PRINTED: 11/06/2012

FORM APPROVED
Agengy for Health Care Administration
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION o IDENTIFICATION NUMBER: X2 COMPLETED
A BUILDING
B. WING —
AL11965550 !

NAME OF PROVIDER OR SUPPLIER

JOAN LINDSAYS ALTERNATIVE CARE Jl

STREET ADDRESS, CITY, STATE, ZIP CODE

6463 NW 43RD DRIVE
CORAL SPRINGS, FL. 33067

X8y 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES [+]
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG

PROVIDER'S PLAN OF CORRECTION (X5
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE:
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A 000

AQO7
§$=D

Initial Comments " A000

An Assisted Living Facility standard biennial
licensure survey was conducted on . .

Joan Lindsays Alternative Care Il, had licensure
deficiencies found at the time of the visit

58A-5.0181(1) FAC Admissions - Criteria | ADO7

Admission Procedures, Appropriateness of {
Placement and Continued Residency Criteria.
(1) ADMISSION CRITERIA. An individual must
meet the following minimum criteria in order to be i
admitted to a facility holding a standard, limited
nursing or limited mental health license:
(a) Be at least |
{b) Be free from signs and symptoms of any H
communicable . s which is likely fo be N
transmitted to other residents or staff; however, a
person who has

may be admitted to a facility,
provided that he would otherwise be eligible for
admission according to this rule.
(c) Be able to perform the activities of daily fiving,
with supervision or assistance if necessary. X
(d) Be able to transfer, with assistance if
necessary. The assistance of more than one
person is permitted
(e) Be capable of taking his/her own medication
with assistance from staff if necessary ¢
1. If the individual needs assistance with i
self-administration the facility must inform the
resident of the professional qualifications of
facility staff who will be providing this assistance,
and if unlicensed staff will be providing such H
assistance, obtain the resident ' s or the resident’
s surrogate, guardian, or attorney-in-fact "' s f
written informed consent to provide such
assistance as required under Section 429.256,
F.S.
2. The facility may accept a resident who requires
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the administration of medication, if the facility has !
a nurse to provide this service, or the residentor
the resident ' s legal representative, designee, !
surrogate, guardian, or attorney-in-fact contracts ¢
with a ficensed third party to provide this service
to the resident.

(f) Any special dietary needs can be met by the |
facility. K
{g) Not be a danger to self or others as H
determined by a physician, or mental health
practitioner licensed under Chapters 490 or 491,

F

(h) Not require licensed professional mental

health treatment on a 24-hour a day basis.

(i) Not be bedridden

{j} Not have any . or 4 pressure sores. A
resident requiring care of a pressure .
may be admitted provided that: !
1. The facllity has a LNS lficense and services are ;
provided pursuant to a plan of care issued by a !
physician, or the resident contracts directly with a §
licensed home health agency or a nurse to
provide care; i
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
nurse or physician, the resident shall be
discharged from the facility.

(k) Not require any of the following nursing

services:

1. Oral, N or

suctioning;

2. Assistance with tube feeding;

3. Monitoring of | gases;

4.1r i positive pressure breathing

or

5. Treatment of surgical or wounds,

uniess the surgical .. or I and the

condition which caused it have been stabilized :
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and a plan of care developed.

(1) Not require 24-hour nursing supemswn

(m) Not require skilled rehabilitative services as
described in Rule 59G-4.290, F.A.C.

(n) Have been determined by the facility
administrator to be appropriate for admission to
the facility. The administrator shall base the
decision on:

1. An assessment of the strengths, needs, and
preferences of the individual, and the medical
examination report required by Section 429.26,
F.S., and subsection (2) of this rule;

2. The facility ' s admission policy, and the :
services the facility is prepared to provide or i
arrange for to meet resident needs; and §
3, The ability of the facility to meet the uniform

fire safety standards for assisted living facilities
established under Section 429.41, F.S,, and Rule
Chapter 69A-40, F.AC.

(0) Resident admission criteria for facilities

holding an extended congregate care license are
described in Rule 58A-5.030, F A.C.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and i
interview, it was determined the facility failed to
ensure that all residents admitted to the facility
meet admission criteria, including the ability to
perform Activities of Daily Living (ADLs) with
supervision or assistance, for 1 out of 6 sampled
residents. (Resident #4).

The findings include:

Record review revealed Resident #4 was :
admitted to the facility on . Review of i
Resident #4's health assessment dated
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documented that in the opinion of the examining
physician, the resident's needs could not be met
in an Assisted Living Facility. Upon observation,
during the lunch meal between the hours of 12:10
PM and 12:47 PM, it was noted that staff
rendered total care with eating to the resident.
During an interview with Employee #1 &#3 at 1
PMon it was revealed the resident was
not capable of feeding herself and required total
care with this ADL since admission. Further
interview with Employee #1, confirmed the
resident was not enrolled in hospice services, as
of the day of the survey. Employee #1 also
confirmed the heatth assessment dated

was the only assessment available
for review.

Class ilt

A Q08
88=D

58A-5.0181(2) FAC Admissions - Health
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) Amedical examination completed within 60

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
individual,

4. Any special diet required by the individual,

* services required by the

ADO7

i

|

- A00B

calendar days prior to the individual ' s admission

i

i
i
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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 to be
transmitted to other residents or staff;

7. Astatement 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 license
number of the examining licensed health care
provider. The medical examination may be
conducted by a currently licensed health 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 Faclilities, 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.fdhe.state flLus’MCHQ/Long_Term_Care/

<http:/hwww fdhe.state.fl.us/MCHQA.ong_Term_C

arel>
Assisted_fiving/pdf/AHCA_Form_1823%.pdf. The
form must be completed as follows:

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

a. items 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.
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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 |
documentation, which at a minimum includes the
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 facifities holding limited mental health 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
1823,

(dy 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 H
conducted within 30 days before placement in the |
facility and recorded on AHCA Form 1823 i
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 429.426, F.S., and this rule.

(fy Any orders for medications, nursing,
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therapeutic diets, or other services to be provided
or supervised by the facility issued by the ;
licensed 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 ‘

,,,,, 1 to be administered in the case of

or R

{g) Aresident placed on a temporary emergency
basis by the Department of Children and Family
Services pursuant to Section 415.105 or
4151081, 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 the facility falled to ensure that each
resident's Health Assessment was completed
within the required timeframe of admission to the
facility, for 1 out of 6 sampled residents (Resident
#6).

The findings include:

Review of Resident #6's record revealed an

admission date of . _ . Review of Resident !
#6's health assessment documented an
examination date of An interview with
AFCAForm 3020-0001
STATE FORM s
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i
Employee #1 at 1:15 PM on revealed |

the health assessment was completed during
residency at a prior facility. Further interview
revealed the resident was not examined by her
physician and the required components
documented on a new health assessment, as
required within the required timeframe of
admission to the facility.

Class i

88=D Residency

{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 health care
provider at least every 3 years after the initial
assessment, or after a significant 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 i
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) Aresident 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

A 010 58A-5.0181(4) FAC Admissions - Continued ; A010
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agency or a nurse to provide care;

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
discharged from the facility,

{c) Aterminally .| resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
congents 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
of daily fiving; and

4. Dac ion of the requi 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
holding an extended congregate care license are
described in Rule 58A-5.030, F.A.C.

(5) DISCHARGE. If the resident no longer meets
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 shall
be discharged in accordance with Section
429.28(1), F.S.

2. The condition is documented in the resident 's |
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This Statute or Rule is not met as evidenced by:
Based on observations, record review and
interview, it was determined the facility failed to
ensure that all residents met the criteria for
continued residency, for 1 out of 6 sampled
residents {Resident #3). it was also determined |
the facility failed to ensure all health assessments
were reflective of the resident's condition and
necessity of care and services for 1 outof 6
sampled residents (Resident #1).

The findings include:

a) During observations of lunch at the facility
between the hours of 12 PM and 1 PM, it was :
noted Resident #3 required total care with eating. |
Resident #3 was observed being fed lunch by a !
Resident Care Aide #4 at 12:10 PM on !
. An interview with Resident Care Aide |
#4 at 12:20 PM on , revealed the ¢
resident has to be fed all meals and the resident
is incapable of feeding herself.

Review of Resident #3's health assessment

dated documented the resident's
diagnosis as: 2pendent
. gait

and generalized
B or behavioral status on the health

assessment documented as: | at times.
Further review of the health assessment ;
revealed documentation indicating at the time of
the examination, the resident only required i
assistance and supervision with all ADLs. Record [
review failed to indicate the resident was enrolled |
in hospice services. it was also noted the file

(X410 SUMMARY STATEMENT OF DEFICIENCIES 5] PROVIDER'S PLAN OF CORRECTION (X5)
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lacked documentation indicating steps taken by
the facility to ensure the resident met criteria for
continued residency after a decline in health
An interview with Employee #1 & #3 at 1 PM on
revealed upon admission the facifity on |
. Resident #3 was able to perform her |
ADLs with assistance and supervision. It was
revealed the resident had a decline in health over |
the past months and now requires a staff to |
provide total care with eating for all three meals.
Further interview, confirmed the resident was not
enrolled in hospice services and that the current
1823 was not reflective of the resident's level of
care.

b} During an interview with Employee #1 at 10:57

AM on it was revealed Resident #1

suffers from and some memory
Further investigation revealed the

resident is and requires and

administration twice a day. During
observations of Resident #1 throughout the
survey between the hours of 10:30 AM and 2:30
PMon , it was noted that the resident
was
Record review revealed the resident was
admitted fo the facility on Review of a
health assessment dated documented
the resident’s diagnosis of spendent

i and gait [}
was noted that the status and nursing
service requirements was nof documented on the
health assessment. Further record review
revealed the resident's physician indicated on
examination notes dated . _ adiagnosis of :
chronic kidney Further interview with
Employee #1, revealed the facility had not
updated the resident's health assessment to
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Continued From page 11 A010
reflect the resident's current medical diagnosis '
and nursing services required.

Class i

|
58A-5.019(4) FAC Staffing Standards - Levels L AO79
(4) STAFFING STANDARDS
(@) Minimum staffing:
1. Facilities shall maintain the following minimum
staff hours per week:
Number of Residents
0-5
6-18
16-28
26.35 204
36-45 335 i
46-55 a75 '
56-65 416 :
66-75 457
76-85 498 i
86-95 539 !
For every 20 residents over 95 add 42 staff hours |
per week. i
2. At least ene staff member who has access to
facility and resident records in case of an ¢
emergency shall be within the facility at all times |
when residents are in the facility. Residents :
serving as paid or volunteer staff may not be left |
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.
3. In facilities with 17 or more residents, there
shall be at least one staff member awake at all
hours of the day and night.
4. At least one staff member who s trained in i
First Aid and , as provided under Rule
58A-5.0191, F.A.C., shall be within the facility at
alt times when residents are in the facility. i
5. During periods of temporary absence of the |

Staff Hours/Week
168

212
253
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administrator or manager when residents are on
the premises, a staff member who is at least
_must be designated in writing to be
in charge of the facility.
6. Staff whose duties are exclusively building
maintenance, clerical, or food preparation shall
not be counted toward meeting the minimum
staffing hours requirement.
7. The administrator or manager ' s time may be
counted for the purpose of meeting the required
staffing hours provided the administrator is
actively involved in the day-to-day operation of
the facility, including making decisions and i
providing supervision for all aspects of resident
care, and is listed on the facility ' s staffing
schedule. i
8. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
{b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
faciliies, including those composed of
apartments, shall have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents scheduled and unscheduled service
needs, resident contracts, and resident care i
standards as described in Rule 58A-5.0182,
FAC.
(c) The facility must maintain a written work
schedule which reflects its 24-hour staffing
pattern for a given time period. Upon request, the :
facility must make the daily work schedules for
direct care staff available to residents or
representatives, specific to the resident ' s care.
(d) The facility shall be required to provide staff |
immediately when the Agency determines that the
requirements of paragraph (a) are not met. The |
facility shall also be required to immediately i
increase staff above the minimum levels

JOAN LINDSAYS ALTERNATIVE CARE It CORAL SPRINGS, FL 33067
xay 1D SUMMARY STATEMENT OF DEFIGIENCIES PROVIDER'S PLAN OF GORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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established in paragraph (a) if the Agency
determines that adequate supervision and care
are not being provided to residents, resident care
standards described in Rule 58A-5.0182, FAC.,
are not being met, or that the facility is failing to
meet the terms of residents ' contracts. The

Agency shall consult with the facility administrator |

and residents regarding any determination that
additional staff is required.

1. When additional staff is required above the
minimum, the agency shall require the
submission, within the time specified in the
notification, of a corrective action plan indicating
how the increased staffing Is to be achieved and
resident service needs will be met. The plan shall
be reviewed by the agency to determine if the
plan will increase the staff to needed levels and
meet resident needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, modifications may be made in staffing
requirements for the facility and the facility shall
no longer be required to maintain a plan with the
agency.

3. Based on the recommendations of the local
fire safety authority, the Agency may require
additional staff when the facility fails to meet the

fire safety standards described in Section 429.41, ;

£.8., and Rule Chapter 69A-40, F A.C., until such
time as the local fire safety authority informs the
Agency that fire safety requirements are being
met.

{e) Facilities that are co-located with a nursing

1
|

home may use shared staffing provided that staff :

hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
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services license must also comply with the
staffing requirements of Rule 58A-5.029,
58A-5.030, or 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by
Based on record review and interview, it was
determined the facility failed to maintain an
up-to-date written work schedule reflecting the
facility's 24 hour staffing pattern for all staff
members

The findings include:

Upon request of the facility's staffing schedule,
Employee #1 provided the facility's staffing
schedule dated . 2012 through

2012, Review of the schedule revealed the facility |
did not maintain monthly schedules or prior :
months staffing schedules. Further review of the
schedule revealed it could not be determined the
exact day of the month each staff member
worked. An interview with the Employee #1 at 11
AM on revealed she did not have prior
staffing schedules and that she used the same
schedule every month. She also revealed that the !
schedule changes frequently and that it was not :
reflective of the staffing hours worked by each
employee, as required. H

§
i
i
i
i
H
|

Class Il

58A-5.0191(1) FAC Training - Core & A 08B0

Competency Test

Staff Training Requirements and Competency i
Test !
{1y ASSISTED LIVING FACILITY CORE |
TRAINING REQUIREMENTS AND i
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COMPETENCY TEST.

(a) The assisted living facility core training
requirements established by the depariment
pursuant to Section 429.52, F.S., shall consist of
a minimum of 26 hours of training plus a
competency test.

(b} Administrators and managers must
successfully complete the assisted living facility
core training 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 75%. Administrators who
have attended core training priorto . 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 Il of i
Chapter 468, F.S., are exempt from this 2
requirement.

{c) Administrators and managers shall participate
in 12 hours of continuing education in topics
related to assisted living every 2 years as
provided under Section 429.52, F.8.

(d} A newly hired administrator or manager who
has successfuilly completed the assisted living
facility core training and continuing education
requirements, shall not be required to retake the
core training. An administrator or manager who
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; :
and

2. Retake and pass the competency test.

{e) The fees for the competency test shall not
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exceed $200. The payment for the competency
test fee shall be remitted to the entity
administering the test. A new fee is due each time
the test is taken.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, it was
determined the facility failed to ensure that the
Manager completed all ALF Core training
requirements.

The findings include:

During a review of the personnel records and
interview with Employee #1 at 10:45 AM on

, it was revealed she is the designated
Manager of the facility. Further review of the
personnel record revealed the file lacked
documentation indicating Employee #1 had
completed ALF Core training and the competency
test. Further interview with the employee
confirmed, as of the day of the survey, that she
has been the Manager of the facility for more than
two years.

Class 1ll
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Administrator

Joan Lindsays Alternative Care 1
6463 NW 43rd Drive

Coral Springs, FI. 33067

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on J2012bya
representative from 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 withiin thirty (30) 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
http://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 professional
and consistent application of the survey process.

Thank you for the assistance provided to the representative. Should you have any questions please call this
office at (561) 381-5840.

Sincerely,

L@{mm Juumn /{( (sl

Arlene Mayo-Davis
Field Office Manager

AMD/dso
Enclosure

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
http:ffahica myRlorida.com

Delray Beach Field Office

$150 Linton Boulevard, Suite 500

Detray Beach, FL 33484

Phone (561) 381-5840; Fax (561) 4966924




