PRINTED: 01/18/2023

FORM APPROVED

Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY

AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETED

C
AL11965538 R ———— 01/04/2023

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6150 LAKELAND HIGHLANDS ROAD

HAWTHORNE INN LAKELAND
LAKELAND, FL. 33813

x4y SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION x6)

PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coupLeTE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) e GROSS-REFERENCED TO THE APPROPRIATE OATE

DEFIGIENCY)

A 000 Initial Comments AD00

A complaint investigation (complaint number:
2022015005) and a generator monitoring were
conducted at Hawthorne Inn of Lakeland on

. Deficiencies were identified at the
time of survey.

A010[ 429.26{ ) FS: 59A-36.006(4) FAC Admissions - A010
$8=D| Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-
{1) The owner or administrator of a facility is
ible for i the i

of admission of an individuat to the facllity and for

ining the continued appropri 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
inlaw or rule refated to admission criteria or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of
appropriateness for admission and continued
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 aff requirements for providing
that service or treatment are met by the facility or
a third party.
{b) A facility may admit or retain a resident who
requires the use of assistive devices.
{c} A facility 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,
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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 unscheduled 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
facliity may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
upervision. For purposes of this the
term "bedridden” means that a resident is
confined to a bed because of the inability to:
a. Move, turn, or reposition without total physical
assistance;
b. Transfer to a chair or wheelchair without total
physical assistance; or
. Sit safely in a chair or wheelchair without
personal assistance or a physical .
2. Aresident may continue to reside in a facility i,
during residency, he or she is bedridden for no
more than 7 consecutive days.
3. If a facility is licensed to provide extended
congregate care, a resident may continue to
reside in a facility 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 atterney
infact. 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 depariment.

AD10

AHCA Form 3
STATE FORM

20-0007

s

EOSNTT

If continuation sheet 2 of 10




PRINTED: 01/18/2023

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
c
AL11965538 R ———— 01/04/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6150 LAKELAND HIGHLANDS ROAD
HAWTHORNE INN LAKELAND
LAKELAND, FL 33813
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX. (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A010| Continued From page 2 AD10
(3}A i ician assistant, or

practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facitity must be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a o~
medical ination by a health care
at least every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The results of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
isi by in (2)(b)
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,
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3. If the resident’s condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.

{c}A , it resident who no longer meets
the criteria for continued residency may continue
to 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
to 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
paragraph is maintained in the resident's file.

{d) The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at alf times,
{e) A hospice resident that meets the
quatifications 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 daity
tiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professional ficensure or training.

(g} Continued residency criteria for facilities
holding an extended congregate care license are

AD10
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described in Rule 59A-36.021, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to obtain an updated heaith assessment for
a significant change in condition and admissicn to
hospice services. Additionally, the facility failed to
obtain residents’ consent forms that they agreed
to hospice services. Furthermore, the facility
failed to obtain an interdisciplinary care plan,
which specified the services provided by hospice
and those provided by the facility and agreed
upon by hospice, the facility, and the resident (or
resident’s responsible Party) for three Residents
{#3, #4, and #5) of three sampled residents
admitted to Hospice services.

Findings Included:

Arecord review for Resident #3, conducted on

. revealed that Resident #3 was
admitted to the facifity on and into
hospice services on an unknown date. Resident
#3's record did not contain a consent form
agresing to hospice services. Resident 3's record
did not contain an interdisciplinary care plan that
specified the services that hospice provided and
those that the facility provided and agreed upon
by hospice, the facility, and the resident {or
resident's responsible party).

Acrecord review for Resident #4, conducted on

. revealed that Resident #4 was
admitted to the facifity on and into
hospice services on an unknown date. Resident
#4's record did not contain a consent form
agresing to hospice services. Resident #4's
health assessment form dated did not
note the required nursing services of hospice on
page one. There was no order from Resident #4's

AD10
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health care provider that the resident may be
admitted to hospice services.

Arecord review for Resident #5, conducted on

. revealed that Resident #5 was
admitted to the facifity on and into
hospice services on an unknown date. Resident
#5's record did not contain a consent form
agresing to hospice services. Resident #5's
health assessment form dated did not
note the required nursing services of hospice on
page one. There was no order from Resident #5's
health care provider that the resident may be
admitted to hospice services. Resident 5's record
did not contain an interdisciplinary care plan that
specified the services that hospice provided and
those that the facility provided and agreed upon
by hospice, the facility, and the resident {or
resident’s responsible party).

During an interview with the Weliness Director,
conducted on at 12:45pm, the
Weliness Director agreed that Residents #3, #4,
and 5 were admitted to hospice services and that
the residents’ record did not contain the required
information for continued residency which
included an updated health assessment form
upon admission to hospice services, an order that
the residents may be admitted to hospice
services, a consent from that the residents
agreed to hospice services, and an
interdisciplinary care plan that specified the
services that hospice provided and those that the
facility provided and agreed upon by hospice, the
facility, and the resident {or resident’s responsible
party}.

Class Il
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429.52(1 & 7) FS; 58A-36.011( ) FAC Training
- Staff In-Service

429.52(1)

{1} Each new assisted living facility employee
who has net previously completed core training
must attend a preservice orientation provided by
the faciiity before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon compietion, the
employee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee's personnel record.

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

59A-36.011

(2) STAFF PRESERVICE ORIENTATION.

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

{b} New staff must complete the preservice
orientation prior o interacting with residents.

{c) Once complete, the employee and the facility
administrator must sign a statement that the

A081

A081
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employee completed the preservice orientation
which must be kept in the employee's personnel
record.
{d} In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:
1. Resident’s rights; and,
2. The facility's license type and services offered
by the facility.
(3) STAFF IN-SERVICE TRAINING. Facifity
administrators or managers shall provide or
arrange for the following in-service training to
facitity staff:
(a} Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1810.1030, relating to borne
. . . Mmay be used fo meet this
requirerment.
{b} Staff who provide direct care to residents
must receive a minfmum 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

A081
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following subjects:

1. Resident rights in an assisted living faciiity.

2. Recognizing and reporting resident N

negtect, and | . The facifity 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 rule 53A-8.0095,

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

within 30 days of employment that covers the

foliowing subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

fiving.

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

taken the assisted living facility core training must

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

within 30 days of employment in safe food

handfing 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 facifity's resident elopement respense 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 record review and interview, the facility
failed to provide direct care staff with the required
in-service trainings for a 2-hours pre-service

A081

orientation prior to interacting with residents and
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training regarding resident rights and recognizing
and reporting . neglect, and

within thirty days of emptoyment for one
employee {Staff A} of three sampled employee
records.

Findings Included:

Arecord review for Staff A, conducted on
, revealed that Staff A's employee

record did not contain evidence that the employee
obtained a 2-hours pre-service orientation
regarding the facility's license type, the services it
provided, and an overview of resident rights
signed by the trainer and Staff A prior to
interacting with residents. Staff A's employee
record did not contain evidence that the employee
had training regarding resident rights and
recognizing and reporting , neglect, and

., within thirty days of employment.
Staff Awas hired on .

During an interview with the Human Resources
Director, conducted on at 12:35pm,
the Human Resources Director agreed that Staff
A did not have evidence of obtaining a 2-hours
pre-setrvice orlentation regarding the facility's
ticense type, the services it provided, and an
overview of resident rights signed by the trainer
and Staff A prior to interacting with residents. The
Human Resources Director agree that Staff A's
employee record did not contain evidence that the
employee had training regarding resident rights
and recognizing and reporting , neglect,
and within thirty days of employment.

Class i
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