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A 000 Initial Comments AD00

A re-licensure survey, generator monitoring and
complaint investigation #2021010233 were
conducted on . .

and for Bay Memory Care, Palm Bay.
Deficiencies were found at the time of the visit.

A025| 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
$8=G| - Supervision

429.26
{7) The facility shall notify a ficensed physician
when a resident exhibits signs of or

- . or has a change of condition
in order to rule out the presence of an underlying
physiclogical condition that may be contributing to
such or - The notification
must oceur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity 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 located 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) Monitoring of the quantity and quality of
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Continued From page 1

resident diets in accordance with rule
59A-36.012, FA.C.

{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
manager 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 ilnesses
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:
Based on record reviews, observations and
interviews the facility failed to provide the care
and services for 2 of 10 residents {#1, and #6) by
not supervising and monitoring their general
health, safety and well being.

Findings:

1. Arecord review on and

of Resident#1's 1823 revealed her date of birth is
with an admission date of Jin

further review it revealed she has a medical

history of

A025

and agitation.
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Continued From page 2

Review of the facility notes dated at
3pm Staff F was called outside fo the courtyard
where Resident #1 was sitting on a bench with
her leaned over body. Resident was asleep.
Resident unable to follow commands. Resident's
pants were covered in and she had a
movement. Staff F was able to arouse resident
and assist in wheelchair. Resident cleaned and
encouraged to have fluids. Staff F stated she
observed sunburs to both arms, of
and top of both thighs. Resident no fonger
appeared distressed and to baseline.
Further review revealed on 6:29 am
the facility note states upper thighs and of
remain red and warm to touch. Resident
and unable to verbalize wants and
needs. No new orders received during shift. Sent
message again to request freatment for sunburn.
7 pm resident is alert with
Area to arms, thighs and of are red.
Received order to apply sunscreen to resident in
the morning, apply stnburn fotion to
untif healed. 11:20am resident has a
to her right ., due to sunbumn.
10:09pm Resident's son collected belonging and
stated his mother would not be returning to the
facitity.

A review of weather. com for the day of the
incident shows 91 degrees and partly
cloudy.

In a review of the Department of Children and
Families {DCF) report dated , states the
resident was found to have a large red sunbum
iooking patches across the top of the bottom
thighs. It states there were similar markings on
the of her and was warm {o touch.

A025

States observed resident with red discoloration
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Continued From page 3

on top of her with no  about 2 cms

diameter.

In review of 1's Observation
record dated it revealed medication for
Aloe Vera Gel to be applied twice a day until

healed.

Ir an interview on at 4pm with Staff £,
she confirmed the resident had red marks on the
arms, thighs and of and sustained a

onright _ due to the sunbum. She stated
she sent a text the Advanced Practice Register
Nurse (APRN) on , could not remember
the time, but there was no response so a second
text was sent out not untit on at
6:29pm. She stated the APRN prescribed Alce
Vera lotion to be applied as needed, She stated
she does not know how tong the resident was
sitting outside in the sun. She stated staff does
not sit outside with the residents but the staff
does a sweep check from time fo time. She
stated the residents receive drinks inside in the
common area and they can bring them outside.
She confirmed they do not have a hydration cart
outside for the residents.

In an interview on at 3pm with staff G,
she stated the staff does do 2 hour checks of the
residents and pass a hydration cart inside and
outside 5 times per day. However, she also
confirmed that there is no staff documentation of
supervising residents on the outside patio. She
confirmed there is no hydration cart for the
outdoors and residents receive their drinks when
they come inside or before they go outside. She
revealed she does not recall going to an in
service about skin checks or the importance of
hydration.

A025
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Continued From page 4

Ir an interview on at 2pm with staff H,
she stated Resident was outside on the patio in
the open area with no shade for an unknown
amount of time, she stated the staff does checks
on the residents every 2 hours however there is
no documentation of resident checks or passing
the hydration cart outside. She stated she is not
aware of any in service training for skin checks
for hydration.

In an interview on at 4:30pm with the
administrator, he stated he did not do an internal
investigation on Resident#1's condition. He also
revealed there was no agenda for the inservice
for skin checks and hydration checks. He
confirmed only 16 staff attended the meeting and
it was verbal. He stated he was at the facility on
the day of the incident . He stated he
observed Resident#1 going in and out of the patio
area. He confirmed he was not aware if the
resident was supervised outdoors. He stated the
staff does 2 hour checks on the residents but the
staff does not document the checks. He stated
the residents receive water and drinks inside the
facitity and they can take the drink outdoors with
them, He confirmed the staff does not bring a
hydration cart outside for the residents. He stated
he is unaware how long Resident#1 was sitting
outside.

In an observation on at 1:30pm, it was
observed that the residents receive water and
drinks inside the common area of the facility and
residents took their drinks outside. The hydration
cart with water and drinks did not go outside on
the patio area.

In an observation on of the outdoor
courtyard patio where the incident occurred,

A025

revealed no overhead covering except for a

AHCA Form 3
STATE FORM

20-0007

s

VOSK T

If continuation sheet 5 of 20




Agency for Health Care

PRINTED. 09/22/2021

FORM APPROVED

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

AL11968716

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

08/13/2021

NAME OF PROVIDER OR SUPPLIER

PALM BAY MEMORY CARE

PALM BAY,

FL 32907

STREET ADDRESS, CITY, STATE, ZIP CODE
350 MALABAR RD SW

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

A025

Continued From page 5

gazebo in the yard. The exit door is not focked on
the inside but focked on the outside fo get

in. Staff had unlock the door from the inside in
order to let this surveyor into the facility .
There was no water fountain or hydration cart.
There were no residents sitting outside at the
time of the observation. There were benches by
scarce tress that had no covering if sitting on
them. Resident was found on the bench with no
covering.

2. Resident #6's record review revealed
admission date . The 1823 Health
Assessment dated documented that
he was admitted on Hospice and his medical
diagnosis was with behavioral
disturbance, ,

and . (. ) Heneed
assistance with Activities of Daily Living (ADLs) of
pathing, . grooming and toileting.
Independent with ambulation, eating and
transferring. He needs assistance with
seif-administration of medications.

{Photographic Evidence Obtained)

On at 4:15 PM, the facility submitted
an internal report that resident #6 was sent to the
emergency room (ER) transported by 911 &
accompanied by the local law enforcement
agency because he ingested glass in his

and was ., from a broken vase,
mirror, and picture frame. Resident #6 was very
agitated during this incident. Resident #6's
primary care physician and family was notified.

Earlier that day of at 1:59 PM, staff J
documented that after lunch, resident #6 was

A025

observed calm, had a good appetite, and
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Continued From page 6

continued being monitored for the

On at 12:53 AM (midnight), staff M
documented that resident #6 returned to the
facitity via wheelchair with no new orders or
discharge treatment. No . was observed,
and resident #6 denied any |

In addition, the facility notes documented that the
week before on , resident #6 was being
monitored & on fora

On at 10 AM, an attempted telephone
interview with resident #6's legal representative,
Power of Attorney. No answer left voicemail
message. No returned calt

On at 11:15 AM, an interview with the
Resident Wellness Director (RWD) confirmed
that she was notified via telephone calt by
caregiver staff L. about the incident on

On at 12:30 PM, an interview with
caregiver staff G confirmed that she never seen
resident #6 eating any non-food items. Staff B
said that she was not working on that day but
heard about the incident and received an
in-service training about it.

On at 12:40 PM, an interview with the
Administrator about the incident . He
stated that he was not working at that time, he
was off work, but he was notified by his RWD
about it and completed a staff in-service training
about safety and checking rooms on N
the next day.

(Photographic Evidence Obtained)

A025

On at 1:15 PM, an interview with
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Continued From page 7

caregiver staff .} chserved resident #6 earlier on

calm and stated had a good appetite
during lunch meal. It was asked if staff K ever
saw resident #6 eating any non-food items before
the incident, she answered that one time about a
couple of months ago, she saw a piece of green
grass on his after coming inside from
being outside in the backyard courtyard.

On at 1:30 PM, an interview with
caregiver staff L who found resident #6
from his and observed broken glass on the
floor. Staff L. further stated that she asked
resident #6 what happened? He did not answer
her. Staff L started to check his for any cuts
because resident #6 had on socks and staff L.
wanted to make sure that he was not cut on his

. Staff L stated that she heard resident #6
chewing glass in his , she asked him to
open his because she saw coming
from his and see but he would not open
his with giving her a hard time, and then
finally after caregiver staff L pleading with him for
a few minutes, he spit it out. She called 911 and
her supetvisor. it was additionally asked if staff L.
ever saw resident #6 eating any non-food items
before the incident, she answered no.

On at 1:40 PM, an attempted
telephone interview with caregiver staff M, not
available and did not return telephone call after
detailed voicemail message left. Staff M was the
intake staff caregiver observed resident #6 when
he returned from ER,

On at 4:30 PM, an interview with the
Administrator confirmed the findings and was
informed that the investigation was still ongoing.

A025

On at 4:30 PM, an attempted telephone
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Continued From page 8

interview to resident #6's legal representative,
Power of Attorney again but no answer, Left
another voicemail message to return call. No
returned calt

On at 4:45 PM, another attempted
telephone interview fo caregiver staff M, not
avaifabte. No answer and left voicemaif message
to return call. No returned calf

Review of hospital records revealed the resident
had a severe bottom injury.

Class Il

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 heaith 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 docurmented on an annual
basis. 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
individual with a positive test must
submit a health care provider's statement that the

A025

AO078
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Continued From page 9

individual does not constitute a risk of

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

(b) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, 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, FAC.
{d) An assisted living facility Lo
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 o contractor will provide to residents.
{e) For facifities 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 all staff.
{f) Level 2 background screening must be
conducted for staff, including staff by

A078
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Continued From page 10

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:
Based on record review and interview the facility
failed to ensure that 1 of 5 staff (E) provided
evidence of a negative ( . )yearly.

Findings:

Personnel record review for staff E, a Registered
Nurse and was hired revealed a freedom
from . dated

In an interview with the administrator on
at 3:30 PM that there was no additionat
documentation available.

Class Il

429.52(1 & 7) FS; 58A-36.011( ) FAC Training
- Staff In-Service

429.52(1)
{1)Each new assisted living facility employee who
has not previously completed core training must
attend a preservice orientation provided by the
facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facifity residents. Upon comptetion, the
employee and the administrator of the facllity
must sign a statement that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee's personnel record.

{7) Facility staff shall participate in inservice

A078

A081
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training relevant to their job duties as specified by
agency rule, Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a pressrvice
orientation of at least 2 hours to ail new assisted
iving facility employees who have not previously
completed core training as detailed in subsection
().

{b} New staff must complete the preservice
orientation prior to interacting with residents.

{c} Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.

{d} In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:

1. Resident’s rights; and,

2. The facility's license type and services offered
by the facility.

(3) STAFF IN-SERVICE TRAINING. Facifity
administrators or managers shall provide or
arrange for the following in-service training to
facitity staff:

(a} Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
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sanitation procedures, before providing personal
care to residents. The facility must use its
control policies and procedures when

offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
E .. -, may be used to meet this
requirement.
{b} Staff who provide direct care to residents
must receive & minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c} Staff who provide direct care fo residents, who
have not taken the core training program, shalt
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 N
negtect, and | . The facifity must use its

prevention policies and procedures when
offering this training.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 53A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
foliowing subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
fiving.
{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
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handling practices.

(f) Al facility staff shali recaive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30) days of employment.

1. All facility staff shall be provided with a copy of
the facifity's resident elopement response policies
and procedures.

2. All facifity staff shalt 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 facitity failed to ensure 1 of 5 sampled staff
{E) received the required in-services.

Findings:

Personnel record review for staff E revealed a
hire date of and was a Registered Nurse.
Continued review revealed a certificate dated

that indicated she attended an
Internet based pre-service orientation that noted
that facility type and license was included in the
pre-service. However, the certificate did not
indicate the name of the facility. There was no
evidence to confirm she attended ALF Core and
was therefore exempt for this requirement.

Certificates dated indicated the staff
attended an Internet based in-services training
regarding: 1. A 1-hour on reporting of adverse
incidents. 2. A 1- hour on facility emergency
procedures including chain-of-command and staff

A081

roles relating to emergency evacuation training.
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Certificate dated
elopement and

Certificate dated

name.

Class i

{1

TRAINING.

regarding
employment.

indicated a 1- hour
. in-service training.

/20218 indicated a half-hour

and neglect training.

There was no evidence fo confirm the facility
policies and procedures were used to provide the
training. The certificates did not include the facility

Ir an interview with the administrator on
at 3:30 PM who stated there was no
additional documentation available.

A 090 53A-36.011(11) FAC Training -

(a} Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding .
{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures

within 30 days after

{c} Training shal consist of the information
included in rule 59A-36.008, F.A.C.

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

A0S0
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Continued From page 16

the facility failed to ensure 1 of 6 sampled staff
(E} received at least one hour of training in the
facility's policies and procedures regarding

Findings:

Personnel record review for staff E revealed a
hire date of . Continued review revealed a
certificate dated12/30/2019 that indicated she
attended an Internet based pre-service
orientation regarding . However, the
certificate did not indicate the name of the facility.

There was no evidence to confirm the fachity
policies and procedures were used to provide the
training. The certificates did not include the facility
name.

In an interview with the administrator on
at 3:30 PM that there was no additional
documentation available.

Class Ili

408.809(2) 435.05(2) 59A-35.090(24d-3b)
Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-

{2) Every 5 years following his or her licensure,
employment, or entry infe a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law

A0S0

Cz816
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Continued From page 16

Enforcement to forward the person's . |
to the Federal Bureau of Investigation for a
national criminal history record check unless the
person’s | are enrolied in the Federal
Bureau of [nvestigation’s national retained print
notification program, Ifthe ., of
such a person are not retained by the
Department of Law Enforcement under s.
943.05(2){g) and (h}, the person must submit
.. electronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shail forward
the ., to the Federal Bureau of
Investigation for a national criminal history record
check. The ., shall be retained by the
Department of Law Enforcement under s.
943.05(2){g) and (h} and enrolled in the national
retained print notification program when
the Depariment of Law Enforcement begins
participation in the program. The cost of the state
and nationaf criminal history records checks
required by level 2 screening may be bome by
the licensee or the person . | . The
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or
professional ficensure requirements of the
Department of Financial Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 651,
provided that:
(8) The screening and
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;
{b} The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days; and

CZ816
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{c} Such proof is accompanied, under penaity of
perjury, by an attestation of compliance with
chapter 435 and this section using forms.
provided by the agency.

435.05 Requirements for covered employees and
employers.-Except as otherwise provided by law,
the following requirements apply to covered
employees and employers:

(2} Every employee must attest, subject to
penalty of perjury, to meeting the requirements
for quatifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.

59A-35.080 Background Screening.
(2) Processing Screening Requests, Required
Documents and Fees.
{d) An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by
reference, available at
hitp/iwww firules.org/Gateway/reference.asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
http://ahca.myflorida.com/MCHQ/Central_Service
q_ i ions_Forms.sht
mi. This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
disqualifying offense.
{e) An administrator or chief financial officer must
be screened and qualified priorto |, to
the position.
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{3) Results of Screening and Notification.

(a} Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by all
health care providers applying for or actively
ticensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignOnPortal.
(b} If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unclaimed, a copy of the letter will be sent by
regular mail. Pursuant to Section 435.05(1)(d),
F.S., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with Section
435.06(3), F.S.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview
the facility failed to ensure 1 of 5 sampled staff
(E} Attestation of Ci i with
Background Screening Requirements, AHCA
Form 3100-0008, . .

Findings:

Personnel record review for staff E revealed a
hire date of . Continued review revealed
no evidence to confirm she completed an
Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008,

In an interview with the administrator on

CZ816

at 3:30 PM that the Attestation of
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Compliance with Background Screening form
was not available .

CZ816
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