to
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be provided by the mental health care provider to
help meet the resident’s needs, and the
frequency and duration of such services,

. includes any other services and activities to be
provided by or arranged for by the mental health
care provider or mental health case manager to
meet the resident's needs, and the frequency and
duration of such services and activities,

d. includes the - of the facility to
facilitate and assist the resident in attending

and arranging transportation to

.. for the services and activities
identified in the plan that have been provided or
arranged for by the resident's mental heaith care
provider or case manager,

e. includes a description of other services to be
provided or arranged by the facility,

{. inciudes a list of factors pertinent to the care,
safety, and welfare of the mental health resident
and a description of the signs and symptoms

. 1o the resident that indicate the
immediate need for professional mental heatth
services,

g. is in writing and signed by the mental health
resident, the resident's mental health case
manager, and the assisted living facility
administrator or manager and a copy placed in
the resident's file. f the resident refuses fo sign
the plan, the resident's mental health case
manager must add a statement that the resident
was asked but refused to sign the plan,

h. is updated at least annually or if there is a
significant change in the resident's behavioral
heaith,

i, include the . Agreement
described in subparagraph (2)(c)4. If included,
the mental heaith care provider must also sign
the plan; and,

j- Must be available for inspection to those who
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have legal authority o review the document.
4. . Agreement. The mental health
care provider for each mentat health resident and
the facility administrator or designee must
prepare a written statement, within 30 days of the
resident's admission to the facility or receipt of
the resident's appropriate placement

i is later. The
a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental heaith resident. The provider must
furnish the resident and the facility with the
provider's 24-hour emergency crisis telephone
number,
. Must be signed by the administrator or
designee and the mental health care provider, or
by a designated representative of a Medicaid
prepaid health ptan if the resident is on a plan
and the plan provides behavioral health services
in section 409.912, F.8;
¢, cover all mental health residents of the
facility who are clients of the same provider; and,
d. , beincluded in the Community Living
Support Pian described in subparagraph (2)(c)3.
5. Missing docurnentation will not be the basis for
administrative action against a facility if the facility
can demonstrate that it has made a good faith
effort to obtain the required documentation from
the appropriate party. A documented request for
such missing documentation made by the facility
administrator within 72 hours of the resident's
admission will be considered a good faith effort.
The documented request must include the name,
title, and phone number of the person to whom
the request was made and must be kept in the
resident's file.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility

with a limited mental health license failed to
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maintain an up-to-date admissions and discharge
log for all mental heaith residents (#2, #3, #4, #5).

Findings:

Interviewed on at 1:08 PM when
asked if there were any mental health residents,
the Administrator stated, "[Residents #2, #3, #4
and #51."

A review of the admissions and discharge log
showed ne updated log reflecting or indicating
Residents #2, #3, #4, and #5 were mental health
residents.

Interviewed on at 10:46 AM the
Administrator stated that she (Administrator)
made changes to the admission and discharge
fog.

Class #ll
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