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A000! Initial Comments

Care survey was conducted at Grand Mary's
House in Jacksonvifle, Florida on

| result of the survey.
|

A 007‘ B8A-5.0181(1) FAC Admissions - Criteria
| Admission Procedures, Appropriateness of
i Placement and Continued Residency Criteria.
| (1) ADMISSION CRITERIA. An individual must

i admitted to a facility holding a standard, limited
| nursing or limited mental heaith license:
i (a) Be at least
(b) Be free from signs and symptoms of any
communicable «which is likely to be

| person who has .

| 1 may be admitied to a facility,

| provided that he would otherwise be eligible for
| admission according to this rule.

| with supervision or assistance if necessary.

| (d) Be able to transfer, with assistance if

| necessary. The assistance of more than one
person is permitted.

| (e) Be capabie of taking his/her own medication

| with assistance from staff if necessary.

| 1. if the individual needs assistance with
self-administration the facility must inform the

| resident of the professional qualifications of

! and if unlicensed staff will be providing such

|'s surrogate, guardian, or attomey-in-fact' s

| written informed consent to provide such

| assistance as required under Section 428.256,
|FS.

An unannounced quarterly Extended Congregate

1'2013. Licensure deficiencies were identified as a

| meet the foflowing minimum criteria in order to be

| transmitted to other residents or staff, however, a

| () Be able to perform the activities of daily living,

| facility staff who will be providing this assistance,

| assistance, obtain the resident ' s or the resident '
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Continued From page 1

2. The facility may accept a resident who requires
the administration of medication, if the faciiity has
a nurse to provide this service, or the resident or
the resident ' s legal representative, designee,
surrogate, guardian, or attorney-in-fact contracts
with a licensed third party to provide this service
to the resident.
(f) Any special dietary needs can be met by the
facility.
(g) Not be a danger to self or others as
determined by a physician, or mental health
practitioner ficensed under Chapters 490 or 491,
F.s.
(h) Not require ficensed professional mental
health treatment on a 24-hour a day basis.
{i} Not be bedridden.
(j) Nothaveany - or4 pressure sores. A
resident requiring care ofa | pressure
may be admitted provided that.
1. The facifity has a LNS license 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;
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,
suctioning;
2. Assistance with tube feeding;
3. Monitoring of .. . . | gases;
4. Intermittent positive pressure breathing

or

5. Treatment of surgical
unless the surgical

,or

or wounds,
jand the

or ...
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decision on:

F.S., and subsection (2)

Chapter 69A-40, FAC.

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

{I) Not require 24-hour nursing supervision

(m) Not require skilled rehabilitative services as
described in Rule 58G-4.290, FAC.

{n) Have been determined by the facility
administrator to be appropriate for admission to
the facility. The administrator shall base the

1. An assessment of the strengths, needs, and
preferences of the individual, and the medical
examination report required by Section 429.26,

of this rule;

2. The facility ' s admission poficy, and the
services the facility is prepared to provide or
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, .S, and Rule

(o) 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 record review and staff interview, the
facility failed to ensure that it obtained informed
consent for uniicensed staff to assist with the

self-admin of

fons and o

#1 and #2).

The findings include:

health assessments for 2 of 2 sampled resiaenls

Areview of resident #1 and # 2's medical records

\
|
|
!
i
|
i
I
\
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revealed neither resident had a signed informed
consent for unlicensed staff to assist with
self-administration of medication. Both residents
AHCA Form1823 Health Assessments were
incompletely filled out. Residents' 1823 records
had missing entries, such as signatures, dates,
and listing of prescribed medications by their
health providers.

On . at approximately 2:00 pm in an
interview with the administrator she stated she
| did not realize residents #1 and #2 had missing
| entries, dates, and signatures on their heaith

| assessment forms.

: Class Ill

A 009 58A-5.0181(3) FAC Admissions - Admission

Package

| (3) ADMISSION PACKAGE.

“ (a) The facility shall make available to potential
residents a written statement(s) which includes
the foliowing information listed below. A copy of
the facility resident contract or facility brochure
containing all the required information shall meet
this requirement.

1. The facility * s residency criteria;

2. The daily, weekly or monthly charge to reside
in the facility and the services, supplies, and
accommodations provide by the facility for that

| rate;

| 3. Personal care services that the facility is

| prepared to provide to residents and additional

| costs to the resident, if any;

| 4. Nursing services that the facility is prepared to
| provide to residents and additional costs to the

: resident, if any,

AQO7
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5. Food service and the ability of the facility to
accommodate special diets;
6, The availability of transportation and additional
costs fo the resident, if any;
7. Any other special services that are provided by
the facility and additional cost if any;
8. Social and leisure activities generally offered
by the facility;
9. Any services that the facility does not provide
but will arrange for the resident and additional
cost, if any;
10. A statement of facility rules and regulations
that residents must follow as described in Rule
58A-5.0182, FAC,
11. A statement of the facility policy concerning
pursuant to Section
429.255, F.S. and Rule 58A-5.0186, F. A.C., and
Advance Directives pursuant to Chapter 765, F.S.
12. if the facility also has an extended congregate
care program, the ECC program ' s residency
criteria; and a description of the additionat
personal, supportive, and nursing services
provided by the program; additional costs; and
any limitations, if any, on where ECC residents
must reside based on the policies and
procedures described in Rule 58A-5.030, FAC;
13. If the facility advertises that it provides special
care for persons with . and
related a written description of those
special services as required under Section
429177, F.S.; and
14. A copy of the facility ' s resident elopement
response policies and procedures.
{b) Prior to or at the time of admission, the
resident, responsible party, guardian, or attorney
in fact, if applicable, shall be provided with the
following:
1. Acopy of the resident' s contract which meets
the requirements of Rule 58A-5.025, FAC,,
| 2. A copy of the facility statement described in

ADOS

|
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Continued From page 5 A008

paragraph (a) of this subsection if one has not
already been provided;

3. Acopy of the resident ' s bill of rights as
required by Rule 58A-5.0182, F.AC.; and

4. ALong-Term Gare Ombudsman Council
brochure which includes the telephone number
and address of the district council.

(c) Documents required by this subsection shall
be in English. If the resident is not able to read, or
does not understand English and translated
documents are not available, the facility must
explain its policies to a family member or friend of
the resident or another individual who can
communicate the information to the resident.

This Statute or Rule is not met as evidenced by:
Based on resident record reviews and staff
interview, the facility failed to ensure its residents
had appropriate admissions packages for 2 of 2
residents (#1 and #2).

The findings include:

Record review revealed resident # 1 and # 2 had
no admission packages in their record files.

On . at 2:00 pm in an interview with the
administrator, she acknowledged record files for
residents #1 and #2 were missing admission
packages and had no signed contracts. She
acknowledged she did not keep good records nor
organize them appropriately. She stated
resident's files had them in the past, but she
could not locate them at time of the survey.

Class W
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(4) MEDICATION ADMINISTRATION.

(a) For facilities which provide medication

administration a staff member, who is licensed to

administer medications, must be available to

administer medications in accordance with a

health care provider ' s order or prescription label.

(b) Unusual reactions or a significant change in

the resident s health or behavior shall be

documented in the resident ' s record and

reported immediately to the resident ' s health

care provider. The contact with the health care

provider shail also be documented in the resident

''s record.

(c) Medication administration includes the

conducting of any examination or testing such as

i glucose testing or other procedure

necessary for the proper administration of

medication that the resident cannot conduct

! nimself and that can be performed by licensed

staff.

+ (d) A facility which performs clinical laboratory

| tests for residents, including glucose

| testing, must be in compliance with the federal

| Clinical Laboratory Improvement Amendments of

1 1988 (CLIA) and Part | of Chapter 483 F.S. A

| valid copy of the State Clinical Laboratory License

| and the CLIA Certificate must be maintained in

| the facility. A state license or CLIA certificate is
not required if residents perform the test

| themselves or if a third party assists residents in

| performing the test. The facility is not required to

| maintain a State Clinical Laboratory License ora

| GLIA Certificate if facility staff assist residents in

i performing clinical laboratory testing with the

| residents ' own equipment. Information about the

! State Clinical Laboratory License and CLIA

“ Certificate is available from the Clinicat

. Laboratory Licensure Unit, Agency for Health
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| Care Administration, 2727 Mahan Drive, Mail

| Stop 32, Tallahassee, FL 32308; telephone

1 (850)487-3109.

|

| This Statute or Rule is not met as evidenced by:

| Based on record review and staff and resident
interviews, the facility failed to ensure that

| unlicensed staff did not administer . |

l injections and perform sugar checks for

| resident #2, 1 of 2 sampled residents.

H
| The findings include:

! in an interview on _ vat 1:10 pm, resident #
| 2 stated various staff members at the facility did
| her sugar checks and injections

, each day.

| During record review of medication observation

| records, it was revealed the facility allowed its

l uniicensed staff to administer injections

“ and perform sugar checks for resident # 2.

|

i In an interview on -at 1:30 pm with

" employee A she acknowledged she had in the
| past assisted resident # 2 with her i sugar

!‘ checks and ..._.... : injections.
i

| In an interview on _ » at 2:00 pm with

| administrator she acknowledged her medication
| technicians had assisted resident # 2 with t
| injections and performed | sugar checks.

i
|
| Class 1!
|

A078, 58A-5.019(2) FAC Staffing Standards - Staff
|

ADB3

A078
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(a) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based
on a examination conducted within the last six
months, that the person does not have any signs

|

i

i

(2) STAFF. |
!

l

i

or symptoms of a communicable

including . _ - Freedom from |
- must be documented on an annual |
basis, A person with a positive ... ifest

must submit a health care provider ' s statement
that the person does not consitute a risk of |
communicating Newly hired staff i
does not include an employee transferring from |
one facility to another that is under the same |
management or ownership, without a break in |
| service. If any staff member Is later found to |
have, or is suspected of having, a ¢ icable |
|
1
|
|

, hefshe shall be removed from duties
until the administrator determines that such
condition no longer exists.

(b) All staff shall be assigned duties consistent
with his/her level of education, training,
preparation, and experience. Staff providing i
services requiring licensing or certification must |
be appropriately ficensed or certified. Al staff
shall exercise their responsibilities, consistent |
with their qualifications, to observe residents, to |
|
i

document observations on the appropriate
resident ' s record, and to report the observations
to the resident ' s health care provider in
accordance with this rule chapter. {
(c) All staff must comply with the training | |
requirements of Rule 58A-5.0191, FAC. | ]
(d) Staff provided by a staffing agency or i §
employed by a business entity contracting to i i
provide direct or indirect services to residents | !
must be qualified for the position in accordance | !
with this rule chapter. The contract between the |
facility and the staffing agency or contractor shall { |
specifically describe the services the staffing !

ARCA Form 3020-0001
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A078| Continued From page 9 AOT8
|
|

agency or contractor will be providing to
residents.
‘i (e) For facilities with a licensed capacity of 17 or
| more residents, the facility shall:
| 1. Develop a written job description for each staff
| position and provide a copy of the job description
| to each staff member; and
| 2. Maintain time sheets for all staff.
i
i

| This Statute or Rule is not met as evidenced by:
| Based on record reviews and staff interviews, the
| facility failed to ensure staff obtained a free from

| communicable ...  statement from a heath

| care provider for 1 of 2 sampled employees

| (Employee A). The facility also failed to ensure

\‘ its staff maintained an annual updated

- i screen for 1 of 2 sampled staff
| (Employee B, the Administrator)

i

| The findings include:

| Cn during staff record reviews, it was

| revealed employee A had not obtained a health

| statement which read she was free from

| communicable ... During record review it

| was revealed the administrator failed to obtain an
| updated .. screen. The Administrator's most

: recent . screen was dated

i
i

i

H

|

i

|

i

| in an interview with the administrator on on i
| . at 2:00 pm, she acknowledged she had !
| an outdated . - screen and stated she would "
| obtain an updated ... screen, The Administrator i
“ acknowledged employee A had no heaith ‘I
. statement from her health provider which read i
| she was free from communicable The i
| Administrator stated she would ensure employee | ‘l
| Aobtained the required health statement for her } |
i

i

| record files.

|
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Class i

58A-5,0191(8) FAC Training - Nutrition & Food
Service

(6) NUTRITION AND FOOD SERVICE. The

inistrator or person i by the
administrator as responsible for the facility ' s
food service and the day-to-day supervision of
food service staff must obtain, annually, a
minimum of 2 hours continuing education in
topics pertinent to nutrition and food service in an
assisted living facility. A certified food manager,
ficensed dietician, registered dietary technician or
health department sanitarians are qualified to
train assisted living facility staff in nutrition and
food service.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and staff
interview, the facifity failed to ensure staff
obtained annually a minimum of 2 hours
continuing education training in topics related to
nutrition and food service for 1 of 2 sampled staff
{Employee B, the Administrator).

The findings include:

on.. i during record review it was
revealed the administrator, supervisor of the
facility's food service program, did not have 2
hours of continuing education training in topics
related to nutrition or food service in her
personnel record

On_ at 2:00 pm in an interview with the
ini or, she ackn d she failed to
obtain the required 2 hours of continuing

AQ78

A085

|
|
1
!
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FUORDAAGENCY FORHEATH CARE ADMINSTRATION

RICK SCOTT E pRlileri
(SCO VEgN OR Better Health Care for all Floridians UZSAECE{ETE;;Y

2013

Administrator

Grand Mary's House
4828 Evanston Road
Jacksonville, FI. 32208

Dear Administrator:

“This letter reports the findings of a state licensure quarterly Extended Congregate Care survey 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 timeframe. Staff from this office
will conduct a review after 2013 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
hgp://ahcagyﬂorida,mm@x@k_agmmmm as a first step in providing a web-based interactive
consumer satisfaction survey system. Youmay access the questionnaire through the fink 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. Should you have any questions please call this office at

Sincerely,
Keisha Woods, MPH

Health Facility Evaluator Supervisor
Division of Health Quality Assurance

JL/KW/sm
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