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59A-35.090(3)(c), FAC Results of Screening &
Notification in File

59A-35.080(3) Results of Screening and
Notification.

{c} The eligibility results of employee screening
and the signed Attestation referenced in
subsection 53A-36.090(2), F.A.C., must be in the
employee's personnel file, maintained by the
provider.

This Statute or Rule is not met as evidenced by:
Based on the Background Screening (BGS)
Clearinghouse website, personnel record review
and interview the facility failed to obtain a copy of
the Level 2 Background Screening eligibility
results of employment for the Director of Nursing
(DON).

Findings:

On at 4:35 PM, review of the BGS

Clearinghouse website revealed the Director of

Nursing who is also a Registered Nurse (RN),

Level 2 BGS eligibility date for employment was
. {Photographic evidence obtained)

Personnel record review revealed hire date

and there was no copy of the Level 2
BGS eligibility. A copy was printed and added into
the personnel record today {

On at4:55 PM, an interview with the
Regional Corporate Human Resources
representative confirmed the finding.
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435.12(2){b-d), FS Background Screening
Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse .~

(b} Untif such time as the |, | are enrolled
in the national retained print notification
program at the Federal Bureau of Investigation,
an employee with a break in service of more than
90 days from & position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of ali employees within the clearinghouse,
Initial employment status and any changes in
status must be reported within 10 business days.

(d} An employer must register with and initiate ail
criminal history checks through the clearinghouse
before referring an employee or potential

0l for electronic ., ission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on the Background Screening (BGS}
Clearinghouse website and interview the facility
failed to register the Director of Nursing (DON) on
the Employee Roster within 10 business days of
employment.
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Findings:

On at 2:53 PM, a check of the BGS
Clearinghouse website Employee Roster
revealed that the Director of Nursing who is also
a Registered Nurse {RN), hired on not
updated on the Employee Roster within

10-busi day of (F

evidence obtained)

On at 4:35 PM, checked the BGS
Clearinghouse website Employee Roster
revealed that the Director of Nursing (DON) was
just added.

On at 4:55 PM, an interview with the
Regional Corporate Human Resources
representative confirmed the finding and added
the DON today ( )on the Employee
Roster.

Unclassified

Initial Comments

Are-i survey with C
Care (ECC) and Limited Nursing Service (LNS)
was conducted at The Brookshireon |, |

. Deficiencies were identified at the time of
the survey.

428.26( )FS; B8A-5.0181(2) FAC Admissions -
Health Assessment

429.26

{4) If possible, each resident shall have been
examined by a licensed physician, a licensed
physician assistant, or a licensed nurse

CZ814
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practitioner within 80 days before admission to
the facility. The signed and completed medical
ination report shall be i to the
owner or administrator of the facility who shait
use the information contained therein to assist in
the ination of the i of the
resident’s admission and continued stay in the
facitity. The medical examination report shall
become a permanent part of the record of the
resident at the facility and shall be made avaitable
to the agency during inspection or upon request.
1t that has been through
!he Comprehensive Assessment and Review for
Long-Term Care Services (CARES) Program
fulfills the i for a medicat inati
under this subsection and s. 429.07(3)(b)6.
{5y Except as provided in s. 429.07, if a medical
ion has not been within 60
days before the admission of the resident to the
facility, a ficensed physician, licensed physician
assistant, or ficensed nurse practitioner shall
examine the resident and complete a medicat
examination form provided by the agency within
30 days following the admission to the facility to
enable the facility owner or administrator to
the i of the i
The medical examination form shali become a
permanent part of the record of the resident at
the facifity and shall be made available to the
agency during inspection by the agency or upon
request.
{B) Any resident accepted in a facility and placed
by the department or the Department of Children
and Families shall bave been examined by
medical personnel within 30 days before
placement in the facifity. The examination shall
include an assessment of the appropriateness of
placement in a facility. The findings of this
exarmination shall be recorded on the
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examination form provided by the agency. The
completed form shall accompany the resident
and shall be submitted to the facility owner or
administrator. Additionally, in the case of a mental
heaith resident, the Department of Children and
Families must provide documentation that the
dividual has been bya iatri
clinical psychologist, clinical social worker, or
. nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitted to the facility.
An i upon dis froma
state mental hospital meets the requirements of
this ion related to appropri for
placement as a mental health resident providing it
was completed within 90 days prior to admission
to the facility. The applicable department shail
provide to the facility administrator any
information about the resident that would help the
ini meet his or her responsibifiti
under subsection (1). Further, department
personnel shall expiain to the facility operator any
special needs of the resident and advise the
operator whom to cali should problems arise. The
appticable department shall advise and assist the
facitity administrator where the special needs of
residents who are recipients of |
require such assistance.

58A-5.0181

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-fo- medical examination completed by a

health care provider as specified in either

paragraph (a) or {b} of this subsection.
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{a) A medical examination completed within 60
calendar days before the individual's admission to
a facility pursuant to section 429.26(4), F.S. The
examination must address the following:

1. The physical and mental status of the resident,
including the identification of any health-related
problems and functional limitations,

2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living,

3. Any nursing or .. services required by the
individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication,

6. Whether the individual has signs or symptoms
of ,

- B or any other
communicable , which are likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
provider, the individual's needs can be metin an
assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
provider. The medical examination may be
conducted by a health care provider licensed
under chapter 458, 459 or 464, F.S.

{b} A medical examination completed after the
resident's admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Heaith Assessment for Assisted
Living Faciliies, . which is
incorporated by reference and available online at:
hitp/iww firules.o ce.asp?No
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=Ref-09170. Faxed or efectronic copies of the
completed form are acceptable. The form must
be completed as instructed.

1. ltems on the form that have been omitted by
the health care provider during the examination
may be obtained by the facility either orally or in
writing from the heaith care provider.

2. Omitted information must be documented in
the resident’s record. Information received orally
must include the name of the health care
provider, the name of the facility staff recording
the information, and the date the information was
provided.

3. Electronic documentation may be used in
place of completing the section on AHCA Form
1823 referencing Services Offered or Arranged
by the Facility for the Resident. The electronic
documentation must include all of the elements
described in this section of AHCA Form 1823.
{c} Any information required by paragraph (a),
that is not contained in the medical examination
report conducted before the individual's
admission to the facility must be obtained by the
administrator using AHCA Form 1823 within 30
days after admission.

(d} Medical examinations of residents placed by
the department, by the Department of Children
and Famifies, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
{e) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
section 429.26, F.S. and this rule.

{f) Any orders issued by the health care provider
conducting the medical examination for
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in the case of

admission.

Findings:

medications, nursing, therapeutic diets, or other
services to be provided or supervised by the
facility may be attached to the heaith
assessment. A heaith care provider may attach a
DH Form 1896, Florida

Form, for residents who do not wish

to be administered

or ., . .
{g) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Familles pursuant to section 415.105 or
415.10561, F.S., is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facitity's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to ensure an 1823 health
assessment form was compiete for 2 of 7
sampled residents (#3 and #5.)

1. Resident #3's record revealed a facifity
admission date of
current 1823, dated
she required 24-hour nursing or ., care
was not answered, as required.

. The question on her
, @s 1o whether or not

On at 3:30 p.m. the director of nursing
confirmed the finding and was unable to provide
additional documentation.
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Photographic evidence obtained.
2. Record review for resident #5 revealed a
health assessment report 1823 that was not
dated, did not contain the address, signature and
credentials of the individual who conducted the
examination.
In an interview on at 2 PM with the
director of nursing, who said the form was
overlooked.
Class Ili
A052| 429.256( ), 58A-5.0185 (3) Medication - A052

$8=D | Assistance with Self-Admin

429.256

{3) Assistance with self-administration of
medication includes:

(a} Taking the medication, in its previously
dispensed, propetly labeled container, including
an syringe that is prefilled with the proper
dosage by a pharmacist and an .. thatis
prefilted by the manufacturer, from where it is
stored, and bringing it to the resident.

{b} In the presence of the resident, reading the
{abel, opening the container, removing a
prescriped amount of medication from the
container, and closing the container.

{c} Placing an oral dosage in the resident ' s

or placing the dosage in another container and
helping the resident by fifting the container to his
or her .

{d) Applying medications.

{e) Returning the medication container to proper
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storage.
(f) Keeping a record of when a resident receives
assistance with self-administration under this
section.
{g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and potrring the
p ' pl dose of ication into
the dispensing cup of the .
(hyUsinga to perform -
tevel checks.
{i) Assisting with putting on and taking off
stockings.

() Assisting with applying and removing an

. but not with titrating the
prescribed ., settings.
{k} Assisting with the use of a continuous positive
airway pressure device but not with fitrating the
prescribed setting of the device.
{I) Assisting with measuring vitat signs.
{m) Assisting with , bags.

{4) Assistance with self-administration does not
include:
{a) Mixing, . . converting, or

. medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
(b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
{c} Administration of medications by way of a tube
insertedina  , of the body.
{d) Administration of | preparations.
{e) Irrigations or debriding agents used in the
treatment of a skin condition.
f . Lor preparations.
{g) Medications ordered by the physician or
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heaith care professional with prescriptive
authority to be given "as needed," unless the
order is written with specific parameters that
preciude independent judgment on the part of the
unlicensed person, and at the request of a
competent resident.

{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.

58A-5.0185 (3)

ASSISTANCE WITH SELF-ADMINISTRATION.
{a) Any unlicensed person providing assistance
with self-administration of medication must be

. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of rule 58A-5.0191, F.A.C., and
must be available to assist residents with

with
procedures described in section 429.256, F.S.
and this rue.

{b} In addition to the specifications of section
429.256(3), F.S., assistance with
self-administration of medication includes, in the
presence of the resident, reading the medication
{abel aloud and verbally prompting a resident to
take medications as prescribed.

{c} In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons, Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.

(d} Trained staff must observe the resident take
the medication. Any concemns about the
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resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.
{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident fo take medication as
prescribed:
1. The health care provider may prescribe a
medication schedute that coincides with the
resident’s presence in the facility,
2. The medication container may be given to the
resident, a friend, or family member upon leaving
the facifity, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
erganizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or
4. may be ( and
dispensed in an easier to use form, such as unit
dose packaging.
{f) Assistance with self-administration of
medication does not include the activities detalled
in section 429.256(4), F.S.
1. As used in section 429.256(4)(g), F.S., the
term "competent resident” means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.
2. As used in section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean
vital signs and juating or

assessing a resident's condition.
(9) Al trained staff must adhere to the facility's

control policy and procedures when
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assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observations, record review, and
interview, the facility failed to ensure the
unficensed caregiver (E) who assisted a resident
{#4) with self-administered medications followed
the correct procedures.

Findings:

Observations made during a medication pass for
resident #4 on at 12 p.m. revealed the
resident sat next to the medication cart.
Unlicensed caregiver E unlocked the cart,
sanitized his . removed a medication
package from the cart, said the name of the drug
aloud, popped the med out in the resident's
presence, then handed it to the resident, who
took it without help. He observed her take it then
he signed the Medication Observation Record
{MOR.)

Caregiver E did not read the label aloud, as
required,

At 12:20 p.m. he confirmed the findings.

Class Ilf

AO78 58A-5.019(2) FAC Staffing Standards - Staff
88=D
(2) STAFF.

{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a heaith care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination

A05B2
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Continued From page 13

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

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

(b} Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and i
Staff providing services requiring licensing 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
heaith care provider in accordance with this rule
chapter.
{c) All staff must comply with the training
requirements of rule 58A-5.0191, FAC.

A078

AHCA Form 3
STATE FORM

20-0007

s

YIAETT

f continuation sheet 14 of 52




Agency for Health Care

PRINTED: 07/11/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11932514

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

05/20/2019

NAME OF PROVIDER OR SUPPLIER

85 BULLDOG BLVD.

THE BROOKSHIRE
MELBOURNE, FL 32901

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION x6)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)

AD078

Continued From page 14

{d) An assisted fiving facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all siaff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview
the facility failed fo have evidence that 1 of 5
sampled staff (F) had a statement from a health
care provider documenting freedom from
Communicable from a health care
provider that had been conducted no earlier than
6 months before submission of the statement, 1
of 5 sampled {C) staff did not have an annual
health care providers statermment documentation
freedom of { )and1of5sampled
staff (D) did not have a statement from a heaith
care provider documenting freedom from
communicable including

Findings:

1. Personnel record review for Staff D, a
caregiver hired had no evidence from a
health care provider that documented she was
free from communicable including
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On at 4:30 PM, the business office
manager confirmed the findings
2. Caregiver C was hired in . - Her
personnel record contained a negative . exam
dated and did not contain a negative
exam for 2018 and 2019, as required.
At 4:55 p.m. the human resource director
confirmed the findings.
Photographic evidence obtained,
3. Personnel record review for nurse F, hired
, revealed no evidence to confirm she
provided a healthcare provider statement that
indicated freedom from communicable
Class Ili
A081 58A-5.0191( ) FAC Training - Staff In-Service AQ81

88=D
(2) STAFF PRESERVICE ORIENTATION.

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

{b) New staff must complete the preservice
orientation prior to interacting with residents.

{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel

AHCA Form 3020-0001
STATE FORM

s

YIAETT

f continuation sheet 16 of 52




Agency for Health Care

PRINTED: 07/11/2019

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11932514

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

05/20/2019

NAME OF PROVIDER OR SUPPLIER

85 BULLDOG BLVD.

THE BROOKSHIRE
MELBOURNE, FL 32901

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A081

Continued From page 16

record.

{d} In addition to topics that may be chosen by
the facifity administrator, the preservice
orientation must cover:

1. Resident's rights; and,

2. The facility's license type and services offered
by the facility.

{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facitity staff:
{a) Staff who provide direct care to residents,
cther than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
58A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
cffering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
. .. .. may be used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c} Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
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Continued From page 17

1. Resident rights in an assisted fiving faclity.

2. Recognizing and reporting resident .

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

offering this training.

(d} Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with rute 58A-8.0095,

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

within 30 days of employment that covers the

following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

tiving.

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

taken the assisted living facility core training must

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

within 30 days of employment in safe food

handling practices.

{fy All facility staff shall receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty

{30) days of employment.

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

the facility's resident elopement response policies

and procedures.,

2. All facility staff shall demonstrate an

understanding and competency in the

implementation of the elopement response

policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on records review and interview the facility
failed to ensure 1 of 5 staff, a Registered Nurse
{RN) received a 2 hour preservice orientation.

Findings:

Personnel record review for the RN hired
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revealed no evidence to confirm she
received a 2 hour preservice orientation prior to
interacting with residents. in addition fo topics
chosen by the facility administrator, the
preservice orientation must cover: 1. Resident's
rights; and, 2. the facility's license type and
services offered by the facility. There was no
evidence she attended assisted fiving CORE
training, therefore exempt from this requirement.
In an interview with the administrator on
at 4 PM who said the preservice was not done.
Class Ill
A084) 58A-5.0181(6) FAC 429.52 (6), FS Training - ADB4

88=D | Assis Self-Admin Meds & Med Mgmt

58A-5.0191
(6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who wxll be provldlng assistance wﬂh the
as in

rule 58A-5.0185, F. A C., must meet the training
requirements pursuant to section 428.62(6), £ S.,
prior to assuming this responsibility. Courses
provided in fulfilment of this requirement must
meet the following criteria:
{a) Training must cover state law and rute
requirements wnh respec\ to the supervision,

ion, and of
medications in assisted Iwmg facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the ;mportance of
taking icati as p ibed; re of
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Continued From page 19

side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions |
documentation and record keeping; and
medication storage and disposal. Training shall
include ions of proper techniques,
including techniques for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

{b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to.

1. Read and understand a prescription label;

2. Provide assistance with self-administration in
accordance with section 429.256, F.8,, and rule
58A-5.0185, F.A.C., including:

a. Assist with oral dosage forms,
forms, and .., . . and
dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

c. Recognize the need to obtain clarification of an
"as needed" prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
of such orders;

e. Complete a medication observation record;

f. Retrieve and store medication;

g. Recognize the general signs of adverse
reactions to medications and report such
reactions;

h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist

dosage

AD084
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Continued From page 20

and . that are prefilled by the
by taking the ication, in its

previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i. Assist with :
L Usea, to perform »
testing;
k. Assist residents with .
and continuous positive airway pressure {CPAP)
devices, excluding the titration of the ., |
fevels;
1. Apply and remove stockings and
hosiery;
m. Placement and removal of , bags,
excluding the removal of the L, or
manipulation of the site; and,
n. Measurement of N s rate,
temperature, and | . rate.
{c} Unlicensed persons, as defined in section
429.256(1)(b), F.S., who provide assistance with
seif-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing

i with self- ini d i
and safe medication practices in an assisted
tiving factlity. The 2 hours of continuing education
training may be provided oniine.
(d} Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
seif-administration of medication and have
successfully completed 4 hours of assistance
with self-administration of medication training
must complete an additional 2 hours of training
that focuses on the topics listed in
sub-subparagraphs {6)}(0)2.h.-n. of this section,
before assisting with the seif-administration of
medication procedures listed in
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Continued From page 21

sub-subparagraphs {6)}(b)2.h.-n.

429.52 (8), FS

{6) Staff involved with the management of
medications and assisting with the
seif-administration of medications under s.
429.256 must complete a minimum of 6
additional hours of training provided by a
registered nurse, licensed pharmacist, or
department staff. The department shall establish
by rule the minimum requirements of this
additional training.

This Statute or Rule is not met as evidenced by:

Based on personnel record reviews and interview,

the facility failed to ensure 1 of 3 unficensed staff
{C) who assisted with seif-administered
medications, obtained, annually, a minimum of 2
hours of continuing education training on
providing assistance with self-administered
medications and safe medication practices in an
assisted living facility.

Findings:

Caregiver C was hired in . Her
personnel record contained a cemhcale of
training, dated . for 4-hours of initial
training on providing assistance with
self-administered medications and an annual
2-hours of continuing education, dated

The record did not contain documented evidence
to indicate she obtained a minimum of 2 hours of
continuing education in 2019, as required.

On at 4:55 p.m. the human resource
director confirmed the findings.

Class Ili

AD084
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58A-5.0191(7) FAC Training - Nutrition & Food
Service

(7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facitity. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
58A-5.020(1)(b). A certified food manager,
ficensed dietician, registered dietary technician or
health department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service.

This Statute or Rule is not met as evidenced by:
Based on interview, the food service manager
who was responsible for the facility's food service,
did not have evidence to confirm a minimum of 2
hours continuing education each year in topics
pertinent to nutrition and food service inan ALF.

Findings:

On the administrator said that she had
appointed the food service manager (hired

) to be responsible for the facility's food
service and the day to day supervision of the food
service staff. She was asked fo provide evidence
that the food service manager had received the 2
hours of continuing education yearly in topics
pertinent to nutrition that was provided by a
certified food manager, licensed dietician,
registered dietary technician or health department
sanitarian.
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On at 3:30 PM, the business office
manager said the food service manager had not
taken the 2 hours of continuing education
annually as required.
Class Il
A 086 58A-5.0181(10) FAC Training - ADRD A 086

88=D
(10) AND RELATED
("ADRD") TRAINING
REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 64.4.6 of the Florida Building
Code, as adopted in rule 61G20-1.001, FAC,,
Florida Building Code Adopted, must ensure that
facitity staff receive the foliowing training.
{a) Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct
care o such residents and staff who provide
direct care to residents with ADRD, shall obtain 4
hours of initial training within 3 months of
employment. Completion of the core training
program between | . and ..,
shail satisfy this requirement. Facility staff who
meet the requirements for ADRD training
providers under {g) of this
will be considered as having met this
requirement. Initial training, entitied *

and Related Level | Training,"
must address the following subject areas;

1. Understanding 's and related

2. Characteristics of H
3. Communicating with residents with 's

4. Family issues;
5. Resident environment; and,
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6. Ethical issues.
(b} Staff who have successfully completed both
the initial one hour and continuing three hours of
ADRD training pursuant to sections 400.1755,
429.917 and 400.6045(1), F.S., shall be
considered to have met the initial assisted living
facitity and Related

Level | Training.
{c} Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitled "
and Related Levet il Training,” within 9
months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph {g) of this subsection, will be
considered as having met this requirement.

and Related Level

I} Training must address the following subject
areas as they apply to these :
1. Behavior management,
2. Assistance with ADLs,
3. Activities for residents,
4. Stress management for the care giver; and,
5. Medical information.
{d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a) and (b)
of this subsection, can be found in the document
“Training Guidelines for the Special Care of
Persons with 's and Related

" dated , incarporated by
reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32398-7000.
{e) Direct care staff shall participate in 4 hours of
continuing education annually as required under
section 429.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education

A088
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required by section 429.52, F.S., and subsection
(1) of this rule, o 3 of the 6 hours of continuing
education for extended congregate care required
by subsection (7} of this rule.
{f) Facility staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
section 429.178, F.S., within three (3) months of
employment. "Incidental contact” means all staff
who neither provide direct care nor are in regular
contact with such residents.
{g) Persons who seek to provide ADRD training in
accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor's degree from an
accredited college or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with

or related ,or
2. Three years of practical experience in a
program providing care fo persons with

or related ,or
3. Completed a specialized training program in
the subject matter of this program and have a
minimurn of two years of practical experience in a
program providing care to persons with

or related
(h) With 1o requi in
{g), a Master's degree from an accredited college
or university in a subject related to the content of
this training program can substitute for the
teaching experience, Years of teaching
experience related to the subject matter of this
training program may substitute on a year-by-year
basis for the required Bachelor's degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:

A088
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Continued From page 26

Based on personnel record review and interview,
the facility failed fo ensure 1 of 5 direct care staff
{D} who provided care for persons with

and Related
{ADRD) received 4 hours of continuing education
annually,

Findings:

Personnel record review for staff D, a caregiver
hired revealed she had received her
ADRD Level Il training on . There was no
documentation to confirm that she had received 4
hours of continuing education annually as
required.

On at 4:30 PM, the business office
manager said staff D did work in the secured
memory care unit. She was asked at the time to
provide evidence that staff D had completed the 4
hours of annual continuing ADRD fraining. The
business office manager said at the time the
training may have been taken online and she
wouild check to see if she could print the
certificate.

The business office manager did not return with

evidence to confirm that staff D, received the
training as required.

Class Ili

58A-5.0191(11) FAC Training -

{11
TRAINING.
{a) Currently employed facility administrators,

A088
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regarding
employment.

Findings:

hired '

regarding the faci
procedures.

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

within 30 days after

{c} Training shall consist of the information
included in rule 58A-5.0186, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observations and interviews the facility
did not provide or arrange for 2 of 5 staff
{administrator and Registered Nurse) to receive a
one hour in-service training regarding the facility's

Personnel record review for the Registered Nurse
hired revealed a ! exam dated

, years prior to her employment at the
facitity. There was no evidence she received at
feast a 1 hour in-service training regarding the
faciiity's policies and procedures.

Personnel record review for the administrator,

revealed no evidence she

received at least a 1 hour in-service training

y's policies and

In an interview with the administrator on
at 4 PM who said no additional documentation
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Continued From page 28

was available.

Class Il

58A-5.0191(12) FAC Training - Documentation &
Monitoring

(12) TRAINING DOCUMENTATION AND
MONITORING.
{a) Except as otherwise noted, certificates, or
copies of certificates, of any training required by
this rule must be documented in the facility's
personnel files. The documentation must include
the following:
1. The title of the training program,
2. The subject matter of the training program,
3. The training program agenda,
4. The number of hours of the fraining program,
5. The trainee’s name, dates of participation, and
{ocation of the training program,
6. The training provider's name, dated signature
and credentials, and professional license number,
if applicable.
(b} Upon successful completion of training
pursuant to this rule, the training provider must
issue a certificate to the trainee as specified in
this rule.
{c) The facility must provide the Department of
Elder Affairs and the Agency for Health Care

ini with training d ion and
training certificates for review, as requested. The
department and agency reserve the right to
attend and monitor alt facility in-service training,
which is intended to meet regulatory
requirements.

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

A0S0

A091
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the facility failed to ensure staff had certificates
that included the required information for 1 of 5
sampled staff (D).

Findings:

Personnel record for staff D, a caregiver hired

revealed a certificate dated \the
certificate noted she had received training titled
ADL's & Residents with Behavioral Needs and
compliance training. . The duration of the training
was not listed on the certificate and 3 hours were
required. There was no documentation to confirm
that she was a Certified Nursing Assistant (CNA)
or nurse that would have exempted her from this
training.

On at 4 PM, the business office manager
confirmed the findings.

Class Il

A 180 58A-5.024(1) FAC Records - Facility
88=D
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
tegally 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

A0S

A180
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Continued From page 30

conspicucus and public place within the facility.
(b} An up-to-date admission and discharge log
fisting the names of all residents and each
residents:

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 fo 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 to Rule 58A-5.025,
F.A.C. [f the resident dies while in the care of the
facifity, the log must indicate the date of

{c} Alog listing the names of all termporary
emergency placement and respite care residents
if notincluded on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 58A-5,026, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 58A-5.021, FAC.;

(f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 58A-5.021, FA.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 58A-5.0181, FAC.
{h} If the facility advertises that it provides special
care for persons with ‘s or
related . acopy of all such facility
advertisements as required by Section 429.177,

A180
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Continued From page 31

F.S.

(i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
58A-5.0182, FA.C.

() All food service records required in Rule
58A-5.020, 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} All fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant
to Section 429.41, F.8., and Rule Chapter
69A-40, F.A.C., issued within the last 2 years.

{I) All 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 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 b years.

{n} The facility's resident elopement response
policies and procedures.

{o} The facility's documented resident elopement
response drills.

(p} For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
58A-5.029, 58A-5.030 and 58A-6.031, FAC,,
respectively.

This Statute or Rule is not met as evidenced by:
Based on facility record reviews and interview,
the facility failed to maintain all fire safety
inspection report and sanitation reports issued
within the last 2 years.

A180
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Findings:
Review of the facility's records reveated no
documented evidence to indicate the facility had
any fire inspections and only one department of
health group care inspection, dated
Arequest was made to review the most recent
fire inspection and any additional group care
inspections.
On at 1:15 p.m. the administrator said
she was unable to provide additional inspection
reports.
Photographic evidence obtained.
Class Il
A 162| 58A-5.024(3) FAC Records - Resident A162

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

1. Name;

3. Race;

4. Date of birth;

5. Place of birth, if known;

6. Social security number;

7. Medicaid and/or Medicare number, or name of
other health insurance i

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and

9. Name, address, and telephone number of the
heaith care provider and case manager, if
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Continued From page 33

applicable.

(b} A copy of the Resident Health Assessment
form, AHCA Form 1823 described in Rule
58A-5.0181, FAC.

{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-5.020,
F.A.C., if applicable.

{e} The resident care record described in
paragraph 58A-5.0182(1)(e), F.A.C.

HA . . record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their recorded
semi-annually.

{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 58A-5.0181, FAC., if
such consent is not included in the resident's
contract.

{h) For faciiities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 58A-5.0185, F.AC.

{i) A copy of the resident’s contract with the
facitity, including any addendums to the contract
as described in Rule 58A-5,025, 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 429.27, F.8.

A162
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Continued From page 34

{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 429.27 F.8.
(1) )f the resident is an recipient, a copy of
the Department of Children and Familles form
Alternate Care Certification for |

), CF-ES 1006,
, which is hereby incorporated by reference
and available for review at:
hitp/iwww firules.org/Gatewayfreference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
faciiity if the facility can demonstrate that it has
made a good faith effort fo obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the ., ofa
heaith care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 58A-5.0181,
F.AC,
{0} The resident ' s N
DH Form 1896, if applicable.
{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living faciiity, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to the following at
the discretion of the facility:
1. Alog listing the names of residents.
participating in this arrangement;
2. The resident demographic data required in this
paragraph;

A162
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3. The health assessment described in Rule
58A-5.0181, FAC;

4. The resident's contract described in Rule
58A-5.025, F.AC.; and

5. A health care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the
facitity.

{g) Except for resident contracts, which must be
retained for 5 years, all 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 fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
departure from the facility.

{r} Additional resident records i for
facifities holding a limited mental heaith, extended
congregate care, or limited nursing services
ficense are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview,
the facility failed to maintain written .
semi-annually for 2 of 2 sampled residents (#3 &
#8) in which unlicensed staff provided assistance
with Activity of Daily Living (ADLs) as required.

Findings:

1. Resident #8's record review revealed
admission date . There was no
documented . recorded for |

as required. The current 1823
Health Assessment dated document
that assistance required with bathing ADLs, and
supervision with . and eating.

and

On at 2 PM, an interview with
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Administrator and Director of Nursing confirmed
the finding.

2. Resident #3's record revealed a facility
admission date of . Acurrent 1823,
dated , indicated that she required total
assistance with her Activities of Daify Living
{ADLs.) Her record contained documented

.o . . L and

. Arequest was made to review additional

documented .
On at 4 p.m. the administrator confirmed
the findings and said she was unable to provide
additional documented

Class Il

58A-5.025 FAC; 429.24 F$ Resident Contracts

58A-5.025

{1} Pursuant to Section 429.24, F .S, the facility
must offer a contract for execution by the resident
or the resident's legal representative before or at
the time of admission. The contract must contain
the following provisions:

(a} Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services that the
resident elects to receive;

{b) The daily, weekly, or monthly rate;

{c} Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule that must be attached to
the contract;

{d) A provision stating that at least 30 days written

A162
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notice will be given before any rate increase;

(e) Any rights, duties, or of residents,
other than those specified in Section 429.28,
Fs;

{fy The purpose of any advance payments or
deposit payments, and the refund policy for such
advance or deposit payments;

{g) A refund policy that must conform to Section
429.24(3), F.S.;

{h} A written bed hold policy and provisions for
terminating a bed hold agreement if a faciity
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facility, o, | facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facitity unless the resident's medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident’s behalf;

{i) A provision stating whether the facility is
affiliated with any religious organization and, if so,
which organization and its relationship to the
facitity;

{j) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facitity is licensed to provide, the resident or the
resident's representative, or agency acting on the
resident's behalf, must be notified in writing that
the resident must make arrangements for
transfer to a care setting that is able to provide
services needed by the resident. In the event the
resident has no one to represent him or her, the
facitity must refer the resident to the social
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service agency for placement. If there is
disagreement regarding the appropriateness of
placement, provisions outlined in Section
429.26(8), F.S., will take effect;
{k} A provision that residents must be assessed
upon admission pursuant o subsection
58A-5.0181(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4) of that rule;
(1) The facility's policies and procedures for
seif-administration, assistance with

if- inistration, and ini ton of
medications, if applicable, pursuant to Rule
58A-5.0185, F.A.C. This also includes provisions
regarding over-the-counter {OTC) products
pursuant to subsection {8} of that rule; and
{m) The facility’s policies and procedures related
to a properly executed DH Form 1896,

{2) The resident, or the resident’s representative,
must be provided with a copy of the executed
contract.

{3) The facility may not levy an additional charge
for any supplies, services, or accommodations
that the facility has agreed by contract to provide
as part of the standard daily, weekly, or monthly
rate. The resident or resident’s representative
must be furnished in advance with an itemized
written statement setting forth additional charges
for any services, supplies, or accommodations
available fo residents not covered under the
contract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommedations not provided under
the original agreement. Such addendum must be
dated and signed by the facility and the resident
or resident's legal representative and a copy
given to the resident or resident's representative.
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42924 FS
{2) Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facifity; the rates or charges; provision for at least
30 days' written notice of a rate increase; the
rights, duties, and . of the residents,
other than those specified in s. 429.28; and other
matters that the parties deem appropriate. A new
service or accommodation added fo, or
implemented in, a resident's contract for which
the resident was not previously charged does not
require a 30-day written notice of a rate increase.
money is ited or bya
resident in a contract as security for performance
of the contract agreement or as advance rent for
other than the next immediate rental period:
(a) Such funds shall be deposited in a banking
institution in this state that is located, if possible,
in the same community in which the facility is
iocated; shall be kept separate from the funds
and property of the facility; may ot be
represented as part of the assets of the facility on
financial statements; and shall be used, or
otherwise expended, only for the account of the
resident.
{b) The licensee shali, within 30 days of receipt of
advance rent or a security deposit, notify the
resident or residents in writing of the manner in
which the licensee is holding the advance rent or
security deposit and state the name and address
of the depository where the moneys are being
held. The licensee shall notify residents of the
facitity's policy on advance deposits,
{3){a)} The contract shall include a refund policy to
be implemented at the time of a resident's
transfer, discharge, or
(b} If a ficensee agrees to reserve a bed for a
resident who is admitted to a medical facility,
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including, but not limited to, a nursing home,
heaith care facifity, or, facility, the
resident or his or her responsible party shall notify
the ficensee of any change in status that would
prevent the resident from returning to the facility.
Untif such notice is received, the agreed-upon
daily rate may be charged by the licensee.
{c} The purpose of any advance payment and a
refund policy for such payment, including any
advance payment for housing, meals, or personal
services, shall be covered in the contract.
{4} The contract shall state whether or not the
facitity is affiliated with any refigious organization
and, if so, which organization and its general
responsibility to the facility.
{B} Neither the contract nor any provision thereof
relieves any licensee of any requirement or

" imposed upon it by this part or rules
adopted under this part.
{6) In lieu of the provisions of this section,
facitities certified under chapter 851 shall comply
with the requirements of s. 651.055.
{7) Notwithstanding the provisions of this section,
facilities which consist of 60 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
11 of chapter 83, provided that the lease is
terminated automatically without financial penalty
in the event of a resident's or relocation
dueto, , hospitalization or to medical
reasons which necessitate services or care
peyond which the facility is licensed to provide.
The date of termination in such instances shall be
the date the unit is fully vacated. Alease may be
substituted for the contract if it meets the
disclosure requirements of this section. For the
purpose of this section, the term "apartment”
means a room or set of rooms with a kitchen or
kitchenette and lavatory located within one or
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more buildings containing other similar or like
residential units.

{8) The department may by rule clarify terms,
establish procedures, clarify refund policies and
contract provisions, and specify documentation
as necessary to administer this section.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facitity failed to ensure the residency agreement
for 3 of 7 sampled residents (#3, 8, and 13)
contained all of the required information.

Findings:

1. Resident #3's record revealed a facility
admission date of . Her residency
agreement, dated , did not contain a
provision or contract addendum that residents
must be assessed upon admission and every 3
years thereafter, or after a significant change.

On at 4:05 p.m. the business office
manager confirmed the findings and was unable
to provide additional documentation.

2. Resident #8's record review revealed
admission date of . There was no
documented evidence on the contract agreement
for the provision that 1823 Health Assessment
must be updated every three years and significant
change required.

3. Resident #13's record review revealed
admission date of . There was no
documented evidence on the contract agreement
for the provision that 1823 Health Assessment
must be updated every three years and significant
change required. (Photographic evidence
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obtained}
On at 3:30 PM, an interview with
Business Office Manager confirmed the findings.
Class
AE205| 58A-5.030(5) FAC429.07 (3)(D)6., FS ECC - AE205

$8=D | Health Assessment

58A-5.030

(5) HEALTH ASSESSMENT. Before receiving
extended congregate care services, all persons.
including residents transferring within the same
facitity to that portion of the facility licensed to
provide extended congregate care services, must
be exarnined by a health care provider pursuant
fo rule 58A-5.0181, F.A.C. A health assessment
conducted no more than 80 days before receiving
extended congregate care services meets this
requirernent. Once recelving services, a new
health assessment must be obiained at least
annually.

428.07 (3}b)6., FS

Before the admission of an individual to a facility
ficensed to provide extended congregate care
services, the individual must undergo a medical
examination as provided in s. 428.26(4) and the
facitity must develop a preliminary service plan for
the individual.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to obtain a Resident health assessment
(form 1823) for 1 of 2 sampled residents (#14)
who received Extended Congregate Care (ECC)
services.
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Findings:

On at 10 AM, the administrator said there
were no residents who received ECC services.

On at 1 PM resident #14 was observed
with a brace/ onherleft | and .
Resident #14 said the facility staff would apply
and remove the brace/ daily for her.

On at 1:45 PM staff H, a Licensed
Practical Nurse (LPN) said she would apply and
remove the brace/ for resident #14 and also
the unlicensed staff. She also said resident #14
couid not assist at all with her bathing, grooming
and toileting. She said she required total care in
those area. All were ECC services.

Record review for resident #14 revealed there
was a resident health assessment {form 1823)
that was dated . the health care provider
noted she was wheelchair bound and was total
with ambulation. The 1823 did not note that the
resident required the ECC services with bathing,
grooming and toileting and the application and
removal of the brace/ on her left

Class Ili

AE208| 58A-5.030(6) FAC ECC - Service Plans
88=D
(8) SERVICE PLANS,

{a) Before receiving services, the extended
congregate care administrator or manager must
develop a preliminary service plan that includes
an assessment of whether the resident mests the
facility's residency criteria, an appraisal of the
resident’s unique physical, | | - and
social needs and preferences, and an evaluation

AE205

AE208
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Continued From page 44

of the facility’s ability to meet the resident's
needs.
{b) Within 14 days of receiving services, the

tended care ini or
manager must coordinate the development of a
written service plan that takes into account the
resident’s health assessment obtained pursuant
to subsection {6); the resident’s unique physical,
s and social needs and preferences;
and how the facility will meet the resident's needs
including the following if required:
1. Health monitoring,
2. Assistance with personal care services,
3. Nursing services,
4. Supervision,
5. Special diets,
6. Ancillary services,
7. The provision of other services such as
transportation and supportive services; and,
8. The manner of service provision, and
identification of service providers, including family
and friends, in keeping with resident preferences.
{c} Pursuant to the definitions of "shared
responsi " and "managed risk” as provided in
section 429.02, F.S., the service plan must be
developed and agreed upon by the resident or
the resident's representative or designee,
surrogate, guardian, or attorney-in-fact, and must
reflect the responsibility and right of the resident
to consider options and assume risks when
making choices pertaining to the resident's
service needs and preferences.
{d) The service plan must be reviewed and
updated quarterly to reflect any changes in the
manner of service provision, accommodate any
changes in the resident’s physicat or mental
status, or pursuant to recommendations for
modifications in the resident's care as

in the nursing
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This Statute or Rule is not met as evidenced by:
Based on interviews and record review the facility
failed to ensure that before receiving Extended
Congregate Care (ECC) services a preliminary
service plan was developed, and within 14 days
of recelving services the extended congregate
care administrator or manager developed a
written service plan for 2 of b sampled residents
(#5 and #14), who received ECC services.

Findings:

During the entrance conference on at
9:45 AM the Registered Nurse stated there were
no residents on ECC.

1. In an interview with resident #5 on at
10:45 AM she said the staff gave her a bed bath
and changed her in the bed because she could
go to the bathroom. She said she could not walk
but was able to transfer from the wheel chair to
the bed and and forth. All she had to do was
get very close to the edge of the bed, it was
easier to get changed and get a sponge bath in
bed.

Resident record review for resident # 5 revealed
an unsigned and undated health assessment
report 1823 that listed diagnoses of | “

and hematoma. According to
the report the resident needed total care with
pathing and toileting.

In an interview with the RN on at 2PM
who said she was not aware the resident needed
to be enrolied in ECC and therefore no ECC
paperwork was available.
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2. On at 1 PM resident #14 was

observed with a brace/ onherfeft | and
. Resident #14 said the facility staff would

apply and remove the brace/ daily for her.

On at 1:45 PM the Licensed Practicat
Nurse said she would apply and remove the
brace/ for resident #14 and also the
unlicensed staff. She also said resident #14 was
total care with bathing, grooming and toileting. Alt
were ECC services.

Record review for resident #14 revealed there
was a resident health assessment form 1823 that
was dated , the health care provider
noted she was wheelchair bound and was total
with ambulation. Further record review revealed
there was no preliminary service plan completed
and nor within 14 days of receiving the ECC
service did the administrator or manager
coordinate the development of a written service
plan.

On at 4 PM, the administrator confirmed
the findings.

Class Ili

AE207| 58A-5.030(7) FAC ECC - Services
88=D
(7) EXTENDED CONGREGATE CARE
SERVICES. All services must be provided in the
teast restrictive environment, and in a manner
that respects the resident's independence,
privacy, and dignity.

{a) A facility providing extended congregate care
services may provide supportive services
including social service needs, counseling,
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emotional support, networking, assistance with
securing secial and leisure services, shopping
service, escort service, companionship, family
support, information and referral, assistance in
developing and implementing self-directed
activities, and volunteer services, Family or
friends must be encouraged to provide supportive
services for residents. The facility must provide
training for family or friends to enable them to
provide supportive services in accordance with
the resident’s service plan.

{b} A facility providing extended congregate care
services must make available the following
additional services if required by the resident's
service plan:

1. Total help with bathing, » grooming and
toileting,

2. Nursing assessments conducted more
frequently than monthly,

3. Measurement and recording of basic vital
functionsand ., .

4. Dietary management including provision of
special diets, monitoring nutrition, and observing
the resident’s food and fluid intake and output,

5. Assistance with self-administered medications,
or the administration of medications and
treatments pursuant to a health care provider's
order. If the individuat needs assistance with
self-administration the facility must inform the
resident of the qualifications of staff who will be
providing this assistance, and if unlicensed
persons will be providing such assistance, obtain
the resident's or the resident's surrogate,
guardian, or attorney-in-fact's informed written
consent o provide such assistance as required in
section 429.256, F.S.,

6. Supervision of residents with and

7. Health education and counseling and the
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implementation of health-promoting programs
and preventive regimes,

8. Provision or arrangement for rehabilitative
services; and,

9. Provision of escort services to health-related

{c} Nursing staff providing extended congregate
care services may provide any nursing service
permitted within the scope of their license

consi with the resi i of this
rute and the facility's written policies and
procedures, provided the nursing services are:

1. Authorized by a health care provider's order
and pursuant to a plan of care,

2. Medically necessary and appropriate for
freatment of the resident's condition,

3. In accordance with the prevailing standard of
practice in the nursing community,

4. A service that can be safely, effectively, and
efficiently provided in the facility,

5. Recorded in nursing progress notes; and,

8. In accordance with the resident's service plan.
{d) At least monthly, or more frequently if required
by the resident’s service plan, a nursing
assessment of the resident must be conducted.

This Statute or Rule is not met as evidenced by:
Based on interviews and record reviews the
facitity failed to ensure nursing assessments were
conducted monthly for 1 of 5 residents (#5) who
received an Extended Congregate Care (ECC)
service and failed to obtain an heaith care
providers order for 1 of 2 sample residents (#14)
who received Extended Congregate Care Service
{ECC) application and removal of a

brace/

Findings:

During the entrance conference on at
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9:45 AM the Registered Nurse stated there were
no residents on £CC.

In an interview with resident #5 on at
10:45 AM she said the staff gave her a bed bath
and changed her in the bed because she could
go to the bathroom. She said she could not walk
but was able to transfer from the wheel chair to
the bed and and forth. All she had to do was
get very close to the edge of the bed, it was
easler to get changed and get a sponge bath in
bed.

Resident record review for resident #5 revealed
an unsigned and undated health assessment
report 1823 that listed diagnoses of , |, |

and hematoma. Per report the
resident need total care with bathing and toileting.
The review reviled no evidence

In an interview with the RN on at2 PM
who said she had not done any nursing
assessments since she took over the position on

2. On at 1 PM resident #14 was
observed witha _ brace/ onherleft | and
. Resident #14 said the facility staff would
apply and remove the _ brace/ datly for her.

On at 1:45 PM the Licensed Practical
Nurse said she would apply and remove the
brace/ for resident #14, an ECC service.

Record review for resident #14 revealed there
was no health care provider's order found for the
apptication and removal of the , brace/
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Continued From page 50

On at 4 PM, the administrator confirmed
the findings.

Class i

§8A-5.031(3) FAC; 429.07 (3)()2, FS LNS -
Records

58A-5.031(3) RECORDS.
{a) A record of all residents receiving limited
nursing services and the type of services
provided must be maintained at the facility.

{b) Nursing progress notes must be maintained
for each resident who receives limited nursing
services.

{c) A nursing assessment conducted at least
monthly must be maintained on each resident
who receives a limited nursing service.

428.07 (3)}c)2, FS

Afacility that is licensed to provide limited nursing
services shall maintain a written progress report
on each person who receives such nursing
services. The report must describe the type,
amount, duration, scope, and outcome of
services that are rendered and the general status
of the resident's health.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure monthly nursing assessments
were maintained for 1 of 7 residents (#7) who
received Limited Nursing Services (LNS).

Findings:

During the entrance conference on at
9:45 AM the Registered Nurse (RN) identified 3
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residents as receiving LNS. She provided a
binder labeled LNS. The binder contained nurses’
progress notes for 3 residents, however there
were no nursing assessments available.
Resident #7 was identified as receiving LNS for
application and removal of support stocking.
Resident record review revealed no evidence that
monthly nursing assessments were conducted.
In an interview on at 2 PM with the RN,
responsible for LNS, who said she had not
any nursing since she
took over the position on .
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