STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 02/27/2013
FORM APPROVED

{X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

AL11965586

A. BULDING
B. WING

{X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETE

NAME OF PROVIDER OR SUPPLIER

" OF FLORIDA ASSISTED LIVING

STREET ADDRESS, CITY, STATE, ZIP CODE

301 SOUTH 10TH STREET
HAINES CITY, FL. 33844

(X4) 1D
PREFIX
TAG

|

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

0
PREFiX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}

(X5)
COMPLETE
DATE

A000

A010

Initial Comments
Assisted Living Facility

A change of ownership (CHOW) state licensure
survey with extended congregate care (ECC) and
limited mental health (LMH) services was
conducted on ...

The of Florida Assisted Living had
deficiencies found at the time of the visit.

58A-5.0181({4) FAC Admissions - Continued
Residency

{4) CONTINUED RESIDENCY. Except as foliows
in paragraphs (a) through (e} of this subsection,
criteria for continued residency in any licensed
facnlrty shall be the same as the criteria for
. As part of the i

criteria, a resident must have a face-to-face
medical examination by a licensed heaith care
provider at least every 3 years after the initial

or after a signil change,
whichever comes first. A significant change is
defined in Rule 58A-5.0131, F.A.C. The results of
the examination must be recorded on AHCA
Form 1823, which is incorporated by reference in
paragraph (2)(b) of this rule. The form must be

with thal 1.

After the eﬁecnve date of this rule, providers shall
have up to 12 months to comply with this
requirement.

| (a) The resident may be bedridden forup to 7

consecutive days.
{b) A resident requiring care of a
may be retained provided that:

 pressure

1 1. The facility has a LNS license and services are

provided pursuant to a plan of care issued by a
ficensed health care provider, or the resident
contracts directly with a licensed home health

A 000
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agency or a nurse to provide care;

2. The condition is documented in the resident " s
record; and

3. If the resident " s condition fails to improve
within 30 days, as documented by a licensed

| health care provider, the resident shall be

discharged from the facility.

{c}A ill 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
consents to the services of a licensed hospice
which coordinates and ensures the provision of
any additional care and services that may be
needed

2.C id o to the
resudent and the facilrty

3. An p y 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. D i

of the requi its 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, FA.C.

{5) DISCHARGE. K 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.
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This Statute or Rule is not met as evidenced by:
| Based upon record review and interview, the

| facility did not ensure an interdisciplinary service
plan was developed and implemented for 1 (#2)
+ of 1 resident reviewed on hospice care.

Findings include:

A review of the file for resident #2

revealed the resident was receiving Hospice

Services duefoa _l condition. Areview of

the Interdisciplinary service plan dated Ain ;
the record of resident

#2 revealed that the plan was not filled out

related to the psychosocial &/or physical needs of
| the resident, to include frequency of interventions
| and who was responsible for the service. i

. The form was simply signed by the facility and

| Hospice representatives. There was not any
indication of an effort to ensure all parties had

i met to facilitate the current and anticipated needs

| of the resident.

During interview with facility staff (about 5 p.m.)
1 they were not sure how the service plan was to
| be completed and would follow-up as soon as
| possible. :

i‘ Class Il

A081j 58A-5,0191(2) FAC Training - Staff In-Service A081 .

i (2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or

. arrange for the following in-service training to
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(a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
i home health aides trained in accordance with
Rule 59A-8.0095, F A.C., must receive a
minimum of 1 hour in-service training in '
control, including universal precautions, and
facility sanitation p d before providing
pi care to res D ion of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to | borne
R , may be used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting major incidents.
2. Reporting adverse incidents.
3. Facility emergency procedures including
chain-of-command and staff roles relating to
| emergency evacuation.
i (c) Staff who provide direct care to residents, who
| have not taken the core training program, shall
recelve a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facility.
| 2. Recognizing and reporting resident
ineglect, and
i (d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with Rule 59A-8.0095,
F.A.C., mustreceive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
¢ living.
! {e) Staff who prepare or serve food, who have not
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taken the assisted living facility core training must

receive a minimum of 1-hour-in-service fraining

within 30 days of employment in safe food

handling practices.

i {f) Al facility staff shall receive in-service training
regarding the facility ' s resident elopement

| response policies and procedures within thirty

{30) days of employment.

1. All facility staff shall be provided with a copy of

the facility ' s resident elopement response

policies and procedures.

2. All facility staff shall demonstrate an

understanding and competency in the

implementation of the elopement response

policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 1 (A) of 3 staff obtained
m—servnce training regarding the facility’s resident
policies and proced

within thirty (30) days of emp!oyment
Findings include:

| Areview of Employee files was conducted on
Monday, 2013 at approximately 3:00
pm,

Record review of staff A’s personnel file revealed
she was hired on . There was no
of ion of resident el it
4! policies and proced training found
| in staff A's personnel file.
During interview at 5 p.m., the facility staff
: indicated the verification of training may have
| been in ancther folder and they would search for
it.

]
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ELORIDAAGENCY FOR HEAITH CARE ADMINSTRATON

Ré%‘\/gggg; Better Health Care for all Floridians EU?&%%EE&? B

.2013

Administrator

of Florida Assisted Living
301 South 10th Street
Haines City, FL 33844

Dear Administrator:

This letter reports the findings of a change of ownership (CHOW) state licensure survey with extended
congregate care (ECC) and limited mental health (LMH) that was conducted on 2013, by a
representative 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 timefrare. Staff from this office
will conduct a review 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
Facmties and Provnders on this page. Your feedback is encouraged and valued, as our goal is to ensure the
1 and i of the survey process.

P

Thank you for the assistance provided to the surveyor. Should you have any questions please call

Paul Brown, HFES, at 727-552-2000.
@:rel&] %

{ s Patricia Reid Caufman
Field Office Manager

PRC/kpr

Enclosure: State Form 3020

St. Petersburg Field Office

525 Mior Lake  Dive Norh, Sule 410 A
Petersburg, FL 33701

Phone (727) 552 2000 Fax (727) 552-1161

Headquarters

2727 Mahan Drive
Tallgshassee, Fi. 32308
hitp:/fahca.myfiorida,com




