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Initial Comments

Limited Nursing Services {LNS) monitoring was
conducted on Sloan Home of Central
FL, Inc. had deficiencies found at the time of the
visit.

58A-5.019(2) FAC Staffing Standards - Staff

(2) STAFF.
{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
or symptoms of a communicable
including ... .. __..__._. Freedom from
- must be documented on an annual

basis. A person with a positive test
must submit a health care provider ' s statement
that the person does not constitute a risk of
communicating ... ........ Newly hired staff
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, @ communicable

. he/she shall be removed from duties
untit the administrator determines that such
condition no longer exists.
(b) Al staff shall be assigned duties consistent
with histher level of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or certified. All staff
shali exercise their responsibilities, consistent
with their qualifications, to observe resi to
document observations on the appropriate

to the resident ' s health care provider in
accordance with this rule chapter.
{c) Al staff must comply with the training

resident ' s record, and to report the observations i

A078

AHCA Form

3020-0001

TITLE

LABORATORY DIRECTOR'S OR PRO JER TATIVE'S SIGNATURE
STATE FORM

{X6) DATE

b Y3211

If continuation sheet 1 of 12




Agency for Health Care Administration
'STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION

PRINTED: 05/06/2013
FORM APPROVED

IDENTIFICATION NUMBER:

AL11965366

B. WING

{X2) MULTIPLE CONSTRUCTION
A BURLDING:

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

SLOAN HOME OF CENTRAL FL INC

STREET ADDRESS, CITY, STATE, ZIP CODE

307 S HIAWASSEE RD
ORLANDO, FL 32835

(x4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATCRY OR LSC IDENTIFYING INFORMATION)

i
PREFIX
TAG

CROSS-REFERENGED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION

X8)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE
DATE

DEFICIENCY)

A078

AOTY

Continued From page 1

requirements of Rule 58A-5.0191, F.AC.

{d) Staff provided by a staffing agency or
employed by a business entity contracting to
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
agency or contractor will be providing to
residents.

{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.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure that freedom from

s was documented on an annual basis

by a health care provider for 1 of 2 sampled staff
(A). !

Findings:
Personnel record review at approximately 1:30
PM for staff A revealed a . _ test result dated

i signed by an (R)".
The assistant administrator said at the time that
she did not know what those initials meant, but
they were from someone who worked at that
clinic.
Class Il

58A-5.019(4) FAC Staffing Standards - Levels
(4) STAFFING STANDARDS.
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{a) Minimum staffing: i
1. Facifities shall maintain the following minimum 1
staff hours per week: §

Number of Residents  Staff Hours/Week |

-5 H

6-15 212 {

1625 253 |

26-35 204 :

36-45 335 ‘

46-55 375 E

56-65 416 ¢

66-75 457 [
76-85 498

86-95 539 ;

For every 20 residents over 95 add 42 staff hours |

per week. i

2. At least one staff member who has access to
facility and resident records in case of an
emergency shall be within the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.

3. In facilities with 17 or more residents, there
shall be at least one staff member awake at all
hours of the day and night.

4. At least one staff member who is trained in
First Aid and as provided under Rule
58A-5.0191, F.A.C., shall be within the facifity at
all times when residents are in the facility.

5. During periods of temporary absence of the
administrator or manager when residents are on
the premises, a staff member who is at least 18
years of age, must be designated in writing to be
In charge of the facility.

6. Staff whose duties are exclusively building
maintenance, clerical, or food preparation shall
not be counted toward meeting the minimum
staffing hours requirement.
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| standards described in Rule 58A-

7. The administrator or manager ' s time may be ;
counted for the purpose of meeting the required |
staffing hours provided the administrator is
actively involved in the day-to-day operation of
the facility, including making decisions and
providing supervision for all aspects of resident
care, and is listed on the facility ' s staffing
schedule.

8. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
{b) Notwithstanding the minimum staffing

requi pec in paragraph (a), all i
facilities, including those composed of i
apartments, shall have enough qualified staff to E
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents scheduled and unscheduled service |
needs, resident contracts, and resident care :
standards as described in Rule 58A-5.0182, i
FAC :
{c} The facility must maintain a written work
schedule which reflects its 24-hour staffing |
pattern for a given time period. Upon request, the :
facility must make the daily work schedules for |
direct care staff available to residents or !
representatives, specific to the resident ' s care.
(d) The facility shall be required to provide staff |

! immediately when the Agency determines that the

requirements of paragraph (a) are not met. The [
facility shail also be required fo immediately i
increase staff above the minimum levels
established in paragraph (a) if the Agency
determines that adequate supervision and care
are not being provided to residents, resident care 1
L0182, FAC., |
are not being met, or that the facility is failing to
meet the terms of residents ’ contracts. The i

Agency shall consult with the facility administrator |
H

and residents regarding any determination that
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additional staff is required.

1. When additional staff is required above the
minimum, the agency shall require the
submission, within the time specified in the
notification, of a corrective action plan indicating
how the increased staffing is to be achieved and
resident service needs will be met. The plan shall
be reviewed by the agency to determine if the
plan will increase the staff to needed levels and
meet resident needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, modifications may be made in staffing
requirements for the facifity and the facility shall
no longer be required to maintain a plan with the
agency.

3. Based on the recommendations of the local
fire safety authority, the Agency may require
additional staff when the facility fails to meet the
fire safety standards described in Section 429.41,
F.S., and Rule Chapter 69A-40, F.A.C., untif sucl
time as the local fire safety authority informs the
Agency that fire safety requirements are being

met.

{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
services ficense must also comply with the
staffing requirements of Rule 58A-5.029,
58A-5.030, or 58A-5.031, F.A.C., respectively.

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

AD73
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i+ member who was trained in First Aid and

; needed to schedule a class.

Continued From page §
the facility failed to ensure that at least one staff

i AQ79

was in the facility at all times when residents were
in the facility, as provided under Florida i
Administrative Code 58A-5.018. [
Findings: i
Observation during the entrance and facility four
on  at approxi 12:45 PM led 5
residents in the facility and staff A, was the sole
caregiver in the facility. ]

Personnel record review at approximately 1:30
PM revealed staff Ahad a . certification card E
that expired on Continued review did |
not reveal evidence to confirm that she attended

a class and obtained current . certification. t

]
The assistant administrator stated at the time that {
she was aware her certification expired and

Class Il

58A-5.0191(2) FAC Training - Staff In-Service A081
(2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff: N
{a) Staff who provide direct care to residents, i
other than nurses, certified nursing assistants, or |
home health aides trained in accordance with |
|

Rule 59A-8.0005, F.A.C., must receive a
minimum of 1 hour in-service training in |
control, including universal precautions, and
facility sanitation procedures before providing
personal care to residents. Documentation of .

 compliance with the staff training requirements of
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+ living.
i (&) Staff who prepare or serve food, who have not

| response policies and procedures within thirty

Continued From page 6 A081

29 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, shall !
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
following subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily

taken the assisted fiving facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.

(f) Alt facility staff shall receive in-service fraining
regarding the facility ' s resident elopement

{30) days of employment.
1. All facility staff shali be provided with a copy of ‘
the facility ' s resident elopement response ;
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; policies and procedures.

: and procedures (B).

| The assistant administrator said at the time that

Continued From page 7 :
poticies 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 personnel record review and interview,
the facility failed to ensure 1 of 2 sampled staff
received an in-service training regarding the
facility's resident elopement response policies

Findings:

Personnel record review at approxnmate y 1:30
PM revealed staff B was hired

certificate dated “indicated an m service
training regarding the facility's elopement policies
and procedure from another assisted fiving
facility. Continued review did not reveal evidence
to confirm she received an in-service training
regarding Sloan Home of Central Florida Inc.

she did not realize the in-service fraining had to
be specifically for this facility. i

Class Wl

58A-5.0191(5) FAC Training - Assis Seif-Admin
Meds & Med Mgmt

{6) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION
MANAGEMENT. Unlicensed persons who will be

P A081

A0B4
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A 084 Continued From page 8 |
|
i

providing assistance with self-administered
medications as described in Rule 58A-5.0185,
F.A.C., must meet the training requirements
pursuant to Section 428.52(5), F.8,, prior to
assuming this responsibility. Courses provided in
fulfilment of this requirement must meet the
following criteria: i
{a) Training must cover state law and rule
requirements with respect to the supervision,

assistance, admini >n, and manag of

medications in assisted living facilities;

procedures and techniques for assisting the

| resident with self-administration of medication
including how to read a prescription label;

i providing the right medications to the right
resident; common medications; the importance of

taking medications as prescribed; recognition of

i side effects and adverse reactions and

[ procedures to follow when residents appear to be

i experiencing side effects and adverse reactions;

documentation and record keeping; and

medication storage and disposal. Training shall

include demonstrations of proper techniques and !

provide opportunities for hands-on learning

through practice exercises.

(b} The training must be provided by a registered

nurse or ficensed pharmacist who shall issue a

training certificate to a trainee who demonstrates |

an ability to:

1. Read and understand a prescription label;

2. Provide assistance with self-administration in

accordance with Section 429.256, F.8,, and Rule

58A-5.0185, F.A.C., including:

a. Assist with oral dosage forms, | dosage

forms, and . . and nasal

dosage forms;

b. Measure liquid medications, break scored

i

tabilets, and crush tablets in accordance with
prescription directions;

<. Recognize the need to obtain clarification of an
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" as needed " prescription order;
d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident ' s health care provider or
facility employer of inability to assist in the
administration of such orders;
e. Complete a medication observation record;
{. Retrieve and store medication; and
g. Recognize the general signs of adverse
reactions to medications and report such
reactions.
{c) Unlicensed persons, as defined in Section
429.258(1)(b), F.S., who provide assistance with
self-administered medications and have
i successfully completed the initial 4 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing

i with seif: inistered medicati
and safe medication practices in an assisted
living facility. The 2 hours of continuing education
training shali only be provided by a licensed
registered nurse, or a licensed pharmacist.

This Statute or Rule is not met as evidenced by:
Based on record personnel record review and
interview, the facility failed to ensure 1 of 2

| unlicensed staff who assisted residents with

| self-administration of medications received a
minimum 2 hour annual update related to
medication practices (B).

Findings:

Personnel record review for staff B at
approximately 1:30 PM revealed she attended 2
hour medication update training in 2011,
Continued review did not provide evidence to

|

confirm they attended/obtained a minimum 2 hour;
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: Orders

an
TRAINING.

procedures regarding

employment.

B).

{a) Currently employed facility administrators, l
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility ' s policies and |
within 60 days

after the effective date of this rule. H
(b) Newly hired facility administrators, managers, i
direct care staff and staff involved in resident i
admissions must receive at least one hour of i
training in the facility ' s policy and procedures 5
regarding .. .. within 30 days affer i

{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 personnel record review and interview, |
; the facility failed to ensure that 2 of 2 sampled
staff received at least a one hour in-service
training regarding the facility's policy and
procedures regarding Do Not
days after employment (A&

| Aog0
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update training yearly thereafter. 3
The assistant administrator at the time confirmed |
the staff needed the required 2 hour update |
training. ,
i
Class il {
A090] 58A-5.0191(11) FAC Training - Do Not
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' Findings:

Continued From page 11 ; ADS0
i

individual personnel record review at
approximately 1:30 PM revealed staff Awas h:red
in 2008 and staff B was hired Continued |
review did not reveal evidence to confirm that i
staff A and B received an in-service training within ]
30 days of employment regarding the facility's

: policies and procedures. {

The assistant administrator said at the time that
the training had been done but not documented.

Class 11t
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FLORIDA AGENCY FOR HEATH CARE ADMINSTRATON

Ré%}i/ggﬁ& Better Health Care for all Floridians ELI@%&}E}'!FEH.'.ADFK{S X
.2013

Administrator

Sloan Home Of Central Fl Inc
307 S Hiawassee Rd

Orlando, FLL 32835

Dear Administrator:
Re: CCR #LNS monitoring

This letter reports the findings of a state licensure survey that was conductedon 2013 by
representative(s) of this office,

Attached is the provider's copy of the State (3020} Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review after 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
http://ahca.myflorida.com/Publications/Forms shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professionat
and consistent application of the survey process.

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

Sincerely,
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Theresa DeCanio, RN
Field Office Manager
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