FITOHRDA AGENCY FOR HEALTH CARE ADMINITRATION
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Ré%@%g%} Better Health Care for all Floridians %IE?;%TE‘:“‘AD,;)YD £
2013
Administrator
J & S Assisted Living
1343 Johns St

Jennings, FL 32053
Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on .2013by a
representative of this office.

Enclosed is the provider's copy of the Statc (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 1o 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
aclivity. This form has been placed on the Agency's website at
Dttp://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, Should you have any questions please call this office at

(386) 462-6201.
Sincerely,
Kriste J. Mennella
Ficld Office Manager
KiM/amw
Enclosure
XG90
Headquarlers Alachua Field Office

2727 Mahan Drive
Taliahassee, FL 32308
Http://ahca.myfiorida.com

14101 N W Hwy 441, Suite 800
Alachua, FL 32615-5669
Phone (386} 462-6201; Fax (386) 418-5300
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Initial Comments

An unannounced biennial licensure, Limited
Mental Health, and Limited Nursing Services
surveys were conducted at J & S Assisted Living
on , 2013, The facility was not in
compliance with 429.01-429.54, Part | & 408, Part
il, Florida Statutes, and 58A-5, Florida
Administrative Code.

58A-5.0185(6) FAC Medication - Storage and
Disposal

(6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises; or
in their or apartments, which must be kept
locked when residents are absent, unless the
medication is in a secure place within the

or apartments or in some other secure place
which is out of sight of other residents. However,
both prescription and over-the-gounter
medications for residents shall be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facility shall maintain a list of all medications
being stored pursuant to such a request;

3, The medication is determined and documented
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5, The facility determines that because of
physical arrangements and the conditions or

 habits of residents, the personal possession of
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medication by a resident poses a safety hazard to
other residents; or

8. The facility” s rules and regulations require
central storage of medication and that policy has
been provided to the resident prior to admission
as required under Rule 58A-5.0181, FAC.

{b} Centrally stored medications must be:

1. Kept in a locked cabinet, locked cart, or other
locked storage receptacle, or area at all
fimes;

2. Located in an area free of dampness and
abnormal temperature, except that a medication
requiring refri ion shall be refri

Refrigerated medications shall be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which refrigerator is
located locked;

3. Accessible to staff responsible for filling
pili-organizers, assisting with self-administration,
or administering medication. Such staff must
have ready access 10 keys to the medication
storage areas at all times; and

4. Kept separately from the medications of other
residents and properly closed or sealed.

(c) Medication which has been discontinued but
which has not expired shall be returned 1o the
resident or the resident ' s representative, as
appropriate, or may be centrally stored by the
facility for future resident use by the resident at
the resident ' s request. If centrally stored by the
facility, it shall be stored separately from
medication in current use, and the area in which it
is stored shall be marked " discontinued
medication. * Such medication may be reused if
re-prescribed by the resident ' s health care
provider.

(d) When a resident ' s stay in the facility has
ended, the administrator shall return at
medications to the resident, the resident’ s
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family, or the resident ' s guardian unless
otherwise prohibited by law. If, after notification
and waiting at least 15 days, the resident ‘s
medications are still at the facility, the
medications shall be considered abandoned and
may disposed of in accordance with paragraph

).
(e) Medications which have been abandoned or
which have expired must be disposed of within 30
days of being determined abandoned or expired
and disposition shall be documented in the
resident * s record. The medication may be taken
1o a pharmagcist for disposal or may be destroyed
by the administrator or designee with one
witness.
{f) Facilities that hold a Special-ALF permit issued
by the Board of Pharmacy may return dispensed

inal drugs to the
pursuant to Rule 64B816- 28 870, F A C.

This Statute or Rule is not met as evidenced by:
Bases on observation and interview, the facility
does not secure centrally-stored medication,
Findings:
Atour of the facility was conducted at 8:15 AM on
, 2018, Asmall refrigerator in the kitchen
containing refrigerated medication was unlocked
affording residents surreptitious access when
staff are not present. The medication in the
unlocked refrigerator consisted of three smalt
containers of and five vials of
. . keptopenlyona
refrigerator shelf,
An interview with the Administrator at 9:30 AM on
, 2013, revealed that the facility practice is
1o store unsecured refrigerated medication in a
small unlocked refrigerator.
Class 1l
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58A-5.0181(2) FAC Training - Staff In-Service

{2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff:
(a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with
Rule 59A-8.0095, F.A.C., must receive a
minimum of 1 hour in-service trainingin .. ____:
control, including universal precautions, and
facility sanitation procedures before providing
p | care fo rest Do ion of
compliance with the staff training requirements of
28 CFR 1910.1030, relating to borne

. 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.
{c) Staff who provide direct care to residents, who
have not taken the core training program, shalf
receive 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
neglect, and
{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., must receive 3 hours of in-service training
within 30 days of employment that covers the
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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
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices,

{f) All 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 an employee record review and
interview, the facility did not ensure that
employees receive all required training.
Findings:
An employee record review of employee #1 on
2013 failed to uncover documentation of
the following training: ADL and Behavioral
Needs, Control, Elopement Response,
incident Reporting, Resident Rights,
Recognizing/Reporting . Neglect &
Emergency Preparedness and
Evacuation, and Safe Food Handling.
During an interview with the administrator on
25, 2013, at 1:15 PM, he stated that itis not the
facility practice to offer this training as
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). - '8 AND RELATED
{" ADRD ") TRAINING

REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 434.4.6 of the Florida Building
Code, as adopted in Rule 9N-1.001, FAC.,
Florida Building Code Adopted, must ensure that
facility staff receive the following training.
{a) Facility staff who have regular contact with or
provide direct care to residents with ADRD, shall
obtain 4 hours of initial training within 3 months of
employment. Completion of the core training
program between . 1998 and 2003
shall satisfy this requtrement Facility staff who
meet the requirements for ADRD training
providers under paragraph (g) of this subsection
will be considered as having met this
requirement. " Staff who have regular contact
means staff who interact on a daily basis with
residents but do not provide direct care o
residents. Initial training, entitied * ‘s

. : and Related Level | Trammg.
must address the following subject areas:
1. Understanding and
related
2. Characteristics of
3 Communicating with residents W|th

4, Family issues;

5. Resident environment; and

6. Ethical issues.

(b) Staff who have received both the initial one
hour and continuing three hours of ADRD training
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required.
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pursuant to Sections 400.1755, 429.917, and
400.6045(1), F.S., shall be considered to have
met the initial assisted living facility -
+and Related .. ... ... Level | Training.
(c) Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitled "
and Related Levelll Tralnlng, wnhln
9 months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph (g} of this subsection will be
considered as having met this requirement.
and Related ;
Level 1l Training must address the following
subject areas as they apply to these
1. Behavior management;
2. Assistance with ADLs;
3. Activities for residents;
4, Stress management for the care giver; and
5. Medicat information,
(d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a) and (b}
of this subsection can be found in the document
* Training Guidelines for the Special Care of
Persons with. ... — ... and Related
" dated 11999, |ncorporated by
reference, available from the Department of Eider
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32399-7000.
(e} Direct care staff shall participate in 4 hours of
continuing education annually as required under
Section 429,178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by Section 428,52, F.S., and subsection
(1) of this rule, or 3 of the 6 hours of continuing
education for extended congregate care required
by subsection (7} of this rule.
{f) Facility staff who have only incidental contact

AHGA Form 3020-0001
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with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
Section 429,178, F.5., within three (3) months of
employment. " Incidental contact " means all
staff who neither provide direct care nor are in
regular contact with such residents.
(g} Persons who seek to provide ADRD training in
accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor ' s degree from an
accredited college or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with I

‘s - or related ;or
2. Three years of practical experience in a
program providing care to persons with

's - or refated .or
8. Completed a specialized training program in
the subject matter of this program and have a
minimum of two years of practical experience in a
program providing care to persons with

: of related .

(h) With reference to requirements in paragraph
{g}), a Master ' s degree from an accredited
college or university in a subject related to the
content of this training program can substitute for
the teaching experience. Years of teaching
experience related to the subject matter of this
training program may substitute on a year-by-year
basis for the required Bachelor ' s degree
referenced in paragraph {(g).

This Statute or Rule is not met as evidenced by:
Based on an employee record review and
interview, the facility did not ensure that
employees receive all required training.
Findings:

An employee record review of employee #1 on
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Continued From page 8

, 2013 failed to uncover documentation of
Training Level | or R Training

Level |l training.
Interview with the administrator on 2013,
at 1:15 PM, he stated that it is not the facility
practice to offer this training as management is
not aware that the training is required.
Class 1t

58A-5.0181(11) FAC Training - Do Not
: Orders

{11} i
TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility ' s policies and
procedures regarding - .- within 60 days
after the effective date of this rule,

{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility ' s policy and procedures
regarding _ ... ._ - within 30 days after
employment.

{c) Training shall consist of the information
included in Rule 58A-5.0186, F.AC.

This Statute or Rule is not met as evidenced by:

Based on an employee record review and

interview, the facility did not ensure that

employees recaive training.

Findings:

An employee record review of employee #1 on
2018 failed to uncover documentation of

training.

A0B8

A0S0
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Standards

{2) DIETARY STANDARDS.

{a) The Tenth Edition Recommended Dietary
Allowances established by the Food and Nutrition
Board - National Research Council, adjusted for
age, and activity, shall be the nutritional
standard used to evaluate meals. Therapeutic
diets shall meet these nutritional standards to the
extent possible. A summary of the Tenth Edition
Recommended Dietary Allowances, interpreted
by a daily food guide, is available from the DOEA
Assisted Living Program.

{b} The recommended dietary aliowances shall
be met by offering a variety of foods adapted to
the food habits, preferences and physical abilities
of the residents and prepared by the use of
standardized recipes. For facilities with a licensed
capacity of 16 or fewer residents, standardized
recipes are not required. Uniess a resident
chooses to eat tess, the recommended dietary
allowances 1o be made available to each resident
daily by the facility are as follows:

1. Protein: 6 ounces or 2 or more servings,;

2. Vegetabies: 3 5 servings;

3. Fruit: 2 4 or more servings;

4. Bread and starches: 6 11 or more servings;

5. Milk or mitk equivalent: 2 servings;

6. Fats, oils, and sweets: use sparingly, and

7. Water.

{c) All regular and therapeutic menus 1o be used
by the facility shal be reviewed annually by a
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During an interview with the administrator on
. 2013, at 1:15 PM, he stated that it is not
the facility practice to offer this training as
management is not aware that the training is
required.
Class It
A 093 58A-5.020(2) FAC Food Service - Dietary A093
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registered dietitian, licensed dietitian/nutritionist,
or by a dietetic technician supervised by a
registered dietitian or licensed
dietitian/nutritionist, to ensure the meals are
commensurate with the nutritional standards
established in this rule. Portion sizes shall be
indicated on the menus or on a separate sheet.
Daily food servings may be divided among three
or more meals per day, including snacks, as
necessary to accommodate resident needs and
preferences. This review shall be documented in
the facility files and include the signature of the
reviewer, registration or license number, and date
reviewed. Menu items may be substituted with
items of comparable nutritional value based on
the seasonal availabifity of fresh produce or the
preferences of the residents.

{d) Menus to be served shali be dated and
planned at least one week in advance for both
reguiar and therapeutic diets. Residents shall be
encouraged to participate in menu planning.
Planned menus shall be conspicuously posted or
easily available to residents. Regular and
therapeutic menus as served, with substitutions
noted before or when the meal is served, shall be
kept on file in the facility for 6 months.

{e) Therapeutic diets shall be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style dining
or family style dining are not required to
document what is eaten unless a health care
provider ' s order indicates that such monitoring is
necessary. However, the food items which enable
residents to comply with the therapeutic diet shall
be identified on the menus developed for use in
the facility.

2. The facility shall document a resident ' s
refusal to comply with a therapeutic diet and
notification to the resident ' s health care provider

A093
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of such refusal. If a resident refuses to follow a
therapeutic diet after the benefits are explained, a
signed statement from the resident or the
resident’ s responsible party refusing the diet is
acceptable documentation of a resident ' s
preferences. In such instances daily
documentation is not necessary.

(f) For facilities serving three or more meals a
day, no more than 14 hours shall elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals shall be evenly
distributed threughout the day with not less than
two hours nor more than six hours between the
end of one meal and the beginning of the next.
For residents without access to kitchen facilities,
snacks shall be offered at least once per day.
Snacks are not considered to be meals for the
purposes of _ the time between meals.
{g) Food shall be served atiractively at safe and
palatable temperaiures. Alf residents shall be
encouraged 1o eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, shall be on hand.

{n) A 3-day supply of non perishabie food, based
on the number of weekly meals the facility has
contracted with residents to serve, and shall be
on hand at alf imes. The quantity shall be based
on the resident census and not on licensed
capacity. The supply shall consist of dry or
canned foods that do not require refrigeration and
shall be kept in sealed containers which are
labeled and dated. The food shall be rotated in
accordance with shelf life to ensure safety and
palatability. Water sufficient for drinking and food
preparation shalf also be stored, or the facility
shall have a plan for obtaining water in an
emergency, with the plan coordinated with and
reviewed by the local disaster preparedness
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authority.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
does not maintain a log of menu substitutions and
the faciiity failed to post menu substitutions prior
to meals.

Findings:

1.0n 2013, at 5:45 PM, a record review
of the facility' s menus and dinning practices
failed to uncover a listing of menu item
substitutions.

An interview with the Administrator on

2018, at 6:05 PM, revealed that the facility does
not maintain a log of menu item substitutions.
2.0n 2013, at 6:00 PM, kale was noted
to have been substituted for spinach without prior
notice to the residents,

An interview with the Administrator on .
2013, at 6:05 PM, revealed that the facility does
not note food substitutions prior to serving the
food.

Class 1l

58A-5.024(2) FAC Records - Staff

{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,;
2. Copies of all licenses or certifications for all
staff providing services which require licensing or

A093
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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
member pursuant to Rule 58A-6.019, FAC,, for
{acilities with a licensed capacity of seventeen
{17} or more residents; and

5. Documentation of facility direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 58A-5.0182(8}{(c},
FAC.

{b) The facility shail 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 an employee record review and
interview, the facility did not ensure that it
maintains an application and documentation of
communicable  status.
Findings:
An employee record review of employee #1 on

, 2013 failed to uncover documentation of
an employment application and communicable

.. status.
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During an interview with the Administrator on |
25, 2013, at 1:15 PM, he stated that he thought
the application and documentation of
communicable  status for employee #1
were in the employee file. After unsuccessfully
trying to locate the documents, he acknowledged
the facility could not produce them.

Class It

58A-5,0191(8) FAC LMH - Training

(8) LIMITED MENTAL HEALTH TRAINING.

{a) Pursuant to Section 429.075, .S, the
administrator, managers and staff, who have
direct contact with mental health residents in a
ficensed limited mental health facility, must
receuve the following training:

1A of 6 hours of sp d training in
working with individuals with mental health
diagnoses.

a. The training must be provided or approved by
the Department of Children and Families and
must be taken within 6 months of the faciiity ' s
recelving a fimited mental health ficense or within
6 months of employment in a limited mental
health facility.

b. Staffin " direct contact " means direct care
staff and staff whose duties take them into
resident living areas and require them fo interact
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. A minimum of 3 hours of continuing educanon.
which may be provided by the ALF oF

A 161
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or through distance learning, biennially thereafter
in subjects dealing with one or more of the
foilowing topics:

a. Mental health diagnoses; and

. 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 requi 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
education training certificates, pursuant to

ph (8)2. of this subsection, are
retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
did not ensure that direct-care staff receive the
required three-hour LMH continuing education
biennially.
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Findings:
Record review and an interview with the
Administrator at 1:15 PM on i revealed that

two out of three sampled direct-care staff
(employees #2 and #4) have not the received the
required biennial three-hour continuing education.
Class Il

AN277| 58A-5.031(2) FAC LNS - Resident Care AN277
88=D! Standards

(2) RESIDENT CARE STANDARDS,

{a) Aresident receiving fimited nursing services in
a facility holding only a standard and fimited
nursing license must meet the admission and
continued residency criteria specified in Rule
58A-5.0181, FAC.

{b) In accordance with Rule 58A-5.019, FAC.,
the facility must employ sufficient and qualified
staff to meet the needs of residents requiting
fimited nursing services based on the number of
such residents and the type of nursing service to
be provided.

{c) Limited nursing services may only be provided
as authorized by a health care provider ' s order,
a copy of which shall be maintained in the
resident * s file.

(d} Facilities licensed to provide limited nursing
services must employ or contract with a nurse(s)
who shall be available to provide such services
as needed by residents. The facility shall maintain
documentation of the qualifications of nurses
providing limited nursing services in the facifity ' s
personnel files.

(&) The facility must ensure that nursing services
are conducted and supervised in accordance with
Chapter 464, F.S., and the prevalling standard of
practice in the nursing community.
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This Statute or Rule is not met as evidenced by:
Based on staff interview and facility record review
the facility failed employed or contract with a
registered nurse to ensure the provisions of
ordered services for B of 8 residents receiving
Limited Nursing Services, (LNS) .

Findings:

Interview on i at 9:35 AM revealed that
physician ordered nursing services are provided
by Home Health Services and that currently there
are 8 resident receiving LNS. Review of the
facility documentation did not reveal any facility
over site or reviews conducted by an registered
nursed either employed or contracted by the
facility.

Review of the medical record for for residents #2
and #4 did not reveal any documentation of over
site or reviews of LNS by a registered nurse
employed or contracted by the facility.

Interview with the owner on at 9:35
AM revealed that facility does not have a
registered nurse employed or contracted to
provide over site or review of LNS provided by the
facility.

Class Hl

AN277
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