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Initial Comments.

A revisit to the re-licensure survey was conducted
at Nursing Care by Angels, L1.C on
Deficiencies were found at the time of the vnsrt

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7} The facility shall notify a licensed physician
when a resident exhibits signs of or

s or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or - The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facility must notify the resident ' s representative
or designee of the need for health care services
and must assist in making ., for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident’ s
representative or designee cannot be tocated or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

(a} Monttoring of the quantity and quality of
resident diets in accordance with rule
59A-36.012, F.AC.

A 000}

{A025}
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{b} Daily observation by designated staff of the

activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident’s health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
rmanager if the resident exhibits a significant
change.

{e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f} Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
DEFICIENCY REMAINED UNCORRECTED

Based on record review and interview, the facility
failed to document a significant change that
resulted in the need for hospitat admission for 1
of 3 sampled records (#3).

Findings:

Review of the record for resident #3 revealed a
health assessment dated aftera
hospital admission. Diagnoses included

B . ,and " from
chair, ." She was noted to be
receiving hospice services. She required total
assistance with ali activities of daily living. Review
AHCA Form 3020-0001
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Continued From page 2

of the facility incident report dated and
completed by staff A, revealed resident #3 "

from her wheelchair" between 10:30 and 11:00. A
box on the line for was checked, indicating
911 was called at 10:45AM. The line for serious
injury was not completed. The form noted the
resident's son was notified on in the "AM"
{time not noted). The incident report did not
include any documentation that the resident's
physician was notified. The sections for witnesses
and steps to prevent further incidents were left
plank. Review of the hospital discharge form
showed the resident was discharged on at
4:57PM. There were no facility notes regarding
the resident's return to the facility or any changes
in care required.

{photographic evidence obtained)

On at 10:50AM, staff A confirmed she
did not have any other documentation.

Class Il

59A-36.007(6) FAC; 429.28( ) FS429.27
Resident Care - Rights & Facility Procedures

59A-36.007

(6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in section 428.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to rule
59A-36.008, F.A.C.

{b) In accordance with section 429.28, F.8., the
facility must have a written grievance procedure
for receiving and responding to resident

{A025)

{A 030}
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complaints and a written procedure to affow
residents to recommend changes fo facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

() The telephone nusmber for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; . Rights Florida,
1(800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessibie by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rutes and procedures that must be
included in the admission package provided
pursuant to rute 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:
1. Resident responsibilities;
2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident . neglect, and

6. Admini and h
and requirements;

. control, sanitation, and universal
precautions; and,
8. The requirements for coordinating the delivery
of services to residents by third party providers.
{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own

{A030)
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sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirernent. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

(f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident’s right to unrestricted and private
communication, pursuant to section 429.28(1)(d),
F_8. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

{g) In addition to the requirements of section
429.41(1)(k), F.S., the use of physical

by a facility on a resident must be reviewed by the
resident’s physician annually. Any device,
including half-bed raits, which the resident
chooses to use and can remove or avoid without
assistance, is not considered a physical

429.28 Resident bill of rights.-

{1} No resident of a faciiity shall be deprived of
any civit or legal rights, benefits, or privileges
guaranteed by faw, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shaif have the right to:

{a) Live in a safe and decent living environment,
free from and neglect.

(b} Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.

{c} Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, 50 as to maintain individuality and

AHCA Form 3020-0001
STATE FORM aw w8212 If continuation sheet 5 of 19
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personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the tights of
other residents.

{d) Unrestricted private communication, including
receiving and sending unopened

corr , access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
simitar situations.

(e} Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
autonomy, and interaction within the community.
(f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in 5. 429.27.

{0) Share a room with his or her spouse if both
are residents of the facility.

(h} Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervais except when
prevented by inclement weather.

(i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.

{i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making

{A030)
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Continued From page 6

for health care services, the provision of or
arrangement of transportation fe health care

e , and the performance of health
care services in accordance with s. 429.255
which are consistent with established and

within the ity.
{k} At least 45 days' notice of relocation or
termination of residency from the facility uniess,
for medicat reasons, the resident is certified by a
ian to require an iontoa

facitity providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally . , the guardian shall be
given at least 45 days’ notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
Ombudsman Program for assistance with
relocation and must include the statewide toll-free
telephone number of the program. In order for a
facitity to terminate the residency of an individual
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.
{l) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shall
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.

{A030)
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{2) The administrator of a facifity shall ensure that
a written notice of the rights, Land
prohibitions set forth in this part is posted in a
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toli-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Hotline operated by the
Department of Children and Famifies, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a focal
{ong-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident's access to a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Eider

Hotline operated by the Department of
Children and Families, and . Rights
Florida.

429.27 Property and personal affairs of
residents.-
{1){a} A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

.\ or ) under state law,
managing his or her own affairs.
(b} The adrission of a resident to a facility and
his or her presence therein sha not confer on the

{A030)
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facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shall
such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule Is not met as evidenced by:
DEFICIENCY REMAINED UNCORRECTED

Based on observations, facility and outside
agency record reviews and interviews, the facility:
1} failed to safe guard residents’ well-being by
faifing to follow current controf standards
refated to COVID-18 and Florida Governor's
emergency orders DEM Order 20-006, dated

. . and did not follow screening
guidelines or proper use of PPE and did not
maintain a log of staff screening and
temperatures.

Findings:

1) The COVID-19 is a transmissible
.\ . that presents severe risk to
persons who are aged, infirm, or suffer from
co- including, but not limited to,
system deficiency, | . ,
sand .- See generaily,
Publications of the Centers for Control.

On . , the Governor of the State of
Florida issued Executive Order 20-51 designating
a Public Health Emergency as a result of
COVID-1¢ and its impact. Pursuant to that
authority, emergency orders have been issued by

{A030)

the Florida Division of Emergency Management
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Continued From page 9

to implement the protections necessary to assure
the health, safety, and weli-being of Florida's
citizenry, including those most to the
effects of . Among those emergency
orders was DEM Order 20-006, dated .

, defineating minimum ing standard;
for persons entering identified residential
facilities.

The Agency for Health Care Administration
{AHCA) has issued guidance and clarification on
DEM Order 20-006 to providers, and on

. issued an alert notifying assisted living
facilities that all staff or other individuals admitted
to a residentiat facility must don masks and
that caregivers must wear gioves when providing
resident care. While the treatment and
management of residents with
and the implementation of isclation precautions
for such events are a long-standing health care
issues faced by residential facilities, the ease of
contagion and the effects of presented
by COVID-19 mandate that providers exert
meticulous practice and procedure to identify
resident symptoms and take immediate
procedures to both assure

ofa i
resident and protect the remainder of a facility’s
population from the risk of spread of the

On at 9:15AM, Caregiver A came to
the door and told the surveyor to wait a minute.
She was not wearing a mask. When she came

to open the door, she had put a mask on,
and said she took it off when she was in the
pathroom. Staff A did not ask the surveyor to sign
in, complete any screening forms, and did not
record the surveyor's temperature.

{A030)

When a request to review the staff screening
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Continued From page 10

forms, staff were no included on the log. A log of
visitors was provided that included date, name,
and time in and out, but no screening information.

Review of the staff COVID-19 in-service signed
on by staff A, documented training
that covered mask wearing at ail times in the
facility and screening and temperature checks to
be recorded by alt staff and visitors.

On at 10:00AM, staff A said she did not
have any other forms to show for staff. She stated
she took her temperature when she came into
work, but did not write it on any form,

Class It

59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms.
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than § months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
pasis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An

{A030)

Ao78)
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individual with a positive test must

submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a col i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of fransmitting a communicable

{b} Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre ion, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident’s record,
and to report the observations to the resident's
heaith care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 59A-36.011, F.AC.
(d) An assisted living facility Lto
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.
() For faciiities with a licensed capacity of 17 or
more residents, the facility must:
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 alf staff.
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{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
DEFICIENCY REMAINED UNCORRECTED

Based on observation, record review, and
interview, the facility failed to ensure all staff
providing services to residents were qualified to
perform those duties in accordance with their
fevel of training & education, and allowed

uni staff to ini ications to a
resident who was unable to self-administer (#3).

Findings:

Review of the record for resident #3 revealed a
health assessment dated aftera
hospital admission. Diagnoses included

. . ,and"  from
chair, ." She was noted to be
receiving hospice services. She required totat
assistance with ali activities of daily living,
including needing to be fed a pureed diet, Review
of the . Medication Observation
Record (MOR) showed all medications were
signed by unficensed staff A.
(photographic evidence obtained)

On , at 10:30AM, staff A, unlicensed
caregiver who worked the 7TAM-7PM, stated
resident #3 was unable to feed herself. She first
said the assistant administrator who is a
registered nurse, always gives resident #3 her
medications. Then she confirmed she had signed
the MOR on all dates and times in .

and had given the resident her medications. She

{A078)

confirmed resident #3 was not able to put the pills

AHCA Form 3
STATE FORM

20-0007

s

7W8212

f continuation sheet 13 of 19




Agency for Health Care

PRINTED: 02/09/2021

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11968340

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

R
02/04/2021

NAME OF PROVIDER OR SUPPLIER

NURSING CARE BY ANGELS, LLC

8085 S BABCOCK 8T

PALM BAY,

FL 32909

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

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

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

nore)

CZ814|

Continued From page 13

in her by herself. Staff A stated she does
not need to crush the medications but placed the
medication in resident #3's and the
resident was able to swallow the pills.

On at 10:40AM, the administrator's
designee confirmed the findings.

Class i

435.12(2){b-d), FS Background Screening
Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse .~
(b} Untif such time as the |, | are enrolled
in the national retained print notification
program at the Federal Bureau of Investigation,
an employee with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.
{c) An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of all employees within the clearinghouse.
Initiat employment status and any changes in
status must be reported within 10 business days.
{d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential

D for i - ission o
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain

{A078)

CZ814
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Continued From page 14

a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on Agency background screening website
review, personnel record review and interview,
the facility failed fo register and maintain the
current employment status of employees within
the Agency's Background Screening
Clearinghouse for 1 of 4 sampled staff employees

Findings:

Review of the facility's background screening
roster on at 6:00PM revealed 4
employees were listed as currently employed at
the facility.

When a request to review the personnel record
for staff D was made on at 9:45AM, staff A
stated she did not know who that person was and
couid not find a record for them.

In @ phone interview with the administrator on

at 10:00AM, she stated she did not know
who that was and never hired anyone by that
name. She confirmed there were only 3
employees at the facility and could not explain
how that name was on their roster.

Unclassified

59A-35.110 FAC Reporting Requirements;
Electronic Submission

59A-35.110 Reporting Requirements; Electronic
Submission.

CZ814
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{1) During the two year licensure period, any
change or expiration of any information that is
required to be reported under chapter 408, part I,
F.S., or authorizing statutes for the provider type
as specified in section 408.803(3), F.8., during
the license application process must be reported
to the Agency within 21 days of ocoutrence of the
change, including:

{a) Insurance coverage renewal;

(b} Bond renewal;

{c} Change of administrator or the simitarly titled
person who is responsible for the day-to-day
operation of the provider;

(d} Annual sanitation inspections;

{e) Fire inspections; and,

{fy Approval of revisions to emergency
management plans.

2) of i
{a) The following required information must be
submitted electronically through the Agency's
Single Sign On Portal located at

7 ahca.myflorida.c i ignOnPo

rtal:

1. Nursing homes:

Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in section 400.147, F.S. on Nursing
Home Adverse incident, AHCA Form 3110-0010
oL, , which is hereby incorporated by
reference and avalliable at:

hittps:/iwww firules.org/Gateway/reference.asp?N
0=Ref-08777, and through the Agency’s adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:

ks . -ahca.myflorida i ignOnPo
rtal.

Cz821
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2. Assisted living facilities:
a. Adverse incident reports must be submitted
electronically to the Agency within 1 business day
after the ocourrence of the incident, and within 15
days after the occurrence of the incident as
required in section 429,23, F.S., on Assisted
Living Facifity Adverse Incident, AHCA Form
3180-1028 OL, | , which is hereby
incorporated by reference and availiable at:
hitps:/iwww firules.org/Gateway/reference.asp?N
o=Ref-08778, and thraugh the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps:f/apps.ahca.myfiorida.com/SingleSignOnPo
rtal.
b. Liability claim reports required pursuant to
section 429.23(5), F.8., and rule 58A-5.0242,
F.AC.
3. Hospitals:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the accurrence of the incident as
required in Section 395.0197, £.S., on Hospitat
Adverse Incident, AHCA Form 3140-5001 OL.,

. , which is hereby incorporated by
reference and avalliable at:
hitps:/iwww firules.org/Gateway/reference.asp?N
0=Ref-08779, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.
4. Ambutatory Surgical Centers:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in section 395.0197, F.S., on Ambutatory
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Surgical Center Adverse Incident, AHCA Form
3140-5004 OL, | , which is hereby

by and i at
https:/iwww firules.org/Gateway/reference.asp?N
0=Ref-08780, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.

{b) The licensee must retain a copy of all
documentation generated at ime of reporting as
irmation of successful i issi
(c} If the Agency's Single Sign On Portal or the
online adverse incident reporting system is
temporarily out of service the licensee may
contact the Agency directly at 1(888)419-3458 for
assistance. Reporting will resume as soon as
online access is restored.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to electronically submit an adverse report fo
the Agency for an incident that resulted in a

and required the transfer of the resident
from the facility to a unit providing more acute
care due to the incident, as required in
F.5.429.23(2)(a). (#3)

Findings:

Review of the record for resident #3 revealed a
health assessment dated after a
hospital admission. Diagnoses included " from
chair, " Review of the fachity
incident report dated and completed by
staff A, revealed resident #3* . from her
wheelchair” between 10:30 and 11:00. Abox on
the fine for was checked, indicating 911

Cz821

was caffed at 10:45AM. The line for serious injury
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was not completed. The form noted the resident's
son was notified on in the "AM” {time not
noted). The incident report did not include any
documentation that the resident's physician was
notified. The sections for witnesses and steps to
prevent further incidents were left blank. Review
of the hospital discharge form showed the
resident was discharged on at 4:57PM.
There were no facility notes regarding the
resident’s return to the facility or any changes in
care required.

{photographic evidence obtained)

Request to review the Adverse Report found a
report had not been submitted to the Agency.

On at 10:50AM, the administrator

designee confirmed she did not have any other
documentation.

Unclassified

Cz821
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