Agency for Health Care Adm

nistration

REVISED
May 28, 2013

PRINTED: 05/28/2013
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

AL11965330

(X2) MULTIPLE CONSTRUCTION
A, BUILDING:

B.WING

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

ARCADIA OAKS ASSISTED LIVING

STREET ADDRESS, CITY, STATE, ZIP CODE

1013 EAST GIBSON STREET
ARCADIA, FL. 34266

X4y 1D SUMMARY STATEMENT OF DEFICIENCIES

PROVIDER'S PLAN OF CORRECTION

(X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE DATE
¢ DEFICIENCY)

{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

D
PREFIX
TAG TAG

A000 Initial Comments . AG00
Two Complaint Surveys, CCR# 2013002380 and f
CCR#2013001667 were conducted atArcadia |

Oaks Assisted Living Facility on through

The following is a description of non-compliance:

A 010 58A-5.0181(4) FAC Admissions - Continued L A010

Residency

(4) CONTINUED RESIDENCY. Except as follows |
in paragraphs (a) through (e) of this subsection,
criteria for continued residency in any licensed
facility shall be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a face-to-face
medical examination by a licensed health care
provider at least every 3 years after the initial

a sment, or after a significant 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 AMCA

Form 1823, which is incorporated by reference in
paragraph (2)(b) of this rule. The form mustbe |
completed in accordance with that paragraph. H
After the effective date of this rule, providers shall

have up to 12 months to comply with this

requirement.

(@) The resident may be bedridden for up to 7

consecutive days.

(b} Aresident requiring care of a
may be retained provided that

| pressure !

|

1. The facility has a LNS license and services are
provided pursuant to a plan of care issued by a

licensed health care provider, or the resident
contracts directly with a licensed home health
agency or a nurse to provide care;

record; and

2. The condition is documented in the resident ' s ;
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3, if the resident ' s condition fails to improve |
within 30 days, as documented by a licensed
health care provider, the resident shall be i
discharged from the facility,

{c} A . il 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 i
needed,

2. Continued residency is agreeable to the
resident and the facility,

3. An interdisciplinary care plan is developed and
implemented by a licensed hospice in |
consultation with the facility. Facility staff may i
provide any nursing service permitted under the
facility * s license and total help with the activities |
of daily living; and

4. Documentation of the requirements 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.

() Continued residency criteria for facilities |
holding an extended congregate care license are
described in Rule 58A-5.030, FAC.

(5) DISCHARGE. If 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 I
be discharged in accordance with Section |
429.28(1), F.8
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This Statute or Rule is not met as evidenced by: |
Based on record review observation and !
interview, the facility failed to discharge 1

(Resident #7) of 7 residents sampled who can no |
longer assist with her Activities of Daily (ADLs). ]

The findings include:

On at 12:20 p.m., Resident #7 was :
observed sitting in her wheelchair in the small ;
dining Resident #7 remained motionless,

she did not attempt to feed herself. A staff
member fed Resident #7. At 1:36 p.m., of the
same day, Staff E and Staff B rolled Resident #7 |
into her .. ... Asign was observed above |
Resident #7's bed. The sign read, "Please :
remember to rotate Resident #7 every [two] hours
(picture taken).” At approximately 1:37 p.m., Staff |
E and B were observed transferring Resident #7 |
from her wheelchair to her bed. Staff E bent over |
and lifted Resident #7 out of the wheelchair, while
Staff B lifted Resident #7 from behind. Resident
#7's feet did not touch the ground during the
transfer. Resident #7 remained motionless
throughout the transfer process. Staff E and B
were observed changing Resident #7's adult brief
immediately after the transfer. Staff B rolled
Resident #7 onto her right side while Staff E
wiped Resident #7's bottom, then Staff E rolled
Resident #7 onto her left side while staff B
replaced Resident #7's bed Staff E pulled a
new adult brief over Resident #7's feet, between
her legs and onto her bottom. Resident #7 was
motionless the throughout the entire process.
Resident #7 was not observed assisting in her
ADLs.

On -at 4:15 p.m., an interview was
conducted with Staff D. Staff D stated Resident
AFCA Form 3026-0001
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#71s, | weight and could not assist in her s
transfers." {

On s at 1:28 p.m., Staff B was interviewed. I
Staff B explained they would not put Resident #7
on the toilet, because the resident would .__| off of
the toilet. Staff B continued by saying, "l am going |
to tell you the truth; we have to do everything (all *
ADLs) for [Resident #7]."

On Resident #7's physician was
interviewed. He confirmed Resident #7 needs,
“Total care” with ADLs,

On an offsite record review reveled the
facility has a standard licenses,

Class It

408.812, FS Unlicensed Activity

(1) A person or entity may not offer or advertise
services that require licensure as defined by this
part, authorizing statutes, or applicable rules to |
the public without obtaining a valid license from
the agency. A licenseholder may not advertise or
hold out to the public that he or she holds a !
license for other than that for which he or she X
actually holds the license. {

{2} The operation or maintenance of an

unlicensed provider or the performance of any |
services that require ficensure without proper
licensure is a violation of this part and authorizing
statutes. Unlicensed activity constitutes harm that
materially affects the health, safety, and welfare |
of clients. The agency or any state attorney may, |
in addition to other remedies provided in this part,
bring an action for an injunction to restrain such |

violation, or to enjoin the future operation or 1

AZB27
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maintenance of the unficensed provider or the §
performance of any services in violation of this
part and authorizing statutes, until compliance

with this part, authorizing statutes, and agency |
rules has been demonstrated to the satisfaction
of the agency.

operate, or maintain an unlicensed provider. If
after receiving notification from the agency, such |
person or entily fails to cease operation and apply
for a license under this part and authorizing !
statutes, the person or entity shall be subject to
penalties as prescribed by authorizing statutes
and applicable rules. Each day of continued §
operation is a separate offense. .

(3) Itis unlawful for any person or entity to own, i
i
i

(4} Any person or entity that fails to cease
operation after agency notification may be fined
$1,000 for each day of noncompliance.

(5) When a controlling interest or licensee has an i
interest in more than one provider and fails to
license a provider rendering services that require '
licensure, the agency may revoke all licenses and |
impose actions under s, 408.814 and a fine of
$1,000 per day, unless otherwise specified by
authorizing statutes, against each licensee untit
such time as the appropriate license is obtained
for the uniicensed operation.

(6) In addition to granting injunctive relief
pursuant to subsection (2), if the agency
determines that a person or entity is operating or |
maintaining a provider without obtaining a ficense |
and determines that a condition exists that poses
a threat to the health, safety, or welfare of a client |
of the provider, the person or entity is subjectto |
the same actions and fines imposed against a
licensee as specified In this part, authorizing 1
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statutes, and agency rules.

{7) Any person aware of the operation of an
unlicensed provider must report that provider to
the agency.

This Statute or Rule is not met as evidenced by:
Based on record review, observations and
interviews, the faciiity allowed unlicensed staff to
provide services to 4 (Residents #6, #7, #8, and
#9) of 9 residents observed for which the facility
does not have a specialty license to provide.

The findings include:

1. On . @ pre-survey record search
revealed the facility has a standard license.

2. On , Resident #6's record was
reviewed. The record revealed a physician's order
dated on for two (2} liters of continuous

3. On Resident #7's record was
reviewed. The record revealed a physician's order
dated on for two (2} liters of continuous

4. On , @ review of Resident #8's record
revealed a physician's order for two (2) liters of
1 continuously through a nasal cannula.

5 On Resident #9's record was

reviewed. The record revealed Resident #9 was

admitted to the facility on » with an external
bag

On at 12:19 p.m., Staff B was observed
changing Resident #8's tank in the small
dining . Staff B checked Resident #8's

{

i

i
|

]
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1level then removed a large itank |
from the back of Resident #8's wheelchair and |
replaced it with a new | tank. Staff Aturned |
Resident #8's on and set the ilevel
1o two liters. {
On at approximately 12:30 p.m., Staff A
was observed changing the tanks for

Residents #6 and #7. Staff A replaced the tanks !
for both resident and set both tanks o two liters i
of {
On iat 9:45 am., Staff D and Staff F were |
observed assisting Resident #8 in the

Staff F disconnected Resident #9's

bag from Resident #9's stomach area. Staff D
retrieved a new wafer and bag for i
Resident #9. Staff D cut a hole in the center of

the water. Staff E entered the relieved
Staff £. Staff E verbally prompted Resident #9to
clean around the hole in her stomach with a wipe. ;
After seeing Resident #9 was unable to properly {
clean around the area, Staff E grabbed a few 3
wipes and cleaned around the whole in Resident i
#9's stomach. Staff D placed a new adhesive :
wafer around the hole in Staff D's stomach. Staff
D attached the _ bag to the wafer on ;
Resident #9's stomach. Staff D placed a clamp at |
the end of the > bag.

On > at approximately 12:21 p.m,, Staff 8
was interviewed. Staff B stated Residents #6, #7, t
and #9 cannot manage or maintain their own i

tanks. She states the facility staff |
changes the tanks for these residents. Staff B
confirmed she is not a nurse.

On at approximately 12:37 p.m., Staff A
was interviewed. Staff A confirmed she is not a
nurse. Staff A also stated when she prepare
AFCA Form 3020-0001
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resident who cannot manage their
bed, she takes the
and adjust the level fo 0 (zero} liters. She
continued by saying she puts the residents on
their respective 1 concentrator and when
they get up in the morning the she adjust the

+ tank back to 2 (two) liters of

for

On -at 12:37 p.m., Staff C was
interviewed. Staff C admitted to assisting
Residents #6, #7 and #8 with their

C confirmed she is not a licensed nurse.

Staff

On at 12:45 p.m., the Administrator was
interviewed. The Administrator confirmed she
allows unlicensed staff members to assist
residents with their itanksand 1
concentrators. The Administrator confirmed she
has a Standard Assisted Living Facility Licenses
without a specialty license. She also confirmed
the facility does not have licensed staff providing
care and services in this facility.

On at approximately 4:15 p.m., Staff D
was interviewed. Staff D described cleaning
caring for Resident #9's . bag and
- Staff D stated, "We have to take it [the
bag] off, we remove it [the wafers]
from around the hole in her stomach. " Staff D
stated [the facility staff] clean the area around the
T and replace the wafer and the bag." Staff
D stated Resident #9 cannot connect her
bag without assistance. She added
"Resident #8 can't really get it [her
bag] back on the whole like she needs to.”

On : at 4:40 p.m., Resident #9 was

interviewed. Resident #9 stated the staff changes

her bag and cleans around her open
for her.

AZ827

1 tank off the wheelchair |

i
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FLORDA AGENCY FOR HEALT CARE ADVINISTRATON

K
R‘G%(vggﬁ& Better Health Care for all Fioridians EUZSEEERQ:-EA{? &
2013
Administrator

Arcadia Oaks Assisted Living
1013 East Gibson Street
Arcadia, FL 34266

RE: REVISED

Dear Administrator:
Enclosed you will find the REVISED State (3020) Form showing tag A165 has been dropped.

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://aheamyflorida.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
(239) 335-1315.

Sincerely,

Harold D. Williams
Field Office Manager

Enclosure: Revised State (3020) Form

Headquariers

2727 Mahan Drive
Taltahassee, FL 32308
http://ahca myflorida.com

Fort Mye(s Field Ofﬁce
2295 Victoria Avenus, . -
Fort Myers, FL 33901
Phone (239) 335-1315; Fax (239) 338-2372
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A000] Initiat Comments

| fwo Complaint Surveys, COR# 2013002380 and
| CCR#2013001687 were conducted at Arcadia
| Oaks Assisted Living Faciiity 0n4/08/13 through

!
§ The foliowing is a description of non-comptiance:

£010] 58A-5.0181(4) FAC Admissions - Continued
Residency

{4) CONTINUED RESIOENCY. Except as fcllows
in paragraphs (8} through (e) of this subsection,
criteria for continued residency in any licensed
facllity shall be the same as the criteria for
Asgpartofthe i ol
criteris, & resident must have a faca-to-face
medical examination by a licensed health care
provider at least every 3 years after the initial
asgessment, or after a sigrificant change,
whichever comes first. A significant change is
defingd in Rule 58A-5.0131, F.A.C. The results of
the examination must be recarded on AHCA
Form 1823, which is incorparated by reference in
paragraph (2)(b} of thig rule, The form must be
T in with that p
After the effective date of this nule, providers shall
have up to 12 months to comply with this
requirement.
{2) The resident may be bedridden for upw 7
consecutive days.
(b} A resident requiring cere ofa  _ pressure
may be retained provided that
1. The facilty has 2 LNS license and services are
{ provided pursuant to a plan of care issued by a
! licansed health care provider, or the resident
1 contracts directly with a licensed home health
| agency of a nurse to provide care;
| 2. The condition is documented in the resident * s
| record; and
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3, if the resident * s condition fails to improve
within 30 days, as documented by a licensed
health care provider, the resident shall be
digcharged from the facillty,
YA fil resident who no longer meets
- the criteria for continued residancy may confinue
; o reside in the facility if the following conditions
are met:
1. The resident qualifies for, I8 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. Continued residency is agreeable to the
sesident and the facility;
3. An interdisciplinary care plan is devsloped and
wmplemented by a licensed hospice in
consultation with the faciiity. Facility staff may
provide any nursing service permitted under the
facmy 5 license and fotal hefp with the activities
of danly living; and
of

the of this
paragraph is maintained in the resident ' s fle.
(d) The adrnlms!raw is responsidle for
the

of

| placement of a resldent in the faulnly
i {e} Continued residency criteria for facilites
| holding an extended congregate care license are
| described in Rule 58A-6.030, FAC.
! (5) DISCHARGE. If the resident no longer meels
the criteria for continued rasidency, or the facllity
{ 1s unable to meet the resident ' s needs, as 1
” determinad by the facility administrator o
; llcensed health care provider, the resident shall
+ be discharged in ccordance with Section
] 429.28(1), F.S.
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1 This Statute of Rule is not met as evidenced by:
Based on record review observation and

interview, the faciiity failed to discharge 1

| {Resident #7) of 7 residents sampled who car no

. lpnger assist with her Activities of Dally (ADLs).

l The findings include:

(On 4710113 at 12:20 p.m., Resident #7 was.
obsarved sitting in her wheelchair in the small
dining .. . Resident #7 remained motioniess,
she did not attempt (o feed herself. A staff

" member fed Resident #7. At 1:36 pm., of the
sama day, Staff E and Siaff B roiled Resident #7

‘intoher . . Asignwas observed above
Resident #7's bed. The sign read, "Please

; remember fo rotate Resident #7 every [two] hours

i {picture taken).* At approximately 1:37 p.m., Staft

1 £ and B were observed fransfering Resident #7

: from her whaelchair to her bed. Staff € bent qver
and fifted Resident #7 out of the hair, while
Staff B )ifted Resident #7 from behind. Resident
#7's feet did not touch the ground during the
wransfer, Rasident #7 remained motiontess

{ throughout the transfer process. StaffEand B
were observed changing Resident #7's edult brief
immediately after the transfer. Staff B rolled

] FHesidant #7 onto her right side while Staff E

| wipad Resident 75 boltor, then Staff £ rolied

| Resident #7 onto her left side while staff B

{ replaced Resident #7's bed pad. ____ E pulled a

: new adult brief over Resident #7's feet, between

hef legs and onto her bottom. Resldent #7 was

motionieas the throughout the entire process.
ﬁgﬁien: #7 was not observed assisting in her

§ On 4/09/13 at 4:15 p.m., an interview was
{ conducted with Staff D. Staff D stated Resident
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#7is, | welght and could not sssist in her
| transfers.”
H

| On 4/10/43 at 1:28 p.m., Staff B was interviewed,
| Staff 8 explained they would not put Resident#7
on the toilet, because the resident would

1 tell you the truth; we have to do everything (all
ADLS) for (Resident #71"

On 4/11/13, Resident #7's physiclan was
interviewed. He confirmed Resident #7 needs,
"Total care” with ADLs.

1 On4/07/13, an offsite record review reveled the
| facifity has a standard licenses.

1 Class Hl
i

1685 428.23 £S; 584-5.0241 FAC Risk Mgmt & QA;
Adverse Incident Report

Internal risk t and quality

program; adverse incidents and reponing
requirements.-

| (1) Every facifity licensed under this part may, as
| part of its administrative functions, voluntarity
establish a risk managemert and quafty
assurance program, the purpose of which is to
assess resident care practices, facility incldent
reponts, deficiencies cited by the agency, adverse
incident reports, and resident grigvances and
develop plans of action to correct and respond

{ quickly to igentify quatity differences.

] (2) Every facifity licensed under this part is

| required maintain adverse incident reponts. For
{ purposes of this section, the term, " adverse
{incident " means:

| (@) An event over which facility personnel could

| axercise control rather than as a result of the

off of
! the toiiet. Staff B continued by saying, "1 am going
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A165 Continued From page 4
 resident ' s condition and results in:
1

2. 1 of $pinal damage,;
3. Permanent
[ N or of benes or joints;
. Any condition that required medical attention to
which the resident hias not givan his or her
¢ congent, inciuding failure to honor advanced
; directives;
5. Any condition that requires the Iransfer of the
. resident from the facility to & 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 erforcement ar
its personnel for investigation; or
{b} Resident slopement, if he elopement piaces
, the resident at fisk of harm of Injury.
{3) Licensed facilites shall provide within 1
husiness day after tha occurrenca of an adverse
Incident, by electronic mail, facsimile, or United
States mail, & preliminary report to the agency on
all adverse incidents specified under this section.
The repert must indlude information regarding the
: Identity of the affacted resident, the type of
| adverse incident. and the status of the facllity ' s
Investigation of the Incident.
{4) Licensed facilities shail provide within 15
days, by electranic mafl, facsimile, or United
States mail, a full report fo the agency on all
adverse incidents specified in this section, The
report must include the results of the facility 's
irivestigation into the adverse incident.
{6} neglect, or 1must be
reported to the Department of Children and
: Famlly Services as required under chapter 415,
{7} The information reported to the agency
: pursuant to subsection (3) which relates to
I persons licensed under chepter 468, chapter 459,
! chepter 461, chapter 464, or chapler 485 shall be

A 185

 reviewed by the agency. The agency shall
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determing whether any of the incidents potentially
Invalved conduct by a health care professional
who is subject to disciplinary action, in which
i case the provisions of 8. 466,073 epply. The
| agency may invastigate, as it deems approp
any such incident and prescribe measures that
must or may be taken in response 10 the incident.
' The agency shall review each incident and
. determine whether it potentiafly involved conduct
by & health care professional wha is subject to
| disciplinary action, In which case the provisions of
| 5. 456.073 apply.
| 8) if the agéncy, through its racelpt of the
| adverse incident reports prescribed In this part or
 through any Investigation, has reasonable belie!
 that conduct by a staff member or employee of
| licensed facility is grounds for disciplinary action
by the appropriate board, the agency shall report
this fact to such regulatory board.
(9) The adverse incident reports and preliminary
adverse incident reporis required under this
section are confidentiat as provided by faw and
ate not discoverable or admisaibie In any civit or
{ administrative action, except in disciplinary
- proceedings by the agency or appropriate
regulatory board.
{10) The Department of Elderly Affalrs may adopt
 rules necessary 1o administer this section.

‘ Adverse Incident Report. X

| (1) INITIAL ADVERSE INCIDENT REPORT, The

| preliminary adverse incidant report required by

| Section 429.23(3}, F.S., must ba submiited within
one (1) business day after the incident on AHCA
Form 3180-1024, Assisted Living Facility Initial
Adverse Incident Report-1 Day. 12008,
and incorporated by reference. The form shaltbe

; submitted via electronic mail to

i rskmgmips @ahca. myfiorida,com; on-iine at

| htp:/rahea.myflorida. comireporting/index.shimi;

A 185
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! by facsimile to (850)922-2217; or by US. Mail to

. AMCA, Fiorida Center for Health Information and

1 Poticy Analysis, 2727 Mahan Drive, Mail Stop 186,
Taliahassee, Florida 32308-6403, 1elephone
(8501412-3731. AHCA Form 3180-1 24 is
avaliable from the Florida Center for Health

| information and Policy Analysis at the addrass

_ stated above. The Inifial Adverse Incident Report
is in addition to, and does not replace, other
raporting requirements specified in Florida

; Statutes.

{ (2} FULL ADVERSE INCIDENT REPORT. For

| each adverss incident reported under subsection

I (1) above, the tacilty shall submit a full report

| within fifteen (15) days of the Incldent. The full

{ report shall be submitted on AHCA Form
3460-1025, Assisted Living Facility Full Adverse
incident Report-15 Day, dated 2008, and
incorporated by reference. The methods for

. obtaining and submitting the form are aet forth in

i subsection (1) of this rule.

i

|

! This Stafute or Rule- is not met as evidencad by:

, Based on record review and Intefview, the facility

; failed to file & one day incident report for 1

H i #10) of 3 resi tewed who were
at the facllity.

i
3 found
The findings include:

© Areview Resident #10's incident report revealed
* Resident #10 was observed face down on the
; floor on 4/06/12 shortly after 8:00 am., was.
* performad and the resident was pronounced

| at the faciity.

Cn an interview was conducted with
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Continued From page 7

: Staff D. Staff D stated on 4/0¢

| approximately 7:45 a.m., she went fo Resident
i #10's rooms - wake him up and remind him o
come 10 breakfast. Staff D recalled the resident
told her he would be out afier he used the
bathroom. D stated she noticed Resident
#10 did not come down for breakfast, so she
went to his room fim fate down on the
: floor without 8 putse. Staff D stated she alerted
1 her supervisor.

i

{on s 4:55 a.m., the Adminisirator was
7 interviewed, She confirmed a one day incident
report was not filed for this resident,

i Class IV
| 408.812, FS Unlicensed Activity

{1} A person or entity. may not offer or advertise

| sarvices that require ficensure as defined by this

{ part, authorizing statutes, or applicable ruies to
the public without obtaining a valid license from

: the agency, A ficenseholder may not advertise of

* hold out to the public that he or she holds a
licenise for other than that for which he or she

¢ etually holds the ficense.

. (2) The operation or maintenance of an

‘ unlicansed provider or the performance of any

) services that raquire licensure without proper

{ ficensure i8 a violation of this part and authorizing

{ statutes. Unficensed activity constitutes harm that

] materially affects the Heaith, safety, snd welfare

| of clients. The agency or any state attorney may,

© in addition to other remedies provided in this part,

! bring an action for an injunction to restrain such

| violation, or to enjoin the future operation or
mainfenance of the unlicensed provider or the

| performance of any services in violation of this

A165
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42827 Continued From page 8

part and authorizing statutes, until compliance

whn this part, authorizing statutes, and agency
 rulee has been demonstrated to the satisfaction
E of the agency.

! {3} Itis unlawful for any person or entity to own,

| operate, of maintain an unlicensed provider. i

 after receiving notification fram the agency, such

+ persort or entily fails to cease operation and apply

! for a license under this part and authorizing
statutes, the person o entity shall be subject to

} penaiti P ibed by author: statutes

| and applicabla rules. Each day of continued

| operation is a separats offense.

" (4) Any person or entity that fails to cease
. aperation after agency hotification may be fined
: $1,000 for each day of noncompliance.

(5) When a controlling interest or licensee has an
interest in more than one provider and ©
ficense a provider rendering services that require
licansure, the agency may revoke all ficenses and
Impose actions under . 408.814 and a fine of
$1,000 per day, unless otherwise spacified by
authorizing stetutes, against each licensee until
* such time 85 the appropriate ficense is obtained
for the unlicensed operation.

(6) In addition to granting injunctive reflief
pursuant to subsection (2), if the agency
determines that a person of entify is operating or
maintaining & provider without obtaining a license
! and determines that a condition exists that peses
, athreat to the health, safety, or welfare of @ client
; of the provider, the person or enlity is subject to

; the same actions and fines imposed against 2

| licensee as specified In this part, authorizing

! statutes, and agency rules.

1
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| (7) Any person aware of the operation of an
 unlicensed provider must raport that provider to
[ the agency. ‘!
1 :
| This Statute or Rule is not met as evidenced by: i
* Based on record review, observations and
! Interviews, the facility aliowed unlicensed staff to
provida services to 4 (Residenis #6, #7, #8, and
$ #8) of 9 residents obiserved for which the facli»ty
does not have a specialty llcanse (o provide. !

‘The findings include:

1. On , & pre-survey record search p
‘ revazled the faciity has a standard ficense. E

2, On 4/09/13; Resident #6's record was Pesidend #o has recelvedy
d. Th d sled i y (Z A ]» {
TEViENS! e FRCord reve! aphysmnansor jar ii cues is A’b' 2

dated on 4101712 for twa (2) Hters of continuous
a wnheﬂe. his &Wj&*\»

i3 0On Resident #7's record was :
{ reviewed, The recond revealed a physiclar's order Resident 27 was dnsﬁgﬂ

i, ﬂa@ on 4713711 for two (2) liters of continuous ‘&D ASk ’ (épﬂl/lr’:}'h h

i

‘4. 0n a review of Resident #8's record sidlent wasd ischn
| revesled a physiciar's order for lwo (2) fiters of .
: | continuously through a nasal cannula, . _p sKilles st 'p’*"‘ 2‘7 >
5. On 4/08/13, Resident #5's record was -
reviewed. The record revealed Resident #3 was Resident 9 ceceiyes ass'fh’”%
admitted to the facility on 1/11/05 with an external birh mm:{ e hy r(i 1%
! 'beg V:L aae The colost 51«
ion 131 12:18 p.m., Steff B was observed 723 ﬁ.sgg
| changing Resident #8's s tank in the small d ll‘ ! Bl 3
dining ... . StefB checked Resident #9's ;
Ievel then removed @ large | s tank i
[ from the back of Resident #8's wheelchair and i
ATTEA Form 30200001
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H |
: replaced it with a new s tank. Staff A tumed |
. Resident#8's 1an and setthe ievet :
 to two liters. H
ton at approximately 12:30 p.m., Staff A

| was observed changing the tanks for

| Residents #6 and #7. Staff A replaced the tanks
: for both resident and set both tanks to two liters
< of

‘on at 9:45 am., Staff D and Staff F were
{ observed assisting Resident#9 In the
i Staff £ disconnected Resldent #9's.
; bag from Resfdent #9's stomach area. Staff D
; retrieved a new wafer and bag for
' Resident #8. Staff D cut a hole in the center of
. the wafer. Staff E enteréd the ! relieved
. Staff F. Staff & varbslly prompted Resident 29 to
; clean atound the holé In her stomach with a wips.
| After seeing Resident #9 was unable 1o properly
+ clean around the ares, Staff £ grabbed a few
wipes and cleaned around the whole in Resident
| #9'e stomach, Staff O placed a new adhesive
{ wafer around the hoie in Staff D's stomach. Staff

i D aftached the * bag to the wafer on
| Resident #9's stomach. Staff D placed a ctamp at
iithe end of the - bag.

- On 4/09/13 at appmxnmateh; 12:21 pm., Steff B
| Was . Staff B W6, #
and #9 cannot manage or mamtam their own

tanke. She states the facility staff

| changes the tanks for these residents. Siaff B

: confirmed she is nol a nurse.

H On at approximately 12:37 p.m., Staff A
: was interviewed. Staff A confirmed she lsnota
i hurse. Staff A also stated when she prepare
| resident who cannot manage their for
bed, she takes the tank off the wheelchair

12

Res»‘)en{' 2 \s notone
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| and agjust the | fevel to 0 {zero) liters, She
i continued by saying she puts the residents on
! thelr respective | congentrator and when
- they get up in the morning the she adjust the
: 1 tank back to 2 {twa) liters of
| On 4/0913 at 12:37 p.m,, Staff C was
H  interviewed. Staff C admitted to assisting
: Regidents #6, #7 and #3 with their Staff
| C confirmed she is not a licansed nurse.
.
. On 4/08/13 at 12:45 p.m., the Administrator was
; intarviewed, The Administrator confirmed she
allows unlicensed staff members 1o sssist
residents with thelr i tanks and '
The ini firmed she
has a Stendard Assisted Living Facilily Licerises
without 2 speciatty license. She also confimed
the facility does not have licensed staff providing
. care and services in this facility.
i
1 On - at approximataly 4:16 p.m., Stafl D
was interviawed, Staff D described cieaning
caring for Resident #9's “bag and
Smﬂ D stated, "We have to tske it [the
R ] off, we remove it [the wafers]
from around the hole in her slomach. " Staff D
stated [the facilty staff] clean the area around the
| i'and replace.the wafer and the bag." Staff
: D stated Resident #3 cannot connect her
t bag without assistance. She added,
i "Resmem #9 can't really get it [her
| bag] back on the whole like she needs to.”

LQn at 4:40 p.m., Resident #9 was

" interviewed. Resident N stated the staff changes

her bag and cleans around her open
itor her.

i
| Unctassified

T
Azez7' Continued From page 11 AzZ827
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Two Complaint Surveys, CCR# 2013002380 and
| CCR#2013001687 were conducted at Arcadia |
! Osks Assisted Living Facility on  through i

i

i -

A01DI £BA-5.0181(4) FAC Admissions ~ Continved A010
Residency i

The following is a description of nonmmpt;anoe

i
(4) CONTINUED RESIDENCY. Except as follows
i paragraphs {2) through (e) of this subsection,

| criteria for continued residency in any ficensed

| facility shall be the same as the criteria far
! admission, As par of the continued residency
criteria, -a resident must heve a face-io-fdce

{ medical examinalion by 2 licensed health care
provider at teast every 3 years after the initial

| assessment, or after a significant changs,

l whichever comes first. A significant change is
defined in Rule 584-5.0131, F.A.C. The results of
the examination mist be récorded on AHCA
Form 1823, which ig incorporated by reference in
paragreph (2)(b) of this rule, The form must be

with that pi 3

v After the eﬁecnve date of this rule, prwlﬁ:ars shalt N

have up te 12 months to comply with this N

requirerment. !
{8} The resident may be bedriaden for up'to 7
congeculive days. I
| {b} A resident requiring care of & ressure
- may ba retained provided that {

1 4, The facility has & LNS ficense and services are
prcv:ded pursuant to a plan of care issued by a '
! licensed health care provider, or the resident P
| contracts directiy with » ficensed homa health : |
agency or.a nurse 1o provide ¢are; i

: 2. The condition is documanted i the resid s :
| resord; and ) \\
AFIEA Form S020-0601
e 1% DATE
LABORATORY DIRECTOR'S OR PPLIER

STATE FORM o 4HCR1Y, ¥oontiouation ket 1 of §
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| 3. ¥ the resident ' $ condition fails o impi
within 30 days, as documented by a __ .1

| heaith care provider, the resident shall b
discharged from the facility.
{c}A ifl resident who no longer meels

i the criteria for continued residency may continue
1o reside in the facility if the following corditions
are met:

i 1. The resident quailfies for, is admitted to, and
consents to the services of a licensed hospice

1 which coordinates and ensures the provision of

be

ove
sed

any additional care and servicas that ma;
. needsd;

| 2. Cantinued residency is agresable to thra
! resident and the facliity:
3 An interdiscipiinary care plan is develooed and
| Implemented by a licernsed hospice In

| consultation with the facility. Facility staff

H pravide any nursing service permitted un:

i facility * s ficense and tota! help with the 8|

Lot daxfy living; and
4. D

may

ler the

tvities

of the i of

| paragraph is maintained in the resident *
(o) The sdmmlstrator is responsible for |

his
fie.

of

5

i plaoement ors regident in the faciity. 1
se are

(e) Continued résidency criteria for facilitie
! holding an exiended congregate care .
; described in' Ruls §8A-6.030, F.A.C,
&) DISCHARGE. If the fesident no longer meets
! the ¢riteria for continued residency, of thejfaclity
| 1§ Unable to meet the resident ' s needs, as
| determined by the facility administrator or}
licensed hesith care provider, the residem; shalf
| be discharged In accordance with Secfion;
| 429 28(1), F.S.

ADI0

AHCA Form 30200, . 1
STATE FORM,

AMCRY

1t contimuation shoet 2 of B



FrRoM rumsMey e et s s ———— -

| PRINTED: 0512812013
i REVISED FORMAPPROVED
Aggncy for Heatth Care Administration i May 28, 2013
STATEMENT OF D (£33 JERICLIA {X2Z) MULTIPLE CONSTRUCTION 43} DATE SURVEY
AND PLAN QF B A BULDING: COMPLETED
AL11068330 £ WING i 0411912013
NAME OF PROVIDER OR SUPPLIER TSTREET ADDRESS, CITY, STATH, 23 CODE
I
ARCADIA OAKS ASSISTED LIVING | lggAEnﬁTF?ﬁ%sm &
| .
1o | ‘SUMMARY STATEMENT OF DEFICIENCIES T ® PROVIDERS PLAN GF CORREC )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX {EACH GORRECTIVE ACTION SHOULD BE © COMPLETE
TAG REGULATORY OR L&C IDENTIFYING INFORMATION} H TG ROSE FO THE AP v DATE
DEFICIENCY) ;
A mo[ Continued From page 2 i ADI0 !
i
! O P ¢
H | E A ’
& “This Statute or Rule is not met as evldel‘\ced by: R‘ \40 ’i ] v ] d ‘jd”"
1 Based on récord review observation and . ¢ g} €
! nterview, the faciity failed to discharge 4o a2k tl Armrsin
| (Resident#7) of 7 residents sampled who can no ot j
| longer assist wilh her Activities of Daily 1 DLs). ~€ PYRY \ ‘—h‘ . . /)&/’3
| The findings include: i :
i
i :
on @t 12:20 p.m.. Rasident #7 was
| observed sitfing In her wheelchals in the small
| dinifg , ... Resident 87 remained motioniess, f

| she did not attempt to feed herself. A siaff :
rembet fed Residert #7." AL 1:38 p.m., of the i !

; sare day, Stal E and Steif 8 rofled Resld . 87

i into her Asign was obgerved abovis |
Resident #7's bed. The sign read, “Pleage
ramember to rotate Resident #7 every [two] hours

! {picture taken).” At approximately :37 p.m., Stalt
E and B were observed transferring Resifi. #7 !
feom her wheelchalr to har bed, Staff £ bent over
and Wted Resident #7 aut of the wheeichair, while

 Staff B lifted Resident #7 from behind. R psident

| #7's feet did not touch the ground during the

! yransfer. Resident #7. reained mationless

| throughout the transfer process. Staff & and B

| were observed changing Resident #7's adult brief
immediately afat the transfer. Staff B roll
Resident #7 onto her right side while Staff

| wiped Resident #7's bottorn, then Staff £ rolled

| Resident #7 onto her left side while staff & ;

| replaced Rasident #7's bed Staff E pufled a i
new adult brief over Resident #7's feet, between
herlegs &nd onto her bottom. Rasident #7 was
motionless the throughout the enlire pracess.
Resident #7 was not observed assisting it her

me

. ADLs !

¢ i

ion L@k 4:15 p.m., an Interview was) !

} conducted with Staff D, Staff D stated Resident :
AFICA Farm 3020-0601 T

STATE FORM ‘ il 4HCRY H corduation sheet 3 of 9
i
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. | "Total care” with ADL8,

Az827] 408,812, FS Unlicensed Activity

#7 is, 1 weight and couid not assist | her
transfers.”

‘; On 4/1/13 at 1:28 p.m., Staff B was intefviewed.
Staff 8 explained they would not put Resident #7
on the toilet, because the resident would . off of

: the tollet. Staff B continued by saying, ‘! 4m going

. to tefl you the truth; we have to do everything {at!
ADLs) for [Resident #7)."

H
| On 4/11/13, Resident #7's physician was
1 inferviewed. He confirmed Resident #7 needs,

On 407113, an offsite record review revelad the
i facility has a standard licenses,

", Class il

| {1) A person or antity may not offer or advertise
services that require licensure as defined by this
1 part, authorizing statutes, or applicable rules to
the public without obtammg & vaiid license from

' the agency. A licenseholder may ot advertise or
hold ot to the public that he or she holds a

! ficense for other than that for which he or she

| sctually holds the license,

[ {2) The operation or maintenance of an

| unlicensed provider or the performance of any
services that require ficensure without proper

i + Hicansure is @ violation of this parnt and authorizing

! statutes. Unlicensed activity constitutes hd .. .
! materially affects the heaith, safety, and welfare
. of clients: The agency or any-state attorney may,
in addition to other remedies provided in tis part,
bring an action for an injunction to restrain|such
violation, or {0 enjoin the fiuture opsration ar

AO10

AZB27

|
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| maintenance of the unlicensed pravider ot the
performance of any services in vickation of this

, part and authorizing statules, until compliance

| with this part, authorizing statutes, and agency

! rules has been demonstrated to the satigfaction

{ of the agency.

| {3} It is unlawful for any person or entity to own,
operate, or malntain an unlicensed provider, if
after receiving notification from the agency, such

+ person of entity fails to cease operation and apply

{ for a license under this part and authorizing
sla!utes lhe psrson or enllty shall be sutliect to

| g Statutes
and appllcable rules. Each day of con’a nuad

E operation i3 3 separate offense:

(4) Any person or entity that fails to caas
operation sfter agency natification may be fined
+ $1,000 for each day of nancompliance.

| (5) Wiien a controlling interest or licenseq has an
| interest in more than one provider and falls to
i license a provider rendering services thatirequire

l licensure, the agency may revoke all ... .7ises and
irpose actions under s, 408.814 and a fine of

; $1,000 per day, Unless oiherwise specifief by

, authorizing statutes, against each licenseg unti

1 guch time es the appropriate lcense i s ebtained

| for the unlicensed operation.

; {8y'in addition t granting in;uncuve reliaf

‘ pursuant to subsection (2}, f the agency
determines that @ person or entity is opeialing or
msintaining a provider without obtaining a licsnse

; and determines that a condition exists that poses

i 8 threat to the health, safety, or welfare of a client
of the provider, the parson 6r entity is ‘subject to

| the same actions and fines imposed againgt a

i ficensee g3 specified in this part, authorizing

AZB2T

AHCR1T
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statutas, and agancy fules. 1
(7) Any person aware of the operation ofan H
: unlicensed provider must report that provider to N
| the agency. |
H
| This Statute o Rule i not met as evidenced by !
i Based on record review, obgervations and
interviews, the facility aliowed unlicensed staff to :
provide sanvicas (o 4 (Residents #6, #7, 48, and B
(#of 8 s obser for which the|facil .
does riot have a specialty licanse 1o provide. 1 e
The findings include: ' E
» 1. On 4/07#13, a pre-survey record search
: vavealéd the facility has & standard license.
| . Rebidont o has receiv: &(
12, On Residem#G 'S reoord was, !
| reviewed Tha record 2 order vedbad cuies and (2 able Q)5
dated on far two {2) Mefs y of contihuous —ED :
: manfge s oxggen
‘ :
13 On , Residant #7's record was
| reviewed. The record revealed & physiclah's order R@f 4‘/@ #7 1»)’{5 OE éﬁdﬁﬁ )b/
dated on | for two (2} liters of continuous .{:‘, skl & rwrs) "j wt 3
4, 0n L B.review of Resident#8's record - i% ‘
Tevealed a physicians order for two (2) Iters of R [ “H% 3 Mﬁ d/fﬁé}\ {7
 continuously through & nasal cannuta. Hp h Sk { & W’uf"\ ‘ M
: s 13
|5 On , Resident #¢'s record wag
{ reviewed. The record revealed Resident# was RL ‘40‘% # q Y‘&C@a\/‘zs ASS(
. admitted to the faciiity on with an external
! bag. v l?Lr lacte— e\}ké _L?\‘ fg(j/
" On at 12:19 p.m., Staff B was observed {D j mlji 5753)
: changing Residant #8's tank in the smail onla 4 (({ b%ij P - 13
: dining Staf{ B checked Resident #8's ; !
AFICA Fomm 3024-0001 -
STATE FORM | e 4HCRY if onfimation sheal 6 of &
|
i
i
i
i
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1 fevel then removed a farge i tank

I from the back of Resident #9's wheelchair and
raplaced it with a new tank StaffiA turned
Resident #8's 101 and set the oxygen level

! 10 two liters.

tOn at approximately 12:30 pm.,
{ was observed changing the +tank
‘ Residents #6 and #7. Steff A replaced the

Saff A
for
tanks
[ for both resident and set both tanks to twp liters
of

On 4/10/13 a1 8:46 a.m., S1a# D and Staff F were

| obebrvied assisting Resldent #0 in the bath
Staff F disconnected. Resident #9's colost orny

| bag from Resident #9's stomach area. Staff D

\ retrieved a new + wafer and bag for
| Resident #3. Steff D cut 2 hole in the center of
 the water, Staff E eptersd the relieved

! Staff F. Staff E verbally prompted Resident #8 to
clean around the hols in her stomach with @ wipe.
. ARer seeing Resldent #8 was unable to properly
clean around the area, Staff £ grabbed a fow

| wipes and cleaned around the whols in Resident
 ¥F's:stomach. Staff D placed a new adhesive
wafer sround the hole in Staff D's stomach. Staff
D attached the ' bag to the wafer on

{ Resident #9's stomach. Staﬁ D placed a alamp at

I the end of the bag.

l
On 4/09113 at approximately 12:21 p.m., E:
. Staff B stated F
and #S cgnnot manage of mairitain thelr own
tanks. She statas the faciity staff
| changes the tanks for these residents. Sidif B
confirmed she is not a nurse.

taff B
#7,

| on 4/08r13 at approximately 12:37 pm., Sf A
was interviewed. Staff A confirmed she is nota
: nurse. Staff A also stated when she prepara

AZB27

Repident*9q 15 stan
Ofoj%' :

i
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i resident who cannot manage their axygen for i
bed, she takes the «tank off the wheelchair ] !
| and adjust the fevet to 0 (zero) fters. She |
. continued by saying she puts the reei on |
| their respective oxygen > andiwhen

/ they get up in the moring the she adjust the
oxygen . back 102 (two) liters of oxygen.

On4/0¢  -at12:37 p.m, Staf C wae : . [
| intarviewed. Staff C admitted to assisting . |
| Residents #6, #7 and #8 with their oxyges. Staff N N

confirmed she is not a licersed nurse. k

1 On 4109713 ot 12,46 p.m., the Auministrator was T
nterviewed. The Administrator confirmed she
i allows unlicensed staft members 1o sssist .
resikdens with their oxygen ... and axygen 1
The she 1 |
' has a Standard Assisted Living Facility Licensas ] :
i without a specially license. She also confirmed :
the facility does not have ficensed steff providing
i care and services in this facility. L

On 4/0¢ : approximately 4115 pm., StaffD
1 was interviewed. Staff O described cleanis g
{ caring for Resident 89's colostomy and
| wound. O'stated, "YWe have to take it {the
+ ‘cologtomy | off, we remove it the waldrs]
from around the fiole in her stomach. " Staft D
statad jthe facility staff] clean the area around the
| wound repiace the wafer and the bag,” Staff
D stated Resident #9 cannot ¢onnect her
colostomy | without assistance. She added,
| "Resjdent #8 can't really get it [her colostomy
| bag] back on the whoie like ghe needs to."

|
On a0y 4:40 p.m., Resident #9 was
, interviewed, Resident #¢ stated the staff changes
her colostomy | and cleans around her open
waund __ " her,
RHCA Formn 3026-0001
STATE FORM an 4HCRY] itcantinuation .. . 1 8oty
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Administrator

Arcadia Oaks Assisted Living
1013 East Gibson Street
Arcadia, FL 34266

Re: CCR #2013002380 and CCR# 2013001667
Dear Administeator:

This letter reports the findings of a Complaint survey that was completed 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
hitp://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
{239) 335-1315.

Sincerely,
arold . Williams
Field Office Manager
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Enclosure: State Form
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