PRINTED: 12/21/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION &1 IDENTIFICATION NUMSER: 2 COMPLETED
A BULDING
B.WING S
AL11911318
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

901 NORTH HIAWASSEE ROAD
ISLANDS ALF (THE) ORLANDO, FL. 32818

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 5} PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A000 initial Comments A 000

conducted biennial Assisted Living
Facility re-licensure survey with Limited Nursing
Services and Limited Mental Health at The
Islands ALF.

There were deficiencies found at the time of the
visit.

A076 58A-5.0186FAC ... ... ... A076

(1) POLICIES AND PROCEDURES,

(&) 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 treatment 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. A copy of Form SCHS-4-2006, " 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.S. Form
SCHS-4-2006 is available from the Agency for
Health Care Administration, 2727 Mahan Drive,
Mail Stop 34, Tallahassee, FL 32308, or the
agency ' s Web site at:
hitp://ahca.myflorida.com/MCHQ/Health_Facility_
Regulation/HC_Advance_Directives/docs/adv_dir
-pdf: and

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

3. Information about how to obtain DH Form
1896, Florida _ . __. . _________ _ __ Form,
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incorporated by reference in Rule 64.J-2.018,
FAC.

{b) There must be documentation in the resident '
s record indicating whether or not he or she has
executed a .Ha 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
record that it has requested a copy.
{2) LICENSE REVOCATION. An ALF shall be
subject to revocation of its license pursuant to
Section 408.815, F.S,, if, as a condition of
treatment or admission, it requires an individual
to execute or waive a

{3) 1 PROCEDURES. Pursuant to Section
428.255, F.S., an ALF must honor a propetly
executed + as follows:

{a} In the event a resident experiences
. , staff trained in
. : Jora
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
facility.
(4) LIABILITY. Pursuant to Section 429.255, F.8.,
ALF providers shall not be subject to criminal
prosecution or civil liability, nor be considered to
have engaged in negligent or unprofessional
conduct, for following the procedures set forth in
subsection {3) of this rule, which involves
withholding or withdrawing

1 pursuant to a
‘and rules adopted by the department.
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A076 Continued From page 2 AO076

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure a statement of the facility's policy
concerning pursuant
to Section 429.255, F.S. and Rule 58A 5.01886,
F.

Findings:

Review of the faciiity's ... .. . Policy and Procedure
revealed the policy did not include the required
documentation to the residents or their
representatives at the time of admission. The
policy and procedure did not include the following:

in the event a resident is receiving hospice
services and experiences

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

Interview with the administrator on sat
approximately 2:15 PM who stated the

policy needed {o be revised.

Class Il

A 167 58A-5,025(1) FAC Resident Contracts A 167
Resident Contracts.

{1) Pursuant {o Section 429.24, F.S, prior to or at

the time of admission, each resident or legal
representative shall execute a contract with the

facility which contains the following provisions:

{a) A list of the specific services, supplies and
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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 to a
separate fee schedule which shall be attached to
the contract.

(d) A provision giving at least 30 days written
notice prior to any rate increase.

(e) Any rights, duties, or ; of residents,
other than those specified in Section 429.28, 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} A written bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing 1o reserve a bed for a resident
who is admitted to a nursing home, health care
facility, or facility. The resident or
responsible 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
so, which organization and its relationship to the
facility.

(i} A provision that, upon determination by the
administrator or health care provider that the
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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
If there is disag regarding the
appropriateness of placement, provisions as
outlined in Section 428.26(8), F.S., shall take
effect.
(k) A provision that residents must be assessed
upon admission pursuant fo 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
self-administration, assistance with
self-administration and administration of
medications, if applicable, pursuant to Rule
58A-5.0185, 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
o a properly executed .

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure the contract included a provision
that residents must be assessed every three
years, or after a significant change for 2 of 2
sampled residents (#1 & #2).

Findings:

Review of contracts for resident #1 and #2

a0 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACT(ON SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A167 Continued From page 4 A167

AHCA Form 3020-0001
STATE FORM

G7YG11

If continuation sheet 5 of §



PRINTED: 12/21/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED
A BUILDH

B. WING

AL11911318
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

901 NORTH HIAWASSEE ROAD
ISLANDS ALF (THE) ORLANDO, FL 32818

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A 187 Continued From page 5 A167

revealed 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 was not
included in the contract,

Interview with the administrator on at
approximately 2:15 PM revealed a provision that
residents must be assessed upon admission
pursuant to subsection 58A-5.0181(2), FAC,,
and every 3 years thereafter, or after a significant
change was not included in the contract.

Interview with the administratoron .. .. at
approximately 1 PM who stated she was not
aware the above statement was required to be
included in the contract,

Class

AL243 58A-5.0191(8) FAC LMH - Training AL243

(8) LIMITED MENTAL HEALTH TRAINING.

(a) Pursuant to Section 429.075, F.8., the
administrator, managers and staff, who have
direct contact with mental health residents in a
licensed fimited mental health facility, must
receive the following training:

1. Aminimum of 6 hours of specialized training in
working with individuals with mental heaith
diagnoses.

a. The training must be provided or approved by
the Department of Children and Families and
must be taken within & months of the facility ' s
receiving a fimited mental health license or within
& months of employment in a limited mental
health facility.

b. Staff in " direct contact " means direct care
staff and staff whose duties take them into
resident living areas and require them to interact
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with mental health residents on a daily basis. The
term does not include maintenance, food service
or administrative staff, if such staff have only
incidental contact with mental health residents.
¢. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing
education required for administrators and
managers pursuant to Section 429.52(4), F.S.,
and subsection (1) of this rule.
2. Aminimum of 3 hours of continuing education,
which may be provided by the ALF administrator
or through distance learning, biennially thereafter
in subjects dealing with one or more of the
following topics:
a. Mental health diagnoses,; and
b. Mental health treatment such as mental health
needs, services, behaviors and appropriate
interventions; resident progress in achieving
treatment goals; how to recognize changes in the
resident ' s status or condition that may affect
other services received or may require
intervention; and crisis services and the _ __

.. procedures.
3. For administrators and managers, the
continuing education requirement under this
subsection will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to Section 429.52(4), F.S., and subsection (1) of
this rule.
4, Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shall have up
to 6 months after the effective date of this rule to
meet the training requirement.
{b} Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility ' s personnel files. They
must also ensure that copies of the continuing

AL243
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subparagraph (a)2. of this subsection, ar
retained in their personnel files.

failed to ensure 1 of 2 sampled staff (Sta
received 3 hours of continuing education
biennially in subjects dealing with mental
diagnosis and treatment.

Findings:

hours of continuing education, biennially
treatment.

Interview with the administratoron __ _

mental health diagnosis and treatment.

Class il

AL243

education training certificates, pursuant to

e

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility

ffA)

health

Review of staff files revealed Staff A did not have
documentation to indicate they had received 3

in

subjects dealing with mental health diagnosis and

_at

approximately 2:15 PM who stated she was not
aware the staff needed 3 hours of continuing
education, biennially in subjects dealing with
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FLORIDA AGENCY FOR HEALTH CARE ADMINSTRATION

RICK 8COTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY

22012

Administrator

Islands Alf (the)

901 North Hiawassee Road
Orlando, FL. 32818

Dear Administrator:
Re: Biennial relicensure w/LNS & LMH

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 12012, 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.shiml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

‘Thank you for the assistance provided to the surveyor(s). Should you have any questions please call Lorraine
Henry at .

Sincerel,

Theresa DeCanio, RN
Field Office Manager

LH/be

Enclosure
XG90

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
http:ifahca.myflorida.com

Orlando Field Office

400 W. Robinson $t, Suite $-309
nando FL 32801

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




