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A000, Initial Comments | A000

|
Assisted Living Facility I

A biennial state licensure survey was conducted [
on .

Osage Home assisted living facility had
deficiencies found at the time of the visit.

A032: 58A-5.0182(8) FAC Resident Care - Elopement 032
Standards

{8) ELOPEMENT STANDARDS. ¢
(a) Resi d at Risk for Elop: L
All resi at risk for it or
with any history of elopement shall be identified 1
so staff can be alerted to their needs for support
and supervision.
1. As part of its resident elopement response J
policies and procedures, the facility shall make, at
a minimum, a daily effort to determine that at risk ”
residents have identification on their persons that
includes their name and the facility * s name, s
address, and telephone number. Staff attention [
shall be directed towards residents assessed at
high risk for elopement, with special attention i
given to those with 's and W
related s assessed at high risk.
2. At a minimum, the facility shall have a photo |
identification of at risk residents on file thatis I
accessible to all facility staff and law enforcement |
as necessary. The photo identification shall be ﬁ
made available for the file within 10 calendar
days of admission. In the event a resident is

at risk for st 1tto
admission, photo identification shall be made
avallable for the file within 10 calendar days after
a determination is made that the residentisat
risk for elopement. The photo identification may !
be taken by the facility or provided by the resident
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or resident " s family/caregiver. |
{b) Facility Resident Elopement Response

Policies and Procedures. The facility shall

develop detailed written policies and procedures
for responding to a resident elopement. At a I
minimum, the policies and procedures shall
include: |
1. An immediate staff search of the faciltyand |
premises;

2. The identification of staff responsible for 1
implementing each part of the elopement :
response policies and procedures, including
specific duties and responsibilities; l
3. The identification of staff responsible for
contacting faw enforcement, the resident ' s [
family, guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1., and

4, The continued care of all residents within the
facility in the event of an elopement.

(c) Facility Resident Elopement Drills. The facility
shall conduct resident elopement drills pursuant

to Sections 429.41(1)(@)3. and 428.41(1)(1), F.S. [

This Statute or Rule is not met as evidenced by: [
Based on record review and interview, the facility |
had not conducted the minimum number of I
resident elopement drills over the last two years.

Findings include: 1

During the ‘ survey, the only elopement drilt
provided was dated 7 Interview with the
administrator at approximately 5:45pm on !
verified that no subsequent drill had been
conducted since this date.

Class Hi
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{ )

( )
{1) POLICIES AND PROCEDURES.
{a) Each assisted living facility (ALF) must have
written policies and procedures, which delineate
its position with respect to state laws and rules
relative to i. The policies and procedures
shall not condition treatment or admission upon
whether or not the individual has executed or
waived a i, The ALF must provide the
following to each resident, or resident ' s
representative, at the time of admission:
1. A copy of Form SCHS-4-2006, " Health Care
Advance Directives - The Patient’ s Right to
Decide, " 1 2008, or with a copy of some
other substantially simitar document, which
incorp information ing advance
directives included in Chapter 765, F.S. Form
SCHS-4-2006 is available from the Agency for
Health Care Administration, 2727 Mahan Drive,
Mail Stop 34, Tallahassee, FL 32308, or the
agency ' s Web site at:
hitp:/fahca.myflorida.com/MCHQ/Heatlth_Facility_
Regulation/HC_Advance_Directives/docs/adv_dir
pdf;, and
2. Written information conceming the ALF ‘s
policies regarding
3. Information about how to obtam DH Form
1896, Florida Form, |
incorporated by reference in Rule 64J-2.018, %
FAC.

{b) There must be documentation in the resident’
s record indicating whether or not he or she has
executed a wlifa ' has been
executed, a copy of that document must be made |
a part of the resident ' s record. If the ALF does
AHCA Form 3020-0001
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not receive a copy of a resident ' s executed
, the ALF must document in the resident ' s

record that it has requested a copy.
{2) LICENSE REVOCATION. An ALF shall be
subject to revocation of its license pursuant to
Section 408.815, F.S., if, as a condition of
treatment or admission, it requires an individual
to execute or waive a
3 PROCEDURES. Pursuant to Section
429.255, £.8., an ALF must honor a properly
executed as follows:
(a) In the event a resident experiences

, staff trained in

Yora

Jicensed health care provtder present in the
faciity, may withhold

(b) Inthe event aresident is recelvmg hosplce
services and experiences “

, facility staff must immediately contact the
hospioe. The hospice procedures shall take
precedence over those of the assisted living
facility.

(4) LIABILITY. Pursuant to Section 429.255, F.S.,
ALF providers shall not be subject to criminal
prosecution or civil liability, nor be considered to
have engaged in negligent or unprofessional
conduct, for following the procedures set forth in
subsection {3) of this rule, which mvolves
withholding or withdrawing "

pursuantfo a

Order and rules adop . | by the department.

This Statute or Rule is not met as evidenced by:
According to record review and interview, the
facility did not have written policies and

|
|

|
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procedures delineating its position with respect to
state laws and rules relative to

Findings include:
Upon request, the facility's policies and [
procedures were never furnished. Interview with
the administrator at approximately 5:36 pm.on |

' revealed that she had never developed W
any formal policies and/or procedures regarding

, nor had she provided

any of her residents with informational materials [
pertaining to advance directives, including the
Form SCHS-4-2006, "Health Care Advance
Directives--The Patient's Right to Decide.” I

Class 1l
Widespread

A078 58A-5.019(2) FAC Staffing Standards - Steff 1 A0T78

{2) STAFF. t
{a) Newly hired staff shall have 30 days to submit ;
a statement from a health care provider, based

on a examination conducted within the last six
months, that the person does not have any signs w
or symptoms of a communicable

including . Freedom from
. must be documented on an annual
basis. A person with a positive test [

must submit a health care provider ' s statement
that the person does not constitute a risk of
communicating .. Newly hired staff
does not include an employee transferring from |
one facility to another that is under the same
management or ownership, without a break in
service. If any staff member is later found to

have, or is suspected of having, a communicable |
_._ ..., hefshe shall be removed from duties
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until the administrator determines that such
condition no longer exists.
{b) Al staff shall be assigned duties consistent
with his/her level of education, fraining,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or certified. All staff
shall 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 health care provider in
accordance with this rule chapter,
{c) All staff must comply with the training
requirements of Rule 58A-5.0191, FAC.
{d) Staff provided by a staffing agency or

ployed by a busit entity ¢ ing to
provide direct or indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to
residents.
{e) For facilities with a licensed capacity of 17 or
more residents, the facility shall:
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 staff.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, two of
three staff sampled with a

screening in place (A;B) had not had it
documented on an annual basis.

Findings include:

A personnel file review during the survey

I
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indicated that the latest - statement for Staff A

was from , while the latest statement for Staff
B was from . Interview with the administrator
at approximately 6 p.m. on verified that
no subsequent - evaluations had been
procured for either individual.

Class 1l

Pattern

A 085 58A-5.0191(6) FAC Training - Nutrition & Food [ A085

Service ‘

{6) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the [
administrator as responsible for the facility ' s i
food service and the day-to-day supervision of
food service staff must obtain, annually, a i
minimum of 2 hours continuing education in w
topics pertinent to nutrition and food service in an |
assisted living facility. A certified food manager,
licensed dietician, registered dietary technician or
health department sanitarians are qualified to
train assisted living facility staff in nutrition and
food service.

i

This Statute or Rule is not met as evidenced by: ;
Based on record review and interview, the '
administrator had not obtained a 2 hour training in
nutritionffood service-related topics in an ALF

environment on an annual basis. {

Findings include:
An interview with the administrator at

approximately 5:15 p.m. on confirmed
that she was in charge of the facility's |
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food/nutritional service. Review of the |
administrator's personnel file found no
documented evidence that she had received any
2 hour nutrition-related update training in fopics |
related to the assisted living field. Further
interview with the administrator indicated that she
had not taken any nutritional seminar to meet this |
requirement.
|
Class it !
] !
- i
A090 58A-5.0191(11) FAC Training - Do Not A0S0
. _ Orders !
(n i |
TRAINING,

(a) Currently employed facility administrators,
managers, direct care staff and staff involved in I
resident admissions must receive at least one
hour of training in the facility ' s policies and
procedures regarding within 60 days [
after the effective date of this rule.

(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 facility * s policy and procedures i
regarding ; within 30 days after
employment.

{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 record review and interview, three of
three staff sampled (A-C) who had been
employed at least 30 days had not received
AFCA Form 3020-0001
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training in the facmtys policies and procedures
related to

Findings include:

A personnel file review during the survey
indicated that Staff A, B, and C, hired . ,
and , respectively, had not been trained in
the facility's . policies and procedures.
interview with the administrator (Staff A) at
approximately 5:45 p.m. on revealed that
she still needed to develop said policies and
procedures.

Class IH

Widespread

A093 58A-5.020(2) FAC Food Service - Dietary
Standards

(2) DIETARY STANDARDS.
{a) The Tenth Edition Recommended Dietary

Board - National Research Council, adjusted for
age, and activity, shall be the nutritional
standard used to evaluate meals. Therapeutic
diets shall meet these nutritional standards to the
extem possible A summary of the Tenth Edition
d Dietary Al interpreted
by a daily food guide, is available from the DOEA
Assisted Living Program.
(b} The recommended dietary allowances shall
be met by offering a variety of foods adapted to

of the residents and prepared by the use of

capacity of 16 or fewer residents, standardized
recipes are not required. Unless a resident
chooses to eat less, the recommended dietary

Allowances established by the Food and Nutrition !

the food habits, preferences and physical abilities |

standardized recipes. For facilities with a licensed

A090

A 093
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allowances to be made available to each resident
daily by the facility are as follows: {
1. Protein: 6 ounces or 2 or more servings;

2. Vegetables: 3 5 servings;

3. Fruit: 2 4 or more servings,

4. Bread and starches: 6 11 or more servings;

5. Milk or milk equivalent: 2 servings;

6. Fats, oils, and sweets: use sparingly; and

7. Water.

{c) All regular and therapeutic menus to be used
by the facility shall be reviewed annually by a
registered dietitian, licensed dietitian/nutritionist,
or by a dietetic technician supervised by a
registered dietitian or ficensed
dietitian/nutritionist, to ensure the meals are
commensurate with the nutritional standards
established in this rule. Portion sizes shall be
indicated on the menus or on a separate sheet.
Daily food servings may be divided among three
or more meals per day, including snacks, as
necessary to accommodate resident needs and
preferences. This review shall be documented in
the facility files and include the signature of the
reviewer, registration or license number, and date
reviewed. Menu items may be substituted with
items of comparable nuiritional value based on
the seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus to be served shall be dated and
planned at least one week in advance for both
regular and therapeutic diets. Residents shall be
encouraged to participate in menu planning.
Planned menus shall be conspicuously posted or
easily available to residents. Regular and
therapeutic menus as served, with substitutions
noted before or when the meal is served, shall be
kept on file in the facility for 6 months.

{e) Therapeutic diets shall be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
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choices through a select menu, buffet style dining
or family style dining are not required to
document what is eaten unless a health care
provider ' s order indicates that such monitoring is
necessary. However, the food items which enable
residents to comply with the therapeutic diet shall
be identified on the menus developed for use in
the facility.
2. The facility shall document a resident’ s
refusal to comply with a therapeutic diet and
notification to the resident ' s health care provider
of such refusal. If a resident refuses to follow a
therapeutic diet after the benefits are explained, a
signed statement from the resident or the
resident ' s responsible party refusing the diet is
acceptable documentation of a resident ' s
preferences. In such instances daily
documentation is not necessary.
(f) For facilities serving three or more meals a
day. no more than 14 hours shall elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals shall be evenly
distributed throughout the day with not less than
two hours nor more than six hours between the
end of one meal and the beginning of the next.
For residents without access to kitchen facilities,
snacks shall be offered at least once per day.
Snacks are not considered to be meals for the
purposes of the time between meals.
(g) Food shall be served attractively at safe and

. All residents shall be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adapiive equipment if needed by any
resident, shall be on hand.
{n) A 3-day supply of non perishable food, based
on the number of weekly meals the facility has
contracted with residents to serve, and shall be
on hand at all times. The quantity shall be based

AHCA Form 3020-0001
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canned foods that do not require refrigeration and
shail be kept in sealed containers which are
labeled and dated. The food shall be rotated in
accordance with shelf life to ensure safety and
palatability. Water sufficient for drinking and food
preparation shall aiso be stored, or the facility
shall have a plan for obtaining water in an
emergency, with the plan coordinated with and
reviewed by the local disaster preparedness
authority.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
did not maintain a menu substitution log on file for
at least the last 6 months.

Findings include:

At approximately 4:20 p.m. on , the
caregiver in charge was asked to produce the
facility menu substitution log. She replied "that's
something that we don't really keep track of,
since we have alternate menus, and we make
entries in each separate resident files if they eat
something other than what's on the menu." Upon
further questioning, it was clear that the caregiver
understood what this writer was referring to; in an
interview with the administrator at approximately
6p.m.on , she stated that she thought
having 'an alternate menu’ satisfied this
requirement.

Class Il

Widespread
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on the resident census and not on licensed
capacity. The supply shall consist of dry or
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{3) OTHER REQUIREMENTS,

(a) All facilities must:

1. Provide a safe living environment pursuant to

Section 429.28(1)(a), F.S.; and

2. Must be maintained free of hazards; and

3. Must ensure that all existing architectural,

mechanical, electrical and structural systems and

appurtenances are maintained in good working

order.

{b} Pursuant to Section 429.27, F.S,, residents

shall be given the option of using their own

beiongings as space permits. When the facility

supplies the furnishings, each resident '
sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the mattress a comfortable

height to ensure easy access by the resident;

2. Acloset or wardrobe space for hanging

clothes;

3. Adresser, chest or other furniture designed for

storage of personal effects;

4. Atable, bedside lamp or floor lamp, and waste

basket; and

5. A comfortable chair, if requested.

(c) The facility must maintain master or duplicate

keys to resident i fo be used in the

event of an emergency.

{d} Residents who use portable bedside

commodes must be provided with privacy during

use.

(e) Facilities must make available linens and

personal laundry services for residents who

require such services, Linens provided by a

facility shall be free of tears, stains and not be

FORM APPROVED
STATEMENT OF DEFICIENCIES X1) PROVIDERISUPPLIER/CLIA o 71 {X3) DATE SURVEY
AND PLAN OF CORRECTION R S ey (X2 MULTIPLE CONSTRUCTION COMPLETED
A, BULDING
B. WING
AL11953424 S :
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
1014 OSAGE STREET
OSAGE HOME CLEARWATER, FL. 33755
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION {X8)
PREFiX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L.SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A152 58A-5.023(3) FAC Physical Plant - Safe Living | A152
Environ/Other

AHCA Form 3020-0001
STATE FORM

bl o1ZLn

# continuation sheet 130f 18




PRINTED: 08/09/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION TP O st o COMPLETED

A. BUILDING

B.WING
AL11953424 ” ——

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21P CODE

1014 OSAGE STREET

OSAGE HOME CLEARWATER, FL 33755

(xa) D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x6)
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

A152

A161

Continued From page 13 | A152

This Statute or Rule is not met as evidenced by:
Based on observation, the facility did not ensure
that all electrical systems and appurtenances
were in good working order.

Findings include:

During the initial four of the facility from between
approximately 2:40 p.m. and 3:30 p.m. on

, as well as during the remainder of the
survey, the following issues were noted:
a) the toilet tank cover in the o
Resident #2's badly broken/chipped;
b) three of the bulbs in this : burnt
out;
¢} the central light fixture in the dining !
not work, leaving only the light in the far corner to |
flluminate the entire --thus leaving it
extremely dim;
d) the dresser cabinet in Resident #2's
missing a handle, while another handle was very
ioose; and
e) the vinyl covering the two couches in the main
fiving/TV area was ripped/badly damaged.

Class Il

Widespread

58A-5.024(2) FAC Records - Staff A161

(2) STAFF RECORDS.

{a) Personnel records for each staff member shall

contain, at a minimum, a copy of the original

employment application with references furnished

and verification of freedom from communicable
including .. In addition,
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records shall contain the following, as applicable:
1. Documentation of compliance with all staff
training required by Rule 58A-5.0191, FAC,;
2. Copies of all licenses or certifications for all
staff providing services which require licensing or
certification;
3. Documentation of compliance with level 1
background screening for all staff subject to
screening requirements as required under Rule
58A-5.019, FAC.,
4. A copy of the job description given to each staff
member pursuant to Rule 58A-5.019, F.A.C., for
tacifities with a licensed capacity of seventeen
{17) or more residents, and
5. Documentation of facility direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 58A-5.0182(8)(c),

.C.

{b} The facility shall not be required fo maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by a business
entity contracting to provide direct or indirect
services to residents and the facility. However,
the facility must maintain a copy of the contract
between the facility and the staffing agency or
contractor as described in Rule 58A-5.019,

F.AC,

{¢) The facility shall maintain the facility ' s written
work schedules and staff time sheets as required
under Rule §8A-5.019, F A.C., for the last 6
months.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the
personnel records for two of three staff sampled
{A; C) did not contain verification of freedom from
communicable
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A 181 Continued From page 15

Findings include:

Although personnel file review during the

survey found a and statement for
Staff A and C, respectively, further review of their
records found no official health evaluation
attesting to their freedom from other
communicable completed by a
physician, physician's assistant or ARNP,
Interview with the administrator at approximately
6pm on : confirmed that neither Staff Anor
C had the required health screening.

Class il

Pattern

A 181 68A-5.026(2) FAC Emergency Mgmt - Plan
Approval

{2) EMERGENCY PLAN APPROVAL. The plan
shall be submitted for review and approval to the
county emergency management agency.

() The county emergency management agency
has 60 days in which to review and approve the
plan or advise the facility of necessary revisions.
Any revisions must be made and the plan
resubmitted to the county office of emergency
management within 30 days of receiving
notification from the county agency that the plan
must be revised.

{b) Newly-licensed facility and facilities whose
ownership has been transferred, must submit an
amergency management plan within 30 days
after obtaining a license.

{c) The facility shall review its emergency
management plan on an annual basis. Any
substantive changes must be submitted to the
county emergency agency for review and

T A181

{ A181
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approval.

1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be itted to the county

management agency annually as a signed and
dated addendum that is not subject to review and
approval.

{d) The county emergency management agency
shall be the final administrative authority for
emergency management plans prepared by
assisted living facilities.

{e) Any plan approved by the county emergency
management agency shall be considered to have
met all the criteria and conditions established in
this rule.

This Statute or Rule is not met as evidenced by: }
According to record review and interview, the
facility had not submitted their emergency
management plan to the county emergency H
management agency for review and approval on W
an annual basis. :

Findings include:

Upon request, the facility was unable to produce

a copy of the latest approval stamp regarding

their emergency management plan. According to |
the administrator in an interview at approximately i
5:40 p.m. on , "they had submitted all of
their previous approvals along with a copy of the
currently revised plan to the county emergency |
management agency.” She added that "they had |
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not made a copy of the relevant approval stamps
to maintain in the facifity.”
Class il 1
i
|
i
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RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY

L2012

Administrator

Osage Home

1014 Osage Street
Clearwater, FL. 33755

Dear Administrator:

This letter reports the findings of a biennial state licensure survey that was conducted on , 2012, by a
representative of this office.

q

Attached is the provider's copy of the State (3020) Form, which indi the deficiencies that were identifi
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review to verify that the necessary corrections are in place to correct the deficiencies identified
on your survey.

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

hitp://ahca myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive
consumer satisfaction 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
ional and i lication of the survey process.

%

Thank you for the assistance provided to the surveyor. Should you have any questions please call
Paul Brown, HFES, at 727-552-2000.

Sincerely,

Patricia Reid Caufman @1
Field Office Manager

PRC/kpr

Enclosure: State Form 3020

St. Petersburg Field Office
§25 Mirror Lake Drive North, Suite 410 A
St. Petersburg, FL. 33701

Phone (727) 552-2000; Fax (727) 552-1161

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
hitpi/iahca.myforida.com




