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A 000 Initial Comments A000

the biennial re-licensure survey
including Limited Nursing Services (LNS) was
conducted for Grand Villa of Altamonte Assisted
Living Faciiity (ALF) located at 433 Orange Drive,
Altamonte Springs Florida.

The ALF had deficiencies found at the time of the
visit.

A 025 58A-5.0182(1) FAC Resident Care - Supervision | A025

An assisted living facility shall provide care and
services appropriate to the needs of residents
accepted for admission to the facifity.

{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, F.A.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) A written record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any ilinesses which
resulted in medicat attention, major incidents,
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| 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
failed to offer personal supervision, as
appropriate for residents which included general
awareness of the resident's whereabouts and
aliowed 1 of 10 sampled residents (#8) who had a
history of exit seeking to elope from the facility.

Findings:

Record review for resident #6 revealed a resident
health assessment form 1823 that was dated
; with diagnosis of .

. The - or behavior status
noted: "exit seeking, forgetful". Special
precautions: i safety awareness due to

exit seeking”. He was admitted into the
facility on

Resident's condition logs noted the following:
. at 8 AM-Exit seeking, alert but pleasantly

at 8 AM-Continues exit seeking.
Pleasantly .
at 12:30 PM-Continues exit seeking.

! States he is going to call his lawyers and have me

Very __........ Refused breakfast and
lunch stating | am going home because my wife is
sick.

_._ .. ...at 9 AM-Resident continues exit seeking.
Refusing food and drink x 3 days. Doctor called.
She prescribed 1and .

at 7 AM-Resident started and
actually slept. At 8 AM-behavior much improved.

| Exit seeking has stopped. Much more relaxed

AQ25
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- ._ at 12 PM-Resident has started exit
seeking again. Not easily redirected and
somewhat agitated. Returned with his belongings
1o the elevator area. Keeps telling me his wife
had surgery and he must get home. This resident
is insisting on leaving our facility. All caregivers
and Grand Villa departments notified of him
standing by our elevators.

at 7:30 PM-Staff realized resident was
nowhere fo be found in the memory support.
Elopement drill process was put into effect. Al
management notified. 911 was called. Staff
searched the campus and also sent out vehicles
to search nearby streets and businesses. The
search continued and the resident was located by
the police on :
{next day) at 9:10 AM. We were immediately
notified and resident was transported to the

. ination. The resident

did not retam to the facility.

Further record review revealed the facility did not
document any interventions that were in place in
order to ensure that the general awareness of the
resident's whereabouts were known in order to
ensure that he was safe at all times and allowed
him to leave the secured memory care unit after
he had daily episodes of exit seeking. The
resident who had was not found until
the next morning by police.

Interview with the administrator at approximately
1 PM revealed the facility staff did not know how
the resident left the secured unit, because code
was needed to enter and exit the unit. He
explained that only the staff had the code. He
stated that the code of the doors was changed.

Class Il
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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 . The policies and procedures
shall not condition freatment or admission upon
whether or not the individual has executed or
waived a . The ALF must provide the
following to each resident, or resident’ s
representative, at the time of admission:

1. Acopy of Form SCHS-4-2008, " Health Care
Advance Directives - The Patient ' s Right to
Decide, " 12008, or with a copy of some
other substantially similar document, which
incorporates information regarding advance
directives included in Chapter 765, F.5. 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://ahca.myflorida.com/MCHQ/Health_Facility_
Regulation/HC_Advance_Directives/docs/adv_dir
.pdf; and

| 2. Written information concerning the ALF ' s
; policies regarding

an

3. Information about how to obtain DH Form
1896, Florida . _ . _ ... Form,
incorporated by ‘reference in Rule 64.-2. 018,
F.AC.
{b) There must be documentation in the resident '
s record indicating whether or not he or she has
executed a fa ' has been
executed, a copy of that document must be made
a part of the resident ' s record. If the ALF does
not receive a copy of a resident ' s executed

the ALF must document in the resident ' s

A076
A076
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record that it has requested a copy.

{2) LICENSE REVOCATION, An ALF shali be
subject to revocation of its ficense pursuant to
Section 408.815, F.S,, if, as a condition of
treatment or admission, it requires an individual
to execute orwaivea .. ..

{3) ' PROCEDURES. Pursuant to Section
429.255, F.8., an ALF must honor a properly
executed as follows:

(a) In the event a resident experiences
staff trained in

. ! ora
licensed health care provider present in the
facility, may withhold

{b) in the event a resident is receiving hospice
services and experiences

facility staff must immediately contact the
hospice. The hospice procedures shall take
precedence over those of the assisted living
facifity.
(4) LIABILITY. Pursuant to Section 428.255, F.S.,
ALF providers shall not be subject to criminal
prosecution or civil !iability nor be considered to
have in or unprc i
condugct, for following the procedures set forth in
subsection (3} of this rule, which involves
withholding or withdrawing

| pursuant to a
and rules adopted by the department.

This Statute or Rule is not met as evidenced by:
Based facility record review and interview the
facility failed to have accurate written policies and
procedures, which delineate its position with
respect to state laws and rules relative to
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Findings:
Review of the Facifity's . Policy and

Procedure on at approximately 3 PM
revealed it did not include the following provision:

1(3) _....t PROCEDURES, Pursuant to Section
429.255, F.S., an ALF must honor a properly
, executed _ as follows:

| (b) In the event a resident is receiving hospxce
; services and experiences
facmty staff must immediately contact the
| hospice. The hospice procedures shall take
precedence over those of the assisted living

| facility,

Record review for residents #1, #2, #6, #9 and
} #10 revealed that there was no documentation to
! confirm that they were made aware of the above
provision regarding i as required.

i The stated at appr 5PM
that the above provision was not included in the
facility policies and procedures as
required

|
Class

A 083 58A-5.0191(4) FAC Training - First Aid and

| (4) FIRST AID AND

A staff member who
as completed courses in First Aid and and
! holds a currently valid card documenting
completion of such courses must be in the facility
at all times.

(a) Documentation of attendance at First Aid or

AQ78
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.. course offered by an accredited college,
universily or vocational school, a licensed
hospital; the American Red Cross, American

_ .. Association, or National Safety Council; or
a provider approved by the Department of Health,
shall satisfy this requirement.

{b} Anurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under Part lll of Chapter 401, F.S,, shall
be considered as having met the fraining
requirements for both First Aid and

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure that a staff member
who had completed courses in First Aid held a
current valid card documenting completion of
such courses was working in the facility at all
times.

Findings:

Review of the staff scheduled on at
approximately 3 PM revealed that staff D was
listed on the schedule to work the 11 PM-7 AM
shift on the day of the survey.

Personnel Record review revealed that Staff D
had no documentation to confirm that she held a
current valid card documenting the comnpletion of
a course in First Aid.

Further review of the schedule revealed that there
was 3 other staff listed to work the 11 PM-7 AM
shift. The administrator was asked to provide
documentation to confirm that at least one of the
staff that was scheduled to work held a current
valid card documenting the completion of a
course in First Aid.

A083
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The Administrator stated at approximately 4:30
PM that he had searched the staff files and could
not locate any documentation that the 4 staff that i
was scheduled to work the 11 PM-7 AM the day
of the survey had a completed a first Aid Course.
The administrator stated that a staff thathad a
current first aid course would be added to the
! schedule.
|
On the administrator via e-mail provided
documentation that one of the staff that was
scheduled did have a card that had expired on
__.._. The administrator provided
documentation that 2 of the staff that were
scheduled did complete a first aid course on
along with other staff that worked the 11
PM-7 AM shift.

! Class I
A 161 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,
records shall contain the following, as applicable:
1. Documentation of compliance with all staff
training required by Rule 58A-5.0191, FAC,;
i 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. Acopy of the job description given to each staff ;
AHCA Form 3020-0001
STATE FORM oose E81G1t if continuation sheet 8 of 33
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member pursuant to Rule §8A-5,019, F.A.C., for
facilities with a licensed capacity of seventeen
(17) or more residents; and
5. Documentatnon of facmty direct care staff and
or in resident el it
drills pursuant to paragraph 58A-5.01 82(8)(5),
FAC.
{b) The facility shall not be required to 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,
FAC.
{c) The facility shall maintain the facility * s written
work schedules and staff time sheets as required
under Rule 58A-5.019, F A.C., for the last 6
months.

This Statute or Rule is not met as evidenced by:
Based on review of personnel files and
interviews, the facility failed to ensure each newly

, hired staff had a personnel file with the necessary

paperwork to start employment for 1 of 5 sampled
employees. (#B)

The findings include:

1. Review of the persennel file for the Registered
Nurse (RN} contracted for Limited Nursing

i Services (LNS) did not have the paperwork

necessary fo start employment. The following
mformatnon was missing from the paperwork
| presented by the administrator for this staff
member:
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a. A statement from a health care provider based

on an examination conducted within the last 6

months that the person is free of communicable
sincluding

b. A copy of the original employment application

with references furnished and verification of

freedom from communicable including

¢. Acomplete and accurate contract which
included the date the contract was executed. A
contract was signed by the administrator and the
contracted RN indicating she would "provide
consultation services every 30 days to the
facility."

d. Documentation of compliance with all staff
training required under Rule §8A-5.0191, FAC.,
including participation in resident elopement drilis.

2. During record reviews for 10 residents it was
determined that 3 of 10 sampled residents
receiving 1 did not know how to handle their

1 machines and tubing which would have
required an assessment and possible placement
under LNS services for the use of portable

3. During an interview with the administrator on
10/2 :4:30 p.m. he stated the contract was

| signed on about 9/2° the RN had not

+ made any consultation visits to the facility since
that time. He agreed the contract shouid have
been dated and made more clearer as to her
responsibilities. He stated he did not have the
required information for the contracted RN and
would try to obtain it.

Class i1l

A6 58A-5.024(3) FAC Records - Resident A162
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! (3) RESIDENT RECORDS. Resident records

| (b) A copy of the medical examination described

| therapeutic diet pursuant to Rule 58A-5.020,

Continued From page 10 A162

shall be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name;

P

3. Race;

4. Date of birth;

5. Place of birth, if known;

6. Social security number;

7. Medicaid and/or Medicare number, or name of
other health insurance |

8. Name, address, and telephone number of next
of kin, responsible party, or other person the
resident would like to have notified in case of an
emergency, and refationship to resident; and

9. Name, address, and phone number of heaith
care provider, and case manager if applicable.

in Rule 58A-5.0181, FA.C.

{c} Any health care provider' s orders for

medications, nursing services, therapeutic diets,
, or other services to be

provided. supervised, or implemented by the

facility that require a health care provider' s

order.

{d) A signed statement from a resident refusing a

FAC.

{e) The resident record described in paragraph
58A-5.0182(1)(e), F.A.C.

{f) A weight record which is initiated on
admission. Information may be taken from the
resident * s health assessment. Residents
receiving assistance with the activities of daily
living shall have their weight recorded
semi-annually.

(g) For facilities which will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed |
consent described in Rule 58A-5.0181, FAC. if ;
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A 162 Continued From page 11

such consent is not included in the resident ' s
contract.
{h) For facilities which manage a pifl organizer,
assist with self- ini ion of medications or
administer medications for & resident, the
required medication records maintained pursuant
to Rule 58A-5.0185, FAC.
(i) A copy of the resident ' s contract with the
facility, including any addendums to the contract,
as described in Rule 58A-5.025, F.A.C.
{j) For a facility whose owner, administrator, or
staff, or representative thereof serves as an
attorney in fact for a resident, a copy of the
monthly written statement of any transaction
: made on behalf of the resident as required under
Section 429.27, F.S.
{k) For any facility which maintains a separate
trust fund to receive funds or other property
belonging to or due a resident, a copy of the
quarterly written statement of funds or other
property disbursed as required under Section
429.27,F.S.
(I} A copy of Alternate Care Certification for
Form,
CF-ES 1008, 11898, if the resident is an
recipient. The absence of this form shall not
be considered a deficiency if the facility can
demonstrate that it has made a good faith effort
to obtain the required documentation from the
Department of Children and Family Services,
(m) Documentation of the appointment of a
health care surrogate, guardian, or the existence
of a power of attorney where applicable.
(n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required under Rule
58A-5.0181, FAC.
(o) For apartments, duplexes, quadruplexes, or
single family homes that are designated for
independent living but which are licensed as

A162
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Continued From page 12

asststed iving facalmes solely for the purpose of
| services to resi in their
homes, when and if such services are needed,
record keeping on residents who may receive
meals but who do not receive any personal,
limited nursing, or extended congregate care
service shall be fimited to the following:
1. Alog listing the names of residents
participating in this arrangement;
2. The resident demographic data required under
this subsection;
3. The medical examination described in Rule
58A-5.0181, FAC,;
4. The resident * s contract described in Rule
58A-5.025, F.AC. and
§. A health care provider ' s order for a
therapeutic diet if such diet is prescribed and the
resident participates in the meal plan offered by
the facility.
(p) Except for resident contracts which must be
retained for 5 years, all resident records shall be
retained for 2 years following the departure of a
resident from the facllity unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents shall be provided
a copy of their resident records upon departure
from the facility.
{q) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observations, record review and
interview the facility failed to ensure the record for
1 of 10 sampled residents (#2) included an order
for _ iuse.

A162
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| because she could not da it herself.

| Interview with the nurse at approximately 10:45

Continued From page 13 A162

Findings:

During the tour of the facility on ‘at
approximately 9:45 AM revealed that resident #2
had an concentrator in her I she
was using the portable at the time.

Resident #2 stated that she used 2 liters of
__ 1and the nurse would assist her with the
portable | container by turning it and off

AM confirmed that she assisted with the
application of the portable only.

Record review for resident #2 revealed that there
was noorderforthe _ :use.

The Director of nursing stated at approxirmately 2
PM that he was not aware that resident #2 used

__ +and he had search the record and could
not locate an order for the

Class il

429.23 F'S; 58A-5.0241 FAC Risk Mgmt & QA; A 165
Adverse incident Report

internal risk It and quality e
program; adverse incidents and reporting
requirements.-

(1) Every facility licensed under this part may, as
part of its ini ive functions, v i
establish a risk management and guality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and

AHCA Form 3020-0001
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develop plans of action to correct and respond
quickly to identify quality differences.

(2) Every facility licensed under this part is
required to maintain adverse incident reports. For
purposes of this section, the term, " adverse

+ incident " means:

(a) An event over which facility personnel could
exercise control rather than as a result of the
resident ' s condition and results in:

1.

2. iorspinal damage;
3. Permanent
4 cor __.___.._.;of bones or joints;

5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;

8. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due to the incident rather than the
resident’ s condition before the incident; or

7. An event that is reported to law enforcement or
its personnel for investigation; or

(b) Resident elopement, if the elopement places
the resident at risk of harm or injury.

(3) Licensed facilities shall provide within 1
business day after the ocourrence of an adverse
incident, by electronic mail, facsimile, or United
States mail, a preliminary report to the agency on
all adverse incidents specified under this section.
The report must include information regarding the
identity of the affected resident, the type of
adverse incident, and the status of the facility ' s
investigation of the incident.

(4) Licensed facilities shall provide within 15
days, by electronic mail, facsimile, or United
States mail, a full report to the agency on all
adverse incidents specified in this section. The
report must include the results of the facility ' s
investigation into the adverse incident.
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A 165, Continued From page 15 A 185

(8) neglect, or i must be
reported to the Department of Children and
Family Services as required under chapter 415.
(7) The information reported to the agency
pursuant to subsection (3) which relates to

| persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shail
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to disciplinary action, in which
case the provisions of s. 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
s. 456.073 apply.

{8} If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable belief
that conduct by a staff member or employee of a
ficensed facility is grounds for disciplinary action
by the appropriate board, the agency shall report
this fact to such regulatory board.

| {8) The adverse incident reports and preliminary

| adverse incident reports required under this

| section are confidential as provided by law and

! are not discoverable or admissible in any civii or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

(10} The Department of Elderly Affairs may adopt
rules necessary to administer this section,

Adverse Incident Report,

{1) INITIALADVERSE INCIDENT REPORT. The
prefiminary adverse incident report required by
AHCA Form 3020-0001
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Section 428.23(3), F.S., must be submitted within
one (1) business day after the incident on AHCA
Form 3180-1024, Assisted Living Facility Initial
Adverse incident Report-1 Day, 2008,
and incorporated by reference. The form shall be
submitted via electronic mail to
riskmgmtps@ahca.myflorida.com; on-line at

: hitpi/fahca. myflorida.com/reporting/index.shtmi;

by facsimile to (850)922-2217; or by U.S. Mail to
AHCA, Florida Center for Health Information and
Policy Analysis, 2727 Mahan Drive, Mail Stop 16,
Tallahassee, Florida 32308-5403, telephone
{850)412-3731. AHCA Form 3180-1024 is
available from the Florida Center for Health
Information and Policy Analysis at the address
stated above, The Initial Adverse Incident Report
is in addition to, and does not replace, other
reporting requirements specified in Florida
Statutes.

(2) FULL ADVERSE INCIDENT REPORT. For
each adverse incident reported under subsection
(1) above, the facility shall submit a full report
within fifteen (15) days of the incident. The full
report shall be submitted on AHCA Form
31801025, Assisted Living Facility Full Adverse
Incident Report-15 Day, dated * 2006, and
incorporated by reference. The methods for
obtaining and submitting the form are set forth in
subsection (1) of this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facllity
failed to ensure an adverse incident report was

itted when 1 of 10 i (#6)
eloped from the facility.

Findings:
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Continued From page 17

The administrator was asked on at
approximately 11 AM to provide the adverse
incident reports for the facility.

Anotebook was provided that noted adverse
incidents, however there was none in the
notebook.

The Director of Nursing stated that there were no
adverse reports.

! Record review for resident #6 revealed a resident

health assessment form 1823 that was dated
with diagnosis of
.The _ of behavior status
noted: "exit seeking, , forgetful”. Special
precautions: safety awareness due to
| exit seeking”. He was admitted into the
facility on .. .

Resident's condition logs noted the following:
at 8 AM-Exit seeking, alert but pleasantly

. at § AM-Continues exit seeking.
Pleasantly . .
_.__. .. at12:30 PM-Continues exit seeking.
States he is going to call his lawyers and have me
Very .. Refused breakfast and

lunch stating | am going home because my wife is
sick.

at 9 AM-Resident continues exit seeking.
Refusmg food and drink X 3 days Doctor called.
She prescribed .

E s at 7 AM- Resment started - and
acma!ly slept. At 8 AM-behavior much improved.
Exit seeking has stopped. Much more relaxed

' at 12 PM-Resident has started exit

| seeking again. Not easily redirected and

somewhat agitated. Returned with his belongings

A165
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Continued From page 18

to the elevator area. Keeps telling me his wife
had surgery and he must get home. This resident
is insisting on leaving our facility. All caregivers
and Grand Villa departments notified of him
standing by our elevators.

at 7:30 PM-Staff realized resident was
nowhere to be found in the memory support.

. Elopement drill process was put into effect. All
| management notified. 911 was called. Staff

searched the campus and also sent out vehicles
to search nearby streets and businesses. The
search continued and the resident was lccated by
the police on

{next day) at 9:10 AM. We were immediately
notified and resident was transported to the

The administrator was asked to provide the
adverse incident report for the above elopement
and he stated that because of issues with the
computer program he was not able to submit the
adverse report electronically. He stated that the
facility had corrected the issue. He was asked to
provide the written investigation report that he
had to confirm that he had conducted an
investigation regarding the elopement. The
administrator stated that it should have been in
the resident's record. He searched the resident's
record and stated that he could not locate the
written investigation that he had conducted.

Class i

58A-5.025(1) FAC Resident Contracts

Resident Contracts.

{1) Pursuant to Section 429.24, .8, priorto or at
the time of admission, each resident or legal
representative shall execute a contract with the

A165
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facility which contains the following provisions:

(a) A list of the specific services, supplies and

accommodations to be provided by the facility to

the resident, including limited nursing and

extended congregate care services if the facility

is licensed to provide such services.

(b) The daily, weekly, or monthly rate.

{c) Alist of any additional services and charges to

be provided that are not included in the daily,

weekly, or monthly rates, or a reference foa

separate fee schedule which shall be attached to

the contract,

{d) A provision giving at ieast 30 days written

notice prior to any rate increase.

{e) Any rights, duties, or . of residents,

other than those specified in Section 428.28, F.S.

(f) The purpose of any advance payments or

deposit payments and the refund policy for such

advance or deposit payments.

(g) Arefund policy which shall conform to Section

429.24(3), F.S.

{h} Awritten bed hold policy and provisions for
inating a bed hold if a facility

agrees in writing to reserve a bed for a resident
, who is admitted to a nursing home, health care

facifity, or . _ : facility. The resident or
responsibie party shall notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident ' s medical condition,
such as the resident' s being comatose, prevents
the resident from giving written notification and
the resident does not have a responsible party to
act in the resident ' s behalf.

(i) A provision stating whether the organization is
affiliated with any religious organization, and, if
s0, which organization and its refationship to the
cility.
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Continued From page 20

()) A provision that, upon ination by the
administrator or health care provider that the
resident needs services beyond those the facility
is licensed to provide, the resident or the resident
's representative, or agency acting on the
resident' s behalf, shall be notified in writing that
the resident must make arrangements for
transfer to a care setting that has services
needed by the resident. In the event the resident
has no person to represent him, the facility shall
refer the resident to the social service agency for
p If there is disag T ding the
appropriateness of placement, provisions as
outlined in Section 429.26(8), F.S., shall take
effect.
(k) A provision that residents must be assessed
upon admission pursuant to subsection
58A-5.0181(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4) of that rule.
{1) The facility ' s policies and procedures for
seif-administration, assistance with

1f- ini ion and admini ion of
medications, if applicable, pursuant to Rule

| 58A-5.01885, F.A.C. This also includes provisions

regarding over-the-counter (OTC) products

| pursuant to subsection (8) of that rule,

(m) The facility ' s policies and procedures related
to a properly executed .

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview
the facility failed to ensure that each resident
contract contained the rights, duties and

B + of residents, other than those
specified in the Resident Bill of Rights for 1 of 10
sampled residents (#2).

A167
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! Findings:

Resident record review including contracts for
residents #2 revealed that the contract did not
include a statement to inform the resident or
responsible party that all residents must be
assessed upon admission, every 3 years
thereafter, or after a significant change,
whichever comes first,

Further review of the contract revealed that per
429, 24 (3) (a) there was no provision that
indicated that if after a contract was terminated,
the facility intended to make a claim againsta
refund due the resident, the facility must notify the
resident or responsible party in writing of the
¢laim and must provide the said party a
reasonable time period of no less than 14
calendar days to respond. The contract noted if a
claim is to be made against any refund moneys
by the community, such as damage to the facility
or apartment. You will be notified in writing withing
fourteen dfays of vacting the apartment of ali
personal belongings.

There was no documentation in the contract that
noted list of Limit Nursing Services and the cost.

The administrator confirmed the above findings.

Class ..

58A-5.031(3) FAC LNS - Records

{3} RECORDS.

{a) Arecord of all residents receiving limited
nursing services under this license and the type
of service provided, shall be maintained.

(b) Nursing progress notes shall be maintained

; for each resident who receives limited nursing

services.

A167

AN278
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Continued From page 22

(¢) A nursing assessment conducted at least
monthly shall be maintained on each resident
who receives a limited nursing service.

| This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure the Limited Nursing Services
(LNS) services were conducted and supervised in
accordance with the prevailing standard of
practice in the community and ensured monthly
nursing assessments and progress notes were
for3of 10 resi (1, #2

and #7) who received a LNS.

Findings:

The administrator stated on sat
approximately 9:15 AM that there were no
residents at the facility who received LNS,

During the tour of the facility on at
approximately 9:45 AM revealed the following:

1. Resident #1 was observed lying in bed with
1 her nasal cannula on and the
i concentrator was set at 2.5 liter.

During interview with resident #1 at the time who
stated that the staff assisted her with applying
and removing the and seftingthe
concentrator. Resident #1 stated that she could
not maintain the herself due to her
memory problems and needed the staff to assist
her.

Record review revealed a Resident Health
Assessment form 1823 dated that noted
the resident required at 2 liters.

AN278
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2. Resident #2 had an concentrator in
her | she was using the portable

at the time. Resident #2 stated that she used 2
liters of 1and the nurse would assist her
with the portable | container by turning it
and off because she could not do it herself.

interview with the nurse at approximately 10:45
AM confirm that she assisted the application of
the portable __  only. There was no order
found in the record for the

Further record review revealed that there was no
nursing progress notes found in the record each
time the LNS service was provided fo the resident
as required, nor was there monthly nursing

| assessment found.
3. During the tour of the facility on . at
approximately 9:30 AM fobservedan
concentrator in resident#7's ... | asked the
resident did she know how to use the and

she stated that she did not.

Interview with the Director of nursing revealed
that the resident could use the _ tonher
own. He added that she rarely uses the .

Observation on with the Director of
nursing revealed that the resident was not
capabile of using the ; concentrator with the
nasal cannula on her own. The resident stated
that the staff had been in her Ito show
her how do it and she just cannot.

Review of the resident records revealed there
were no nursing progress notes or monthly
nursing assessments in the resident's record.
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The Director of Nursing stated he was not aware
that the above resident could not maintain their
own
Class It
AZ815; 408.809, 435.02(2), 435.06 Background AZ81S

Screening; Prohibited Offenses
408.809, F.S.

{1) Level 2 background screening pursuant to
chapter 435 must be conducted through the
agency on each of the following persons, who are
considered employees for the purposes of
conducting screening under chapter 435:
{a) The licensee, if an individual.
{b) The administrator or a similarly titied person
who is responsible for the day-to-day operation of
the provider.
{c) The financial officer or similarly titled
individual who is responsible for the financial
operation of the licensee or provider.
(d) Any person who is a controlling interest if
the agency has reason to believe that such
person has been convicted of any offense
prohibited by s. 435.04. For each controlling
interest who has been convicted of any such
offense, the licensee shall submit to the agency a
description and explanation of the conviction at
the time of license application.
{e} Any person, as required by authorizing
statutes, seeking employment with a licensee or
provider who is expected to, or whose
responsibilities may require him or her to, provide
personal care or services directly to clients or
have access to client funds, personal property, or
living areas; and any person, as required by
| authorizing statutes, contracting with a licensee
or provider whose responsibilities require him or
AVCA Form 3020-0001
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her to provide personal care or personal services
directly to clients. Evidence of contractor
screening may be retained by the contractor’ s
employer or the licensee.

{2) Every 5 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
tackground screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Depariment of Law
Enforcement to forward the person ' s fingerprints
to the Federal Bureau of Investigation for a
national criminal history record check. If the
fingerprints of such a person are not retained by
the Department of Law Enforcement under s,
943.05(2)(g), the person must file a complete set
of fingerprints with the agency and the agency
shall forward the fingerprints to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the fingerprints to the Federal Bureau of
Investigation for a national criminal history record
check. The fingerprints may be retained by the
Department of Law Enforcement under s.
943.05(2)(g). The cost of the state and national
criminal history records checks required by level
2 screening may be borne by the licensee or the
person fingerprinted. Proof of compliance with
ievel 2 screening standards submitted within the
previous 5 years to meet any provider or
professional licensure requirements of the
agency, the Department of Health, the Agency for
Persons with , the Department of
Children and Family Services, or the Department
of Financial Services for an applicant for a

| certificate of authority or provisional certificate of
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authority to operate a continuing care retirement
community under chapter 651 satisfies the
requirements of this section if the person subject
to screening has not been unemployed for more
i than 90 days and such proof is accompanied,

1 under penalty of perjury, by an affidavit of
compliance with the provisions of chapter 435
and this section using forms provided by the
agency.

{3) Alifingerprints must be provided in

| electronic format. Screening results shall be
reviewed by the agency with respect to the
offenses specified in s. 435.04 and this section,
and the qualifying or disqualifying status of the
person named in the request shall be maintained
in a database. The qualifying or disqualifying
status of the person named in the request shall

| be posted on a secure website for retrieval by the
licensee or designated agent on the licensee 's
behalf.

{4) In addition to the offenses listed in s.
435.04, all persons required to undergo
background screening pursuant to this part or
authorizing statutes must nothavean .. ..

1 awaiting final disposition for, must not have been
| found guilty of, regardless of adjudication, or
entered a plea of nolo contendere or guilty to, and
must not have been adjudicated delinquent and
the record not have been sealed or expunged for
any of the following offenses or any similar
offense of another jurisdiction:

i (a) Any authorizing statutes, if the offense was
a felony.

{b) This chapter, if the offense was a felony.

{c) Section 409.920, refating to Medicaid
provider fraud.

(d) Section 408.9201, relating to Medicaid
fraud.
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disqualifying offense at the time of the last
screening, but is a current disqualifying offense

| and was committed before the last screening, he

or she may apply for an exemption from the
appropriate licensing agency and, if agreed to by

| the employer, may continue to perform his or her

duties until the licensing agency renders a
decision on the application for exemption if the
person is eligible to apply for an exemnption and

. the exemption request is received by the agency

within 30 days after receipt of the rescreening
resulis by the person.

(5) The costs associated with obtaining the
required screening must be borne by the licensee
or the person subject to screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s. 943.053(3).
The agency shall establish a schedule of fees to
cover the costs of screening.

(6)(a) As provided in chapter 435, the agency
may grant an exemption from disqualification to a
person who is subject to this section and who:

1. Does not have an active professional license
or certification from the Department of Health; or
2. Has an active professional license or
certification from the Department of Health but is
not providing a service within the scope of that

| license or certification.

(b) As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itself if there is no board, may
grant an exemption from disqualification to a
person who is subject to this section and who has

| received a professional license or certification
| from the Department of Health or a regulatory

board within that department and that person is
providing @ service within the scope of his or her

AZB15
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| licensed or certified practice.

(7) The agency and the Department of Health

| may adopt rules pursuant to ss. 120.536(1) and

| 120.54 to implement this section, chapter 435,

| and authorizing statutes requiring background

| screening and to implement and adopt criteria

i relating to retaining fingerprints pursuant o s.

| 943.05(2).

i

1(8) There is no unemployment compensation or

. other monetary liability on the part of, and no

| cause of action for damages arising against, an
employer that, upon notice of a disqualifying

i offense listed under chapter 435 or this section,
terminates the person against whom the report

| was issued, whether or not that person has filed
for an exemption with the Department of Health
or the agency.

i

435.06, F.8.

(1) If an emplayer or agency has reasonabie

| cause to befieve that grounds exist for the denial

| or termination of employment of any employee as
a result of background screening, it shall notify

| the employee in writing, stating the specific

| record that indicates noncompliance with the
standards in this chapter. It is the responsibility of

| the affected empioyee to contest his or her
disqualification or to request exemption from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.

(2)(@) An employer may not hire, select, or
otherwise allow an employee to have contact with
any person that would place the

| employee in a role that requires background
screening until the screening process is
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completed and demonstrates the absence of any
grounds for the denial or termination of
employment. If the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise allow the employee to have contact
withany ... ... person that would place the
employee in a role that requires background
screening unless the employee is granted an
exemption for the disqualification by the agency
as provided under s, 435.07.

(b) If an employer becomes aware that an
employee has been _ | for a disqualifying
offense, the employer must remove the employee

| from contact with any . _ person that

places the employee in a role that requires
background screening untii the is resolved
in a way that the employer determines that the
employee is still eligible for employment under
this chapter.

{¢) The employer must terminate the employment
of any of its personnel found to be in
noncompliance with the minimum standards of
this chapter or place the employee in a position
for which background screening is not required
unless the employee is granted an exemption
from disqualification pursuant to s. 435.07.

(3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the
information necessary to complete the screening,
including fingerprints if required, must be
disqualified for employment in such position or, if
employed, must be dismissed.

(4) There is nc unemployment compensation or
other monetary liability on the part of, and no
cause of action for damages against, an
employer that, upon notice of a conviction or

AZB18
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-for a disqualifying offense fisted under this
chapter, terminates the person against whom the
report was issued or who was
regardiess of whether or not that person has filed
for an exemption pursuant to this chapter.

435.02(2), F 8.

" Employee ” means any person required by law
to be screened pursuant to this chapter.

This Statute or Rule is not met as evidenced by:
Based on the record review and interview the
facility failed to comply with the attestation
requirements of section 435,05(2), Florida
Statutes, which state that every employee
required to undergo Level 2 background
screening must attest, subject to penalty of
perjury, to meeting the requirements for qualifying
for employment pursuant to this chapter and
agreeing to inform the employer immediately if

for any of the disqualifying offenses
while employed by the employer and faiied to
obtain a level 2 background screening for 1 of 1
contracted employees. (¥B)

Findings:

1. Review of the personnel record for a
Registered Nurse (RN} #B on at 4:00
p.m. revealed she had signed a contract to
provide consultation services for Limited Nursing
Services (LNS). The contract was signed, but not
dated as to when the contract was established.
Further review showed there was no
documentation to confirm that employee who was
required to undergo Level 2 background
screening had completed any type of affidavit or
documentation attesting, subject to penalty of

AZ815
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perjury, to meeting the requirements for qualifying
for employment pursuant to this chapter and
agreeing to inform the employer immediately if

for any of the disqualifying offenses
while employed by the employer per 435.05(2),
Florida Statutes.

2. During an interview with the administrator on

at 4:30 p.m. he stated the contract was
signed on about and the RN has not
made any consultation visits to the facility since
that time. He p! a und !
dated . . for only a Level 1 screening and
was unable to produce the required signed
affidavit. He agreed the RN needed an affidavit
and a Level 2 screening.

Unclassified.
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{e) Section 741.28, relating to domestic
violence.
{f) Section 817.034, relating to fraudulent acts
through mail, wire, radio, electromagnetic,
photoelectronic, or photooptical systems.
(g9) Section 817.234, relating to false and
| fraudulent insurance claims.
(h) Section 817.505, relating to patient
brokering.
i} Section 817.568, relating to criminal use of
personal identification information.
{) Section 817.60, relating to obtaining a credit
card through fraudulent means.
{k) Section 817.61, relating to fraudulent use of
credit cards, if the offense was a felony.
{l} Section 831.01, relating to forgery.
{m) Section 831.02, relating to uttering forged
instruments.
{n} Section 831.07, relating to forging bank bills
checks, drafts, or promissory notes.
| {0} Section 831.08, relating to uttering forged
bank bills, checks, drafts, or promissory notes.
{p) Section 831.30, relating to fraud in obtaining
medicinal drugs.
(q) Section 831.31, relating to the sale,
fi , delivery, or possession with the

mtent to sell, manufacture, or deliver any
counterfeit controlled substance, if the offense
was a felony.
A person who serves as a controlling interest of,
is employed by, or contracts with a licensee on

. 2010, who has been screened and
qualified according to standards specified in s.
435.03 or s. 435.04 must be rescreened by
31, 2015. The agency may adopt rules to
establish a schedule to stagger the
implementation of the required rescreening over
the 5-year pericd, beginning 20
through 2015, If, upon rescreening, such
person has a disqualifying offense that was nota
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Administrator

Grand Villa Of Altamonte Springs
433 Orange Drive

Altamonte Springs, FL. 32701

Dear Administrator:
Re: Biennial relicensure w/LNS

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
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 surveyor(s). Should you have any questions please call Lorraine
Henry at

Sincerely,

resa DeCanio, RN
Field Office Manager

LH/be

Enclosure
XG9O

Headguarters

2727 Mahan Drive
Tallahassee, FL 32308
hitp:#/ahca.myfiorida.com

Orlando Field Office

400 W. Robinson St., Sulte 5-308

Orlando, FL 32801

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




