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A 000! Initial Comments
1

‘ A complaint inspection CCR#2012006848 was
| conducted on The facility had
| Geficiencies found at the time of the visit.

A010) 58A-5.0181(4) FAC Admissions - Continued
f Residency

I

| (4) CONTINUED RESIDENCY. Except as follows

| in paragraphs (a) through (e) of this subsection,

| criteria for continued residency in any licensed

| facility shall be the same as the criteria for

| admission. As part of the continued residency

| criteria, a resident must have a face-to-face

| medical examination by a licensed heaith care

| provider at least every 3 years after the initial

t, or after a signi change,

whichever comes first. A significant change is
defined in Rule 58A-5.0131, F.A.C. The results of
the examination must be recorded on AHCA

| Form 1823, which is incorporated by reference in

| paragraph (2)(b) of this rule. The form must be

| completed in accordance with that paragraph.

| After the effective date of this rule, providers shall

. have up to 12 months to comply with this

| requirement.

| (a) The resident may be bedridden forupto 7
consecutive days.

| {b) A resident requiring care of a pressure

| ... may be retained provided that:
| 1. The facility has a LNS license and services are
| provided pursuant to a plan of care issued by a
| licensed health care provider, or the resident
| contracts directly with a licensed home health
| agency or a nurse to provide care;
2. The condition is documented in the resident’ s
 record; and
| 3. If the resident ' s condition fails to improve
| within 30 days, as documented by a licensed
| health care provider, the resident shall be

|
|
i
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| discharged from the facility.
HerA ill resident who no longer meets
| the criteria for continued residency may continue
| to reside in the facilty if the following conditions
| are met:
| 1. The resident qualifies for, is admitted to, and
| consents to the services of a licensed hospice
+ which coordinates and ensures the provision of
| any additional care and services that may be
| needed;
" 2. Continued residency is agreeable to the
| | resident and the facility,
| 3. An interdisciplinary care plan is developed and
! implemented by a licensed hospice in
| consultation with the facility. Facility staff may
| provide any nursing service permitted under the
| facility ' s license and total help with the activities
i of daily living; and
| 4. Doct ion of the requil of this
| paragraph is maintained in the resident ' s file.
| {d) The administrator is responsible for
| monitoring the continued appropriateness of
| placement of a resident in the facility.
| {e) Continued residency criteria for facilities
| halding an extended congregate care ficense are
| described in Rule 58A-5.030, F.A.C.
| (5) DISCHARGE. if the resident no fonger meets
I the criteria for continued residency, or the facility
| is unable to meet the resident ' s needs, as
| determined by the facility administrator or
| licensed health care provider, the resident shail
| be discharged in accordance with Section
1 429.28(1), F.S.

| This Statute or Rule is not met as evidenced by:
| Based on observations, record review and

I b
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\ mterwew the administrator failed to monitor the |
appropri of pl it 1ofQ i
\ (#1) sampled residents and retamed the resident
+ who required total care with bathing, dressing and
| that exceeded reguirements for
continued residency in the ALF.

Findings:

Observations of resident #1 on at
approximately 9:30 PM revealed that he was
sitting on the sofa in the common area at
approximately 11 AM the facifity manager was

| observed helping the resident to sit down

| because he was standing up next to the sofa next
to another resident. The facility manager had a
banana and began feeding it to the resident.

During interview with the facility manager on
at approximately 9:45 AM, who stated the
resident was total care with bathing, dressing and
The resident was not able to talk due
to his

Resident record review revealed resident #1 had

an Assisted Living Facility Health Assessment

Form (1823) dated | with diagnoses of
pe 2 and

The form noted the resident required supervision

with his Activities of Daily Livings (ADL's). The

1823 noted that the resident needed his

medications administered and unlicensed staff

(non-nurses) were giving the resident his

medications. Further record review revealed a

| health care providers notes for and

| which documented the resident had

| advanced and was total care.

|

| The resident was admitted on hospice sometime

iin ... | and discharged in
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T
|
!
| Class 1l | i
H I
A 025‘I 58A-5.0182(1) FAG Resident Care - Supervision A 025 !‘
‘l An assisted living facility shall provide care and i‘
| services appropriate to the needs of residents |
| accepted for admission to the facility. i
| (1) SUPERVISION. Facilities shall offer personal i
| supervision, as appropriate for each resident, |
i including the following: |
| (@) Monttor 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 |
l whereabouts. The resident may travel |
| independently in the community. |
| (d) Contacting the resident ' s health care |
‘! provider and other appropriate party such as the ‘
i resident' s family, guardian, health care i
surrogate, or case manager if the resident H
| exhibits a significant change; contacting the |
| resident ' s family, guardian, heaith care |
| surrogate, or case manager if the resident is |
| discharged or moves out. !‘
| (&) Awritten record, updated as needed, of any i
| significant changes as defined in subsection i

| 58A-5.0131(33), F.AC., any illnesses which

| resulted in medical attention, major incidents, \
| changes in the method of medication |
. administration, or other changes which resulted in |
| the provision of additional services. |
| \
|
\

. This Statute or Rule is not met as evidenced by:
| Based on record review and interview the facility
SHEA Form 3020-0001
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|

AQ32

| failed to maintain a written record of significant
| changes, iinesses which resulted in hospital

| admissions and that the family and health care
| provider were notified for 1 of 9 sampled

| residents (#5).

| Findings:
|

| Record review for resident #5 revealed that there
. was hospital discharge paper work in his record

| that noted he was discharged from a hospital on
Ll Further record review revealed that there
| was no written documentation to indicate when

| and what events transpired that required the

| resident to be transferred and admitted to the

| hospital. Nor was there documentation that the

| family and health care provider was contacted,

|

|

1

|

|

|

|

|

|

|

|

|

|

|

|

|

|

|

‘ |
| The administrator stated that the resident wanted i
| to go to the hospital and was admitted; he |
| searched the record and could not find |
. documentation regarding the hospitat admission |
| and whether or not the family and health care |
| provider were nofified. |
|

|

|

|

|

!

|

|

|

|

|

|

|

|

Class ..

i
| 58A-5.0182(8) FAC Resident Care - Elopement AD32
| Standards
|

| (8) ELOPEMENT STANDARDS.
(2) Residents Assessed at Risk for Elopement.
| All residents assessed at risk for elopement or
| with any history of elopement shall be identified
| so staff can be alerted to their needs for support
| and supervision.
| 1. As part of its resident elopement response
| poficies and procedures, the facility shall make, at
| & minimum, a dally effort to determine that at risk
! residents have identification on their persons that
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| includes their name and the facility ' s name,
| address, and telephone number. Staff attention
| shall be directed towards residents assessed at

| high risk for elop with special
| given to those with .. and
| refated assessed at high risk.

|

|

T

|

i

|

|

|

|

| 2. At a minimurn, the facility shali have a photo |
identification of at risk residents on file that is |
accessible to all facility staff and law enforcement |
as necessary. The photo identification shall be i
made available for the file within 10 calendar |
days of admission. In the event a resident is |
| assessed at risk for elopement subsequent to |
| admission, photo identification shall be made i
available for the file within 10 calendar days after |
| a determination is made that the resident is at i
risk for elopement. The photo identification may |
be taken by the facility or provided by the resident |
|

|

|

l

|

|

H

i

|

i

|

|

|

|

|

|

i

I

T

or resident ' s family/caregiver.

(b) Faciiity Resident Elopement Response
Policies and Procedures. The facility shall
develop detailed written policies and procedures
for responding to a resident elopement. At a
minimum, the policies and procedures shall

| include:

1. An immediate staff search of the facility and
premises;

2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities;

| 3. The identification of staff responsible for
contacting law 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
facifity in the event of an elopement.

| () Facility Resident Elopement Drills. The facility
shalt conduct resident efopement drills pursuant

i
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Continued From page 8
to Sections 429.41(1)(@)3. and 429.41(1)(1), E.S.

This Statute or Rule is not met as evidenced by:
Based on abservations and interview the facility
failed to ensure 6 of 6 at risk (AR) of elopement
residents were identified at all times so staff could
be alerted to her needs for support and
supervision.

Findings:

The ini stated at approxi 10:50
AM that there were 6 residents who were at risk
of elopement. He added that they had no
identification on them, but he had their picture.
Observations at approximately 11 AM, of the 6
residents named by the administrator as
elopement risk , revealed that they did not have
any type of identification on their persons.

Class Hi

AQ32
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FORDAAGENCY FOR HEATH CARE ADMENITRATION

Ré%(vgga& Better Heaith Care for all Floridians EUZSAE%EFE}}E%? EK
2012
Administrator
San Jean Facility Care, Inc
815 24th Street
Orlando, FL. 32805
Dear Administrator:
Re: CCR #2012006848
This letter reports the findings of a state licensure survey that was conducted on 2012 by

representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
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 after 2012, 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
httg://ahca,myﬂor_idapom/}’ublications/Forms.shﬂl 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(s). Should you have any questions please call Lorraine
Henry at

Sincerely,

Théresa DeCanio, RN
Field Office Manager

Li/be

Enclosure
XG90

Headquarters

2727 Mahan Drive
Taliahassee, FL 32308
hitp:/fahca myflorida.com

Orfando Fieid Office

400 W. Robinson St., Suite 5-308

Orlando, Fl. 32801

Phone (407) 420-2502; Fax (407) 245-0998




