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Initiat Coraments

A revisit survey was conducted at lidexys Home
Health Care Corp on . Deficiencies
were identified at time of the survey.

59A-36.007(86) FAC Resident Care - Third Party
Services

{6) THIRD PARTY SERVICES,

(&) Nothing in this rule chapter is intended to
prohibit a resident or the resident’s representative
from independently arranging, .. and
paying for services provided by a third party of the
resident's choice, including a licensed home
health agenoy or private nurse, or receiving
services through an out-patient clinic, provided
the resident meets the criteria for admission and
continued residency and the resident complies
with the facifity's policy relating to the delivery of
services in the facility by third parties. The
facility's policies must require the third party to
coordinate with the facility regarding the
resident's condition and the services being
provided.

{b) When residents require or arrange for
services from a third party provider, the facility
administrator or designee must allow for the
receipt of those services, provided that the
resident meets the criteria for admission and
continued residency. The facility, when requested
by residents or representatives, must coordinate
with the provider to facilitate the receipt of care
and services provided to meet the |

resident's needs.

{c) The administrator or designee must ensure
that:

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

2. Communications ocour at least once every 30
days and whenever there is a significant change
in the resident's condition; and
3. i physician ordered treatments or services
ocour Jess often than once a month,
communications must be conducted according to
the ordered treatment or service schedule and
whenever there is a significant change in the
resident's condition.
4. When communication with the third party
provider is unsuccessful, at least two attempts at
communication on two separate days must be
documented. Documentation must include the
name of the person from the third party provider
with whom contact was attempted, the method of
communication, and the date and time of the
attempts. This documentation must be included
in the resident's record in accordance with the
timeframes in subparagraphs 59A-36.007(6)(c)2.
and 3
{d) I residents accept assistance from the facility
in afranging and coordinating third party services,
the facility's assistance does not represent a
guarantee that third party services will be
received. if the facility's efforts to make
arrangements for third party services are
unsuccessful or declined by residents, the facility
must include documentation in the residents’
record explaining why its efforts were
unsuccessful. This documentation will serve to
its i with this

This Statute or Rule is not met as evidenced by:
Based on observations, record reviews and
interviews, the facility failed to have
documentation of the services provided by a third
party for one out of five sampled residents (#2).
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Findings included:

Areview of Resident # 2's health assessment
dated showed that Resident #2 was
in a hospice program and bedridden. Her
diagnosis included , PN B
, history of .
, inconstance, and
. Resident #2 needed
total care with ambulation, bathing, -
grooming, foileting, and transferring and need
assistance with bathing. Resident # 2 needed
medication administration and had a universal
precaution. (photographic evidence obtained).

Areview of Resident #2's plan of care dated

showed that the facility would provide
medication administration to Resident #2 for the
morning and evening. (photographic evidence
obtained).

During an interview on at 1:20 PM,
Staff C stated that a nurse come to give Resident
# 2 medications. When asked which nurse and
where the nurses documentanon that he

ions was, the staff
the msducanon observation record (MOR).

Areview of Resident # 2's MOR showed that
there was no nurse’s medication notes on the
rear of the MOR (photographic evidence
obtained).and marking resembling '] " on the
front of the MOR for each medication.

During an interview on 10225 at 1:25pm,
Staff C stated that she did not know the nurse's
name whert asked who was the nurse. When
asked what agency provided the services, Staff C
did not know.
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Observation on at 1:270m showed
that the facility did not have any docurentation of
medication administration services to Resident
Uncorrected
Class #Hl
A033 59A-36.007(8) PHYSICAL A033

8§8=D

{8) PHYSICAL . Residents for

whom a physician has prescribed a physical
must have a written care plan for the use

of the physical . The care plan must be

developed within 14 days of the device being

prescribed, and prier to use on the resident.

{a) The care plan must specify:

1. The device prescribed for use;

2. The maximum amount of time the resident is

o have the applied each day; and,

3. in what manner and frequency staff will

monitor, observe, and report to the physician any

injuries, increase in agitation, signs and

symptoms of | , or decline in mobility or

function related to the use of the prescribed

{b) Facility staff must ensure that the device is
applied appropriately and safely.

{c) The resident's physician must review the
appropriateness of the continued use of the
physical annually, and documentation of
this review must be maintained in the resident's
record. If the resident's ability to independently
remove or avoid the device fluctuates, the device
must be considered a physical and all
requirements of this subsection apply.

This Statute or Rule is not met as evidenced by:
Based on Observation, and record review, the
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facility failled 1o ensure that there was a consent
for the use of a physical for one out of
five sampled residents (#2).

Findings included:

Observation on at 1:05am showed
thatin # | Resident #2 had full bed rails
on both sides of the bed, {photographic evidence
obtained)

Areview of Resident # 2's health assessment
dated showed that Resident #2 was
in a hospice program and bedridden, Her
diagnosis included e .
re , history of .
N N . inconstance, and
- Resident #2 needed
total care with ambulation, bathing, -
grooming, foileting, and fransferring and nee
assistance with bathing. Resident # 2 needed
medication administration and had a universal
precaution. (photographic evidence obtained).

Areview of Resident # 2's records shows that the
resident had an order for full bed rails. A consent
for the use of assistive device was dated

and showed that the resident

fo half bed rail i
evidence obtained).

Class il

A 180 50A-36.015(1) FAC Records - Facility
88=D
59A-36.015 Records.

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a

A033

A 180
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legally authorized entity, If records are maintained
in an electronic format, facility staff must be
readily avaitable to access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

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

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

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

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

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

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 58A-36.013, FA.C.

{g) The admission package presented o new or
prospective residents {less the resident's
contract) described in Rule 59A-36.006, F.A.C.
{h) if the facility advertises that it provides special
care for persons with ‘s or
related , & copy of alt such factlity
advertisements as required by Section 428.177,
F.8.

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.AC.

{}) Alt food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate.

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

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

{m) Pursuant fo Section 428.35, F.8., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
last 5 years.

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

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

{p) The facility's policies and procedures pursuant
to subsection 59A-36.007(10), FAC;

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

{r) The facility's medication practices;

{s) The facility's policy on physical ;

{f) The facility's policy on assistive devices;

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

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

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to have proof of a current fire inspection.

Findings included:

A review of the facility's records revealed the fire
inspection report was dated
{photographic evidence obtained)

During an interview on at 1:30 PM,
Staff C stated that the Administrator makes sure
that those things are up to date. When asked if
there was an updated fire inspection, Staff C
called the Administrator via phone.

During an interview on at 1:40om,
The Administrator stated that the fire inspection
had not occurred and that she had called them to
do the inspection. When asked if she had
documentation of her efforts, she did not answer.

Class il
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(3) PLAN IMPLEMENTATION.

{a) All staff must be trained in their duties and are

responsible for implementing the emergency

management plan. New staff must be trained on

the plan within 30 days of employment.

{b} }f telephone service is not available during an

emergency, the facility must request assistance

from local law enforcement or emergency
personnel in maintaini

communication

This Statute or Rule is not met as evidenced by
Based on observation, interview and record
review, the facility faited to ensure that all staff
were trained in their duties and able to implement
the emergency management plan, Two out of
four staff sampled (Staff C and D ) were not
trained.

Findings included:

Observation on at 12:43pm showed a

monoxide detector on the wall of the living
reom. the monoxide detector was
rectangular.

During an interview on at 12:44am
Staff C did not know what a maonoxide
detector was when asked fo test the device. Staff
C spoke only Spanish, and a translation was
provided to her verbally "el detector de

During an interview on at 12:45am
Staff D did not know what a monoxide
detector was either. She too only spoke Spanish,
and a transtation was provided as well,
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A review of employee records showed that Staff
C compteted her orientation training on

and emergency preparedness and
evacuation training of

Areview of employee records showed that Staff
D completed her orientation training on

and emergency preparedness and
evacuation training of

Observation on at 1:40pm the owner
showed staff where the monoxide
detectors were.
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