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| An unannounced revisit to the renewal licensure

+ survey was conducted at Ingleside Retirement on
- 2012. Some deficiencies were not

| corrected and new deficiencies were identified. |

| 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), FS

| 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;

13 Any nursing or - services required by the

| individual;

| 4. Any special diet required by the individual;

| 5. Alistof 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 to be

| transmitted to other residents or staff,

| 7. A statement on the day of the examination that,

1 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 license

| number of the examining licensed heaith care i
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i |

provider. The medical examination may be
conducted by a currently ficensed health care !
| provider from another state.
(b) A medical examination completed after the
resident ' s admission to the facllity 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 | i
Agency Central Office or its website at |
| www fdhc.state fl.us/MCHQ/Long_Term_Care/ |
| <hitp:/Awww.fdhc.state.fL.us/MCHQ/Long_Term_C |
aref> i

‘ Assisted_living/pdffAHCA_Form_1823%.pdf. The | : |

|

|

i

|

form must be completed as follows:

1. The resident’ s licensed heaith 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

i 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 Facility, or may use electronic i i

i documentation, which at a minimur includes the i |

| elements in Section 3. This requirement does not |
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| apply for residents receiving:

| a. Extended congregate care (ECC) services in

| faciliies holding an ECC license;

| b. Services under community living support plans
in facilities holding limited mental heaith licenses;
| ¢. Medicaid assistive care services, and

| d. Medicaid waiver services.

| (c) 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

11823,

| {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 the

| facility and recorded on AHCA Form 1823

| described in paragraph (b).

i (e) An assessment that has been conducted

I through the Comprehensive, Assessment,

| Review and Evaluation for Long-Term Care

| Services (CARES) program may be substituted

“ for the medical examination requirements of
Section 428.426, .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

| licensed health care provider conducting the

. medicat examination may be attached to the
health assessment. Alicensed heaith care

| provider may attach a . : 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
1, Services pursuant to Section 415.105 or

| 415.1051, F.S., shall be exempt from the
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{A 008} Continued From page 3

| examination requirements of this subsection for

| up to 30 days. However, a resident acoepted for

| temporary emergency placement shail 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.

|
i

|
|
i
|
|

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

| with the mangager, the facility failed to ensure

| that the AHCA Form 1823 Health Assessment

| was completed appropriately for two of four

| residents reviewed ( #1, #12) as it refated to what

| kind of assistance they required with their

| medications.

The findings include:

| Areview of resident records for Residents #1 and
‘I #12 revealed that the physician did not

| appropriately complete the AHCA Form 1823

| Health Assessment regarding the need for the
| residents fo be assisted with medications or if
| they required medication administration.

| This was confirmed in an interview with the
| manageron . 2012 at 3:00 pm.

| Class i

| Original Correction Date: L2012

|

{A 052} 58A-5.0185(3) FAC Medication - Assistance with
! Self-Admin

| {a 008}
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{A 052}: Continued From page 4
(3 ASSISTANCE WITH
| SELF-ADMINISTRATION.
| (a) For facilities which provide assistance with
| self-administered medication, gither: a nurse; or
. an uniicensed staff member, who is at feast . J
i _trained to assist with self-administered
| medication in accordance with Rule 58A-5.0191,
| EAC., and able to demonstrate to the
| administrator the ability to accurately read and

| assist residents with self-administered
| medications in accordance with procedures

described in Section 429.256, F.S.
(b} i with self- inj ion of
| medication includes verbally prompting a resident
| to take medications as prescribed, retrieving and
| opening a properiy labeled medication containef,
‘i and providing assistance as specified in Section
| 429.256(3), F.S. In order to facilitate assistance
| with self-administration, staff may prepare and
| make available such items as water, juice, cups,
. and spoons. Staff may also return unused doses
| to the medication container. Medication, which
| appears to have been contaminated, shall not be
| returned to the container.
| (c) Staff shall observe the resident take the
| medication. Any concerns about the resident ' s
| reaction to the medication shall be reported to the
| resident’ s health care provider and documented
| in the resident ' s record

(d) When a resident who receives assistance with
| medication is away from the facility and from
| facility staff, the foliowing options are available to
| enable the resident to take medication as
prescribed:
1. The healith care provider may prescribe a
medication schedule which coincides with the
' resident’ s presence in the facility,
| 2. The medication container may be given to the
| resident or a friend or family member upon

| interpret a prescription label, must be available to ?

nos2y |

i
i
i
|
|
i
i
i

AHCA Form 3020-0001
STATE FORM

=

QTiQ2

W continuation sheet § of 12



Agency for Health Care Administration

PRINTED: 08/23/2012

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

FORM APPROVED
{X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY j
IDENTIFICATION NUMBER o COMPLETED
ABULDING R
8. WING I,
AL11911180 T _

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
1433 INGLESIDE AVENUE

| leaving the facility, with this fact noted in the

| resident ' s medication record;

| 3. The medication may be transferred to a pil

| organizer pursuant to the requirements of

. subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with

+ this fact noted in the resident ' s medication

| record; or

| 4. Medications may be separately prescribed and

| dispensed in an easier to use form, such as unit

| dose packaging;

\ {e) Pursuant to Section 420.256(4)(h), F.S., the

; term " competent resident " means that the

| resident is cognizant of when a medication is

| required and understands the purpose for taking

| the medication.

| {f) Pursuant to Section 428.256(4)(1), F.8., the

| terms " judgment " and " discretion * mean

! interpreting vital signs and evaluating or

| assessing a resident’ s condition.

L4y e with self- 1 does not
| include:
(@) Mixing, converting, or

|

; medication doses, except for 1
| measuring a prescribed amount of liquid §
| medication or breaking a scored tablet of |
| crushing a tablet as prescribed. f
| (b) The preparation of syringes for injection or the |
| administration of medications by any injectable E
| route. i
* (c) Administration of medications through |
| intermittent positive pressure breathing machines 1
H

H

|

i

|

fora

| (dy Administration of medications by way of a
| tube inserted in a cavity of the body.

! {e) Administration of | preparations.
| {f) Irrigations or debriding agents used in the

| treatment of a skin condition.
l or | preparations.
(h) Medications ordered by the physician or
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{A052}| Continued From page 6
|

| heaith care professional with prescriptive

| authority to be given " as needed, " unless the
| order is written with specific parameters that

| preclude independent judgment on the part of the
| unlicensed person, and at the request of a

| competent resident.

I (i) Medications for which the time of

“ administration, the amount, the strength of

| dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.

This Statute or Rule is not met as evidenced by:

Based on resident medication observation

records and an interview with the manager, the

| facility failed to ensure that residents who were
not competent were assisted with as needed

| medications by licensed nurses for one of three

| residents reviewed (#5)

i The finidngs include:

| Areview of Resident #5's medication observation
record revealed | 500 mg, with instructions
1o give every six hours, as needed for pain, was

| still being given as needed without a licensed

| staff person available to administer the

| medication.

|

This was confirmed in an interview with the
+ administrator on , 2012 at 3:00 pm.
i Class It

| Original Correction Date:
| (immediate)

L2012

A 080 58A-5.0191(1) FAC Training - Core &
| Competency Test

:‘ Staff Training Requirements and Competency

{A 052}

A080
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1 (1) ASSISTED LIVING FACILITY CORE

| TRAINING REQUIREMENTS AND

| COMPETENCY TEST.

| (a) The assisted living facility core training

| requirements established by the department

| pursuant to Section 429,52, F.S., shall consist of

| & minimum of 26 hours of training plus a

| competency test. g

| (b) Administrators and managers must |

| successfully complete the assisted fiving facility

| core fraining requirements within 3 months from

the date of becoming a facility administrator or

| manager. Successful completion of the core

. training requirements includes passing the

competency test. The minimum passing score for

the competency test is 76%. Administrators who

have attended core training prior to 1997,

| and managers who attended the core training

| program prior to 1998, shall not be

| required to take the competency test,

| Administrators licensed as nursing home

| administrators in accordance with Part it of

| Chapter 468, F.S., are exempt from this

i requirement.

‘I (c) Administrators and managers shall participate

| in 12 hours of continuing education in topics

| related to assisted living every 2 years as 1

| provided under Section 429.52, F.S. {

1 (d) A newly hired administrator or manager who |

| has successfully completed the assisted living %

| facility core training and continuing education i

| requirements, shall not be required to retake the |

| core training. An administrator or manager who z
i
!
i

|
i
|

| has successfully completed the core training but
| has not maintained the continuing education

. requirements will be considered a new

| administrator or manager for the purposes of the
| core training requirements and must:

| 1. Retake the assisted living facility core training;

INGLESIDE RETIREMENT JACKSONVILLE, FL 32205
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A080 | Continued From page 8 A080 | |

i and .
| 2. Retake and pass the competency test. |
| {€) The fees for the competency test shall not 1
| exceed $200. The payment for the competency 1
| test fee shall be remitted to the entity !
+ administering the test. A new fee is due each time ?
i the test is taken. i
%
i
!

|
H
| This Statute or Rule is not met as evidenced by t
| Based on employee record review and an
| interview with the manager, the facility failed to
| ensure that the administrator (Employee #4)
+ completed tweive hours of continuing education
| within the last two years

| Areview of Employee #4's records revealed that

| the employee had not completed twelve hours of |
continuing education during the tast two years

| The last documented training in the records was

i of 2009. At the time of the survey, the

| facility did not have a currently qualified

| ini r who had completed twelve hours of

| continuing education

| This was confirmed in an interview with the
manager on 2012 at 11:00 am.

i

i Class Il

| Correction Date: 2012

|

|

1

| s
' The findings include: %
1

i

|

{

i
A084 58A-5.0191 (5) FAC Training - Assis Self-Admin
| Meds & Med Mgmt

A0B4

| (5) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION

AHCA Form 3020-0001
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| MANAGEMENT. Unlicensed persons who will be
providing assi e with self-admini d

| medications as described in Rule 58A-5.0185,

F.A.C., must meet the training requirements

pursuant to Section 429.52(5), F.S., prior to

| assuming this responsibility. Courses provided in

| fulfilment of this requirement must meet the

following criteria:

(a) Training must cover state law and rule

requirements with respect to the supervision,

i ini jon, and gement of
medications in assisted living facilities;
procedures and techniques for assisting the
| resident with self-administration of medication
including how to read a prescription labef;
providing the right medications to the right
resident; common medications; the importance of
taking medications as prescribed; recognition of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include demonstrations of proper techniques and
| provide opportunities for hands-on learning
through practice exercises.

(b) The training must be provided by a registered
| nurse or ticensed pharmacist who shall issue a
| training certificate to a trainee who demonstrates

an ability to:
|1, Read and understand a prescription tabel;
| 2. Provide ass e with self-admir ion in

| accordance with Section 429.256, F.S., and Rule
| 58A-5.0185, F.A.C., including:

| a. Assist with orai dosage forms, dosage
i forms, and . . and nasal
i dosage forms;

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

|
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i
¢. Recognize the need to obtain clarification of an
| “as needed " prescription order;
d Recognize a medication order which requires
]udgment or discretion, and to advise the
| resident, resident ' s health care provider or
| facility employer of inabiiity to assistin the
admtmstratlon of such orders;
| e, Complete a medication observation record;
| f Retrieve and store medication, and
. g. Recognize the general signs of adverse
| reactions to medications and report such
| reactions.
| (c) Unlicensed persons, as defined in Section
| 429.266(1)(b), F.S., who provide assistance with
| self if-administered medications and have
successfully completed the initial 4 hour training,
must obtain, annually, a minimum of 2 hours of
| continuing education training on providing
| assistance with self-administered medications
! and safe medication practices in an assisted
| living facility. The 2 hours of continuing education
| training shali only be provided by a ficensed
 registered nurse, or a licensed pharmacist.

Thxs Statute or Rule is not met as evidenced by:
Based on employee record review and an
mtewnew with the manager, the facility failed to
ensure that one of three employees (#1)
compieted fwo hours of continuing education in
| the assistance with the self-administration of
| medications during the last year.

| The findings include:

A review of Employee #1's records revealed that
| the two hours of continuing education in the
| assistance with the self administration of

i medication had not been comp during the

IDENTIFICATION NUMBER. COMPLETED
A, BUILDING R
B.WING
AL11911190 e
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2012

Administrator
Ingleside Retirement
1433 Ingleside Avenue
Jacksonville, FL. 32205

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.

All deficiencies should be corrected no later than . 2012, A recommendation for sanction has

been forwarded to the Central Office in Tallahassee for the Class i deficiency. This action, if taken, will be a
matter of separate correspondence from the Central Office in Tallahassee.

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.shiml 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 professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call this office at
(904) 798-4201.

Sincerely,

Koiheo el —

Keisha Woods, MPH
Health Facility Evaluator Supervisor
Division of Health Quality Assurance

KW/sm
Enclosure

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
Http-fiahca myflorida com

Jacksonville Field Office

921 N. Davis St., Bidg. A, Suite 115
Jacksonviile, FL 32209

Phone (904) 798-4201; Fax (904) 358-6054




