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Administrator

Apple House I

2301 South Highway 17
Crescent City, FL 32112

Dear Administrator:

This letter reports the findings of a revisit survey conducted on . 2012 by a representative of this office.
Enclosed is the provider's copy of the Statement of Deficiencies and Plan of Correction (State Form 3020),
which references the uncorrected deficiencies and/or new deficiencies, identified during the revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. All deficiencies
shall be corrected no later than 2012,

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at

http://ahca,myflorida.com/Publications/Forms shtml as a first step in providing a web-based interactive
consumer satlsfa«, ion survey system, You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided fo the surveyor. Should you have any questions please call this office at
(386) 462-6201.

Sincerely,
: =,
4“7/"{*"5 Vid
Kriste J. Mennella
Field Office Manager
KIMfamw

Enclosure

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
http:#ahca.myflorida.com

Alachua Field Office

14101 N W Hwy 441, Suite 800

Alachua, FL 32615-5669

Phone (386) 462-6201; Fax (386} 418-6300




AH Form Approved

State Form: Revisit Report

{Y1} Provider/ Supptier / CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A, Building
AL11964723 B. Wing haiz012
Name of Facility Street Address, City, State, Zip Code
APPLE HOUSE II 2301 8. HWY. 17

CRESCENT CITY, FL 32112

This regort is completed by a State surveyor fo show those deficiencies previousty reported that have been corrected and the date such corrective action was accomplished. Each
deficiency should be fuly identified using either the regulation or LSC provision number and the identification prefix code previously shown on the State Survey Report (prefix
codes shown to the left of each requirement on the survey report form).

{Y4) tem (Y5} Date {Y4) Item {Y5) Date {Y4) ftem {Ys)  Date
Correction Correction Correction
Completed Completed Completed
1D Prefix  AGOS0 B ! 1D Prefix 1D Prefix
Reg.# 58A-5.0185(1) FAC Reg. # Reg. #
LsC LSC LsC
Correction Correction Correction
Completed Completed Completed
iD Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
18C LsC L8C
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
Lsc LsC LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
1sC Lsc L8C
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LsC LSC Lsc
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
o 3
State Agency & Varh pra % s g bbbty e 2 el iz
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
CMS RC
Foliowup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of

Uncorrected Deficiencies {CMS-2567) Sent to the Facility? vgg NO

STATE FORM: REVISIT REPORT Page 10f 1 Event ID: HKY312
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STATEMENT OF DEFICIENCIES X1) PROVIDERISUPPLIER/CLIA (X2 MULTIPLI TRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION 0 IDENTIEICATION NUMBER: 2 £ CONSTRUC COMPLETED
A BULDING

B. WING S R
AL11964723

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2301 S. HWY. 17
APPLE HOUSE It CRESCENT CITY, FL. 32112

{X4) 10 SUMMARY STATEMENT OF DEFICIENCIES 0D PROVIDER'S PLAN OF CORRECTION {XB)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

{A 000} Initial Comments {A 000}

On . _ . an unannounced Assisted Living
Facility (ALF) standard biennial licensure
follow-up survey was conducted, the facility was
found to not to be in compliance with Chapter
429, Part}, £.8. and 58A-5, F.A.C.

{A 008} 58A-5.0181(2) FAC Admissions - Health {A 008}
$8=D' Assessment

(2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a
face-to-face medical examination completed by a
licensed health care provider, as specified in .
either paragraph (a) or {b) of this subsection.

(a) A medical examination completed within 60
calendar days prior to 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 a communicable - which is likely o be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining licensed health
care provider, the individual * s needs can be met :
in an assisted living facility, and

8. The date of the examination, and the name,
signature, address, phone number, and ficense

AHCA Form 3020-0001

TITLE (X6} DATE
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM 809 HKY312 If continuation sheet 1 of 16
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STATEMENT OF DEFICIENCIES

{X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

AL11964723

(X3) DATE SURVEY
COMPLETED

R

(X2) MULTIPLE CONSTRUCTION

A BULDING
B. WING

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
2301 S. HWY. 17

number of the examining licensed health care
provider. The medical examination may be
conducted by a currently licensed heaith care
provider from another state.

{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 Health Assessment for Assisted
Living Facilities, 2010. The form is
hereby incorporated by reference. A faxed copy
of the completed form is acceptable. A copy of
AHCA Form 1823 may be obtained from the
Agency Central Office or its website at
www.fdhc.state flus™MCHQ/Long_Term_Care/
<http:/fwww.fdhe.state flLus/MCHQ/Long_Term_C
are/>

form must be completed as follows:

1. The resident” s licensed health care provider
must complete all of the required information in
Sections 1, Health Assessment, and 2, Self-Care
and General Oversight Assessment.

a. ltems on the form that may have been omitted
by the licensed health care provider during the
examination do not necessarily require an
additional face-to-face examination for
completion.

b. The facility may obtain the omitted information
either verbally or in writing from the licensed
health care provider.

¢. Omitted information received verbally must be
documented in the resident ' s record, including
the name of the licensed health care provider, the
name of the facility staff recording the information
and the date the information was provided.

2. The facility administrator, or designee, must
complete Section 3 of the form, Services Offered
or Arranged by the Facllity, or may use electronic
documentation, which at a minimum includes the

APPLE HOUSE I CRESCENT CITY, FL 32112
(X4} i) SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
{A008}. Continued From page 1 ! (A 008}

Assisted_living/pdf/AHCA_Form_1823%.pdf. The

AHCA Form 3020-0001
STATE FORM

sos0

HKY312 I continuation sheet 2 of 16
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{A008} Continued From page 2 Ral 008}

elements in Section 3. This requirement does not
apply for residents receiving:
a. Extended congregate care (ECC) services in
facilities holding an ECC license;
b. Services under community living support plans
in facilities holding limited mental health licenses; ;
¢, Medicaid assistive care services; and
d. Medicaid waiver services,
(¢) Any information required by paragraph (a) that *
is not contained in the medical examination report:
conducted prior to the individual ' s admission to
the facility must be obtained by the administrator |
within 30 days after admission using AHCA Form
1823,
{d) Medical examinations of residents placed by
the department, by the Department of Children
and Family Services, or by an agency under
contract with either department must be
conducted within 30 days before placement in \he
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 420.426, F.S., and this rule.
(f) Any orders for medications, nursing,
therapeutic diets, or other services to be provided
or supervised by the facility issued by the
ticensed health care provider conducting the
medical examination may be attached to the
health assessment. A licensed health care
provider may attacha .. : order for
residents who do not wish

to be administered in the case of

or

{g} Aresident placed on a temporary emergency -

basis by the Department of Children and Family

Services pursuant to Section 415.105 or

AFCA Form 3020-0001
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PREFIX
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SUMMARY STATEMENT OF DEFICIENCIES
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{A 008} Continued From page 3

415.1051, F.S., shall be exempt from the
examination requirements of this subsection for
up to 30 days. However, a resident accepted for
temporary emergency placement shall be entered !
on the facility ' s admission and discharge log and
counted in the facility census; a facility may not
exceed its licensed capacity in order to accept a
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by.
Based on record review and interview it was :
determined that for 1 (#3) of 4 sampled residents |
the facility failed to ensure that the health !
(HA) were ¢ as required.

Findings:

Record review of the health assessment dated
- : for resident #3 revealed her health
assessment did not reflect the resident was free
from communicable s and had the
"Needs Medication Administration” box checked
on the Medication Section of her health
assessment.

An interview was conducted with the
administrator on *at 1:30 PM which
revealed she stated "we assist the resident with
her medication, we don't administer.” The
administrator stated she does not know why the
resident had "Needs Medication Administration”
box checked on her health assessment and did
not know why her health assessment does not
include information regarding her communicable
status.

1 {a008)

AHCA Form 3020-0001
STATE FORM 690
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{A008}: Continued From page 4 ; {A 008}
Class Il

{A 025} 58A-5.0182(1) FAC Resident Care - Supervision | {A025}
$5=G

An assisted living facility shall provide care and
services appropriate to the needs of residents
accepted for admission to the facility. ;
(1) SUPERVISION. Facilities shall offer personal
supervision, as appropriate for each resident,
including the following:

(a) Monitor the quantity and quality of resident
diets in accordance with Rule 58A-5.020, FA.C.
(b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the :
individual,

{c) General awareness of the resident ' s
whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident " s health care
provider and other appropriate party such as the
resident ' s family, guardian, health care
surrogate, or case manager if the resident
exhibits a significant change; contacting the
resident * s family, guardian, health care
surrogate, or case manager if the resident is
discharged or moves out,

(e} Awritten record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any ilinesses which
resulted in medical attention, major incidents,
changes in the method of medication
administration, or other changes which resulted in
the pravision of additional services.

This Statute or Rule is not met as evidenced by: *
Based on observation, interview and record

AHCA Form 3020-0001
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STATEMENT OF DEFICIENGIES

{X1) PROVIDER/SUPPLIERICLIA

{X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

review it was determined that 1 (#4) of 4 sampled
residents the facility failed to have documentation |
verifying that the resident’s physicians were
contacted regarding changes in condition and
changes in amounts of food intake.

Findings:

Interview with resident #4 on . ._ . at 1220 PM
revealed he stated he had been sick to his
stomach and unable to eat and his feet had

1 and were painful. The resident was
offered lunch on , but refused all but the
watermelon. He stated "I've been unable to eat
what they have, so | eat whatever | can get down;
1 asked for some tomato soup the other day and | |
threw that up to; ¥'m a mess." The resident stated !
he was going to the doctors today to see about
his i and his feet.

Interview with the administrator on rat 3:45;
PM revealed she stated she was not aware of the ;
resident's eating difficulty or his increasing feet

The administrator pulled the resident’s record
displaying his Extended Congregate Care notes
which had 5 entries . s

,and . The last entry dated
included the documentation: " resident
encouraged to dangle for lunch, stated he has
back pain when sitting up, ate well.” The
administrator stated *| don't know why there is no |
documentation about his eating and his foot
problems; | didn't know anything about them."
The administrator was unable to find
documentation informing the resident's physician |
about his changes in eating and increased feet
pain.

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING R
B WING —
AL11964723
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
2301 S, HWY. 17
APPLE HOUSE 1} CRESCENT CITY, FL 32112
{Xd) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{A 025} Continued From page 5 : {A025}
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{A 025} Continued From page 6 {A 025}

Class It

{A 026} 58A-5.0182(2) FAC Resident Care - Social & . {A 026}
88=D Leisure Activities

{2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in
social, recreational, educational and other
activities within the facility and the community.

(a) The facility shall provide an ongoing activities
program. The program shall provide diversified
individual and group activities in keeping with

each resident ' s needs, abilities, and interests,

{b) The facility shall consuit with the residents in
selecting, planning, and schedufing activities. The |
facility shall demonstrate residents ™ participation
through one or more of the following methads: |
resident meetings, committees, a resident

coungcil, suggestion box, group discussions, .
questionnaires, or any other form of
communication appropriate to the size of the
facility.

(c) Scheduled activities shall be available at least
six {B) days a week for a total of not less than
twelve (12) hours per week. Watching television
shall not be considered an activity for the purpose
of meeting the twelve (12) hours per week of :
scheduled activities uniess the television program .
is a special one-time event of special interest to
residents of the facility. A facility whose residents .
choose to attend day programs conducted at

adult day care centers, senior centers, mental
health centers, or other day programs may count
those attendance hours towards the required
twelve (12) hours per week of scheduled

activities. An activities calendar shall be posted in ;
common areas where residents normally
congregate.

(d) If residents assist in planning a special actwuy
AFICA Form 3020-0001

STATE FORM L HKY312 If continuation sheet 7 of 16
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COMPLETE
DATE

{A 026} Continued From page 7

such as an outing, seasonal festivity, or an
excursion, up to three (3) hours may be counted
toward the required activity time.

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

review it was determined that the facility failed to
consistently provide individual and group activities {
in keeping with each residents needs, abilities,
and interests,

Findings:

During facility tour on at 9:45 AM, 6 !
residents were observed sitting quietly at a table
containing coloring books and a lego set in the
common area. None of the 8 residents were
observed coloring or playing with the legos.

Interview with the the 6 residents on . . at |
9:50 AM revealed the residents stated the
activities at the facility are not of interest to them
and they do not fike to color every day. The
residents stated they are bored and are not asked
about activity choices. :

Interview and concurrent review of the activities
log with the administrator on :revealed

in activities.” The administrator displayed her
activities log which included the activities toss a
ball, feed the goats, color, walking, and nail
trimming. The administrator stated ‘| don't know
what to offer them that they like to do.”

Interview with resident #6 in her ___ [P
at 9:35 AM revealed she stated "l don't do any
activities, they don't do anything | like.” The
resident was observed sitting in her wheel chair in
her | a wall away from her television,

she stated "I don't know how to get them involved i

' {poze

AHCATForm 3020-0001
STATE FORM
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$8=0" Rights & Facility Procedures

(6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Council shall be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
58A-5.0181, FAC,

(b) In accordance with Section 429.28, F.S., the
facility shall have a written grievance procedure
for receiving and responding to resident
complaints, and for residents to recommend
changes to facility policies and pracedures. The
facility must be able to demonstrate that such
procedure is implemented upon receipt ofa
complaint.

{c) The address and telephone number for
lodging complaints against a facility or facility staff |
shall be posted in full view in a common area
accessible to all residents. The addresses and
telephone numbers are: the District Long-Term
Care Ombudsman Council, 1(888)831-0404; the
Advocacy Center for Persons with
1(800)342-0823; the Florida Local Advocacy
Council, 1(800)342-0825; and the Agency
Consumer Hotline 1(888)419-3456.

(d) The statewide toll-free telephone number of
the Florida _ Hotline * 1(800)9€ or
1(800)962—2873 shall be posted in full view in a
common area accessible to all residents.

x4 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)

{A026} Continued From page 8 {AG26}

The resident stated the staff don't ask her for .

ideas for activities, so she just keeps to herself in

her..

Class Il
{A 030}, 58A-5.0182(6) FAC; 429.28 FS Resident Care - {A030}

AHCA Form 3020-0001
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{A030}. Continued From page @ L {A030}

(e) The facility shall have a written statement of

its house rules and procedures which shall be

included in the admission package provided :

pursuant to Rule 58A-5.0181, FAC. The rules

and procedures shall address the facility *s H

policies with respect to such issues, for example, ;

as resident responsibilities, the facility’s .......|

and tobacco policy, medication storage, the

delivery of services to residents by third party

providers, resident elopement, and other
inistrative and ho ing practices,

schedules, and requirements.

(f) Residents may not be required to perform any !

work in the facility without compensation, except

that facility rules or the facility contract may

include a requirement that residents be {

responsible for cleaning their own sleeping areas

or apartments. If a resident is employed by the

facility, the resident shall be compensated, at a

minimum, at an hourly wage consistent with the

federal minimum wage law.

(g) The facility shall provide residents with

convenient access to a telephone to facilitate the

resident ' s right to unrestricted and private

communication, pursuant to Section 428.28(1)(d),

F.8. The facility shall not prohibit unidentified

telephone calls to residents. For facilities with a

ficensed capacity of 17 or more residents in

which residents do not have private telephones, ! i

there shall be, at a minimum, an accessible

telephone on each floor of each building where

residents reside.

(h) Pursuant to Section 429.41, F.8,, the use of

physical shall be limited to half-bed

rails, and only upon the written order of the i

resident " s physician, who shall review the order

biannually, and the consent of the resident or the

resident ' s representative. Any device, including

half-bed rails, which the resident chooses to use

and can remove or avold without assistance shall | |
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429.28 Resident bill of rights.-

(1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State

of Florida, or the Constitution of the United States

as a resident of a facility. Every resident of a
facility shall have the right to:

(a) Live in a safe and decent living environment,

free from and neglect.

(b) Be treated with consideration and respect and

with due recognition of personal dignity,
individuality, and the need for privacy.

(c) Retain and use his or her own clothes and
other personal property in his or her immediate

living quarters, so as to maintain individuality and

personal dignity, except when the facility can
demonstrate that such would be unsafe,

impractical, or an infringement upon the rights of

other residents.

' (A 030}

{d) Unrestricted private communication, including

receiving and sending unopened
correspondence, access to a telephone, and
visiting with any person of his or her choice, at

any time between the hours of 9 am. and 8 p.m.

at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
simifar situations.

(e) Freedom to participate in and benefit from

services and and to achieve

the highest possible level of independence,

autonomy, and interaction within the community.
{f) Manage his or her financial affairs unless the

resident or, if applicable, the resident ' s

representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the

facility to provide safekeeping for funds as
provided in s. 429.27.
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{g) Sharea.__ 1 his or her spouse if both
are residents of the facility.

(h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.

(i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.

() Access to adequate and appropriate health
care consistent with established and recognized
standards within the community.

(k) At least 45 days ' notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a |
physician to require an emergency relocationto a
facility providing a more skilled level of care or the!
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally , the guardian shall be
given at least 45 days ' notice of a

nonemergency relocation or residency
termination. Reasons for relocation shall be set
forth in writing. In order for a facility to terminate
the residency of an individual without notice as
provided herein, the facility shali show good

cause in a court of competent jurisdiction.

(1) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facllity, governing officials, or any other
person without interference, coercion,
discrimination, or reprisal. Each facility shail
establish a grievance procedure to facilitate the
residents ' exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be |
active in, and to associate with advocacy or
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special interest groups.

This Statute or Rule is not met as evidenced by: *
Based on observation, interview, and record i
review it was determined that 1 {resident #3) of 4
sampled residents did not have a physician's
orders for the of use half bed rails.

Findings:

During an interview with resident #3 on at
12:20 PM it was observed that the resident had
1/2 bed rait next to the wall raised and stated R
“"they [staff] try to sneak the other one [bed rail not!
against the wall] up when | am sleeping and when
| wake up, | can't reach my tray to get anything.”

Record review revealed no order for resident #3
to have half bed ralls.

Interview with the administrator on at 4:50
PM revealed she is not sure about the resident's
use of bed rails. The administrator reviewed the
resident's record at 4:40 PM on and
stated that the resident's care plan has no
reference to bed rails.

Class Ili

58A-5.030(8) FAC ECC - Services AE207
(8) EXTENDED CONGREGATE CARE

SERVICES. All services shall be provided in the

least restrictive environment, and in a manner

which respects the resident ‘ s independence,

privacy, and dignity.

(a) An extended congregate care program may
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pravide suppartive services including social
service needs, counseling, emotional support,
networking, assistance with securing social 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 shail be
encouraged to provide supportive services for
residents. The facility shall provide training for
family or friends to enable them to provide
supportive services in accordance with the
resident ' s service plan.

(b) An extended congregate care program shall
make available the following additional services if |
required by the resident ' s service plan:

1. Total help with bathing, dressing, _ 1and "’
toileting;

2. Nursing assessments conducted more
frequently than monthly;

3. Measurement and recording of basic vital
functions and weight;

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 individual 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 staff
will be providing such assistance, obtain the
resident ' s or the resident ' s surrogate, guardian,
or attorney-in-fact* s informed consent to provide
such assistance as required under Section
429.256, F S,

6. Supervision of residents with and

7. Health education and counseling and the

AHCAForm 3020-0001
STATE FORM bl HKY312 # confinuation sheet 14.0f 16




PRINTED: 07/27/2012

FORM APPROVED
Agenoy for Health Care Administration
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION O TP CATION NUMBER. o o COMPLETED
A. BUILDING R
B. WING
AL11964723 o
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, 2iP CODE
2301 8. HWY. 17
APPLE HOUSE # CRESCENT CITY, FL. 32112
(X4 1 SUMMARY STATEMENT OF DEFICIENCIES i3 PROVIDER'S PLAN OF CORRECTION X5y
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
AE207 Continued From page 14 . AE207

implementation of health-promoting programs

and preventive regimes;

8. Provision or arrangement for rehabilitative
services; and

9. Provision of escort services to health related
appoiniments.

{c) Licensed nursing staff in an extended
congregate care program may provide any
nursing service permitted within the scope of their ;
license consistent with the residency

requirements of this rule and the facility ' s written
policies and procedures, and 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
treatment 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

6. 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 shall be conducted.

This Statute or Rule is not met as evidenced by:
Based on record review, observation and
interview, the facility failed to ensure that they
provided services to 1 of 4 (#4) sampled
residents as it was careplanned.

Findings:

Record review of the Extended Congregate Care

{ECC) Monthly Nursing Assessment for resident
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#4 revealed the resident has the "Service to be
Provided” section dated _  filled out with
"Assistance to resident’s dependent to staff with
feeding" and for the outcome section of the ECC
assessment revealed "Maintain 3 balance meal
with adequate food intake. "Record review of the
residents ECC notes include 5 entries since the
resident ’ s admission on with the last entry;
dated ' recorded as "ate well” and "stable.”

Observation and concurrent interview with
resident #4 on tat 12:15 PM revealed the
resident was given watermelon for lunch with a
protien shake. The protien shake was handed to
the resident and the bowl of watermelon was put
on his tray located out of residents reach. The
resident attempted to find his food and was 5
unable to reach his bowi of watermelon, spoon,
and napkin. The resident stated "l think I'm gonna
need my . ' then attempted to find them and
could not. The resident stated “I'm s0 | just
wait for them to come back if | need something;
they are real busy at lunch.” The resident added

" haven't been eating so well lately and have

been throwing up; my legs have been bothering
me and are '

Interview with the administrator on ‘at 3:30
PM revealed she stated " don't know what
happened; we have more staff than usual and
none of them helped him." The administrator
added "1 didn't know about his legs and his
throwing up and | don't know why there is no
documentation about his (residenti#4's) changes,
they should have notes.”

Class: il
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