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Initiat Comments

An unannounced revisit to the licensure
Complaint (#2023005519) survey and Generator
Monitoring survey was conductedon ™77 7777
at Bethesda Assisted Living, LLC. The facility
corrected the following deficiencies (A 0084, A
0093, A0152). The following deficiencies remain
uncorrected (A 0079, A 0080, A 0162, A0165) at
the time of the survey.

59A-36.010(3) FAC Staffing Standards - Levels

{3) STAFFING STANDARDS.

{a) Minimum staffing:

1. Facilities must maintain the following minimum
staff hours per week:

Number of Residents, Day Care Participants, and
Respite Care Residents Staff Hours/Week
0-5 168

- 212

253

294

335

375

418

457

498

539

16-25
26-35
36-45
46-55
56-65
66-75
76-85
86-95

For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week.

2. Independent living residents, as referenced in
subsection 59A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personal,
fimited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
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3. At least one staff member who has access to
facility and resident records in case of an
emergency must be in 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.

4. In facifities with 17 or more residents, there
must be at least one staff member awake at alt
hours of the day and night.

5. A staff member who has completed courses in
FirstAidand ~  © | L7

{777} and holds a currently valid card
documenting completion of such courses must be
in the facility at alf times.

a. Documentation of attendance at First Aid or

" 77 courses pursuant to subsection
59A-36.011(5), F.A.C., satisfies this requirement.
b. Anurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part ill, F.8., is
considered as having met the course
requirements for both FirstAid and =77

8. During periods of temporary absence of the
administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is at least 7, T, mustbe
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a facility for a consecutive period of
21 days or more, or for a total of 60 days within a
calendar year, without being an administrator or
manager,

7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours requirement.
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8. The administrator or manager's time may be
counted for the purpose of meeting the required
staffing hours, provided the administrator or
manager 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 fisted on the
facitity's staffing schedule.
9. 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
requirements specified in paragraph (a), all
facitities, including those composed of
apartments, must have enough qualified staff to
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-36.007,
FA.C.
{c} The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facility
must make the daily work schedules of direct
care staff available to residents or their
representatives.
{d} The facility must provide staff immediately
when the agency determines that the
requirements of paragraph {a) are not met. The
facility must immediately 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 standards described in rule
59A-36.007, F.A.C., are not being met, or that the
facitity is failing to meet the terms of residents’
contracts. The agency will consult with the facility
ini and residents ing any
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determination that additional staff is required.
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 rule chapter
69A-40, F.A.C., until such time as the local fire
safety authority informs the agency that fire safety
requirements are being met.

1. When additional staff is required above the
minimum, the agency will require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved to meet
resident service needs. The plan will be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to 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, the agency may modify staffing
requirements for the facility and the facility will no
fonger be required to maintain a plan with the
agency.

{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 facifity or nursing
home minimum staffing ratios.

{f} Facilities holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 59A-36.020,
59A-36.021 or 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
observed that the facility does not have an
accurate staffing schedule reflecting a 24-hour

{A 079}
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Continued From page 4

staffing pattern for all staff members for the
facility.

The findings include:
T UA1I15AM during an interview with the
Manager {Staff B), the facifity’s staffing schedule
was requested. At this time upon review of the
schedutle, it was noted that the schedule didn't
contain the month or date. Further review
revealed Staff B was not listed on the schedule to
reflect working hours. Staff 8 stated, that he
comes daily and works at the facility and since he
was unable to provide a stafffing schedue this
citation would remain uncorrected.

Class Ill
Uncorrected

429.52(" ") FS; 59A-36.011(1) FAC Training -
Core & Competency Test

428.52

{2) Administrators and other assisted living facility
staff must meet minimum training and education
requirements established by the agency by rule.
This training and education is intended to assist
facilities o appropriately respond fo the needs of
residents, to maintain resident care and facility
standards, and to meet licensure requirements.
{3) The agency, in conjunction with providers,
shail develop cote training requirements for
administrators consisting of core training learning
objectives, a competency test, and a minimum
required score to indicate successful passage of
the core competency test. The required core
competency test must cover at least the foliowing
topics:

{A 079}
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{a) State law and rules relating to assisted living
facilities.
{b) Resident rights and |dent|fymg and reporting
+, neglect, and | T
{c} Speclal needs of elderly persons, persons with
mental iliness, and persons with
and how fo mast those needs.
{d) Nutrition and food service, including
jon practices for preparing,
storing, and serving food.
{e) icati rec ping, and
proper techniques for assisting residents with
self-administered medication.
{f) Firesafety requirements, including fire
evacuation drill procedures and other emergency
procedures.
{g) Care of persons with
related Y

s " and

59A-36.011

{1} ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.

{a} The assisted living facility core training
requirements established by the department
pursuant to section 428,52, F.S., shall consist of
a minimum of 26 hours of training plus a
competency test.

{b) Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passmg score for
the testis 75%. who
have attended core training priorto ~ *, ", 7777
and managers who attended the core training
program priorto ~, 7 17, 7107, shall not be

{A 080}
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Continued From page 6

required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with chapter 468,
part i, F.8., are exempt from this requirement.
{c) Administrators and managers shall participate
in 12 hours of continuing education in topics
refated to assisted living every 2 years.

{d) A newly hired administrator or manager who
has successfully completed the assisted living
facility core training and continuing education
requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requiremnents will be considered a new
administrator or manager for the purposes of the
core training requirements and must:

1. Retake the assisted living facility core training;
and,

2. Retake and pass the competency test.

{e) The fees for the competency test shall not
exceed $200.00. The payment for the
competency test fee shall be remitted to the entity
administering the test. A new fee is due each time
the test is taken.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined that the facility failed to ensure that a
Manager {Staff 8) had completed the Assisted
Living Facility Core Training and Competency test
requirements,

The findings included:
On ™77 777 Staff B identified himeself as the

Assistant Administrator and was unable to
produce dooumentation of passing the Core

{A 080}
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Competency Exam. interview with Staff B at
12:45PM he stated he has not taken the Core
Competency Exam yet but he plans to take it in
the near future. Since he was unable to provide
the passing results of the core competancy exam
this citation would remain uncorrected.
Class i
Uncorrected
{A 162} 59A-36.015(3) FAC Records - Resident {A182}
{3} RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:
1. Name,
2.7
3. Race,
4. Date of birth,
5. Place of birth, if known,
6. Social security number,
7. Medicaid and/or Medicare number, or name of
other health insurance -
8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,
9. Name, address, and telephone number of the
resident’s health care practioner and case
manager, if applicable.
{b} A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
iti ‘s medical ination form
in Rute 59A-36.008, F.A.C.
{c} Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
AHCA Form 3020-0001
STATE FORM o HHIGT3 If continuation sheet & of 15
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care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 59A-36.012,
F.A.C., if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(), F.A.C.

{HA 7 trecord thatls initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their recorded
semi-annually. This subsection does not apply to
residents who are receiving ficensed hospice
services when such residents, their
representatives, or their physicians request in
writing that s not be taken.

{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, F.AC., if
such consent is not included in the resident's
contract.

{h) For facilities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.A.C.

{i) A copy of the resident’s contract with the
facitity, including any addendums o the contract
as described in Rule 50A-36.018, FAC.

{{) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 429.27, F.8.
{k} For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property

{A162}
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Continued From page 9

dishursed as required in Section 429.27 F.8.

{) If the resident is an ™~ " recipient, a copy of
the Department of Children and Famxhes form
Alternate Care Certification for =,

1(777), CF-ES 1008,

+ which is hereby incorporated by reference
and avaifable for review at:

hitp:/iwww firules.org/Gateway/freference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.

{m) Documentation of the | iofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable,

{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC

{0} The resident's ~
Form 1898, if applicable.
{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living faciity, but
who are not receiving any personat, limited
nursing, or extended congregate care services,
record keeping may be fimited to a log listing the
names of residents participating in this
arrangement.

{q) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with a copy of their records upon

| DH

{A162}
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departure from the facility.

{ry Additional resident records for
faciiities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 59A-36.020,
58A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and observations, it was
determined that the facility failed to maintain
residents’ records in a manner that made them
accessible and easy to review.

The findings include:

During an interview with Staff Bon ~~ 7~ 7" """ at
2:20 PM, the residents’ records (Resident# 7)
were requested, He stated that he had to look for
the files. Staff B was only able to produce partial
parts of the records until the Administrator (Staff
C} arrived at approximately 3:45 PM. At this time,
Staff C was requested to produce all 6 records.
Upon Staff C producing the records, it was noted
the records were disorganized and incomplete.
Some of the records were missing Resident
Health Assessments forms (AHCA form 1823)
and/or partial 1823 forms located in the file. The
files were unorganized, to the point in which the
surveyor was unable to adequately review the
Health Assessments with respect to each
resident’s care needs and physical orders. The
Administrator was advised of this problem. She
stated that Staff D, normally keeps up with all the
records but had fo leave for an medical

Observations revealed condition has
not been corrected as Resident files were noted
to be unorganized and incomplete. 77
11:115AM interview with Staff B he stated he

{A162}
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understands the Resident records need to be
crganized and complete for each Resident and
needs to be corrected.

Class Il
Uncorrected
429.23(" " & '7) FS Risk Mgmt & QA

429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements.-

{1} Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.

{2) Every facility licensed under this partis
required to maintain adverse incident reports. For
purposes of this section, the term, "adverse
incident” means:

{a) An event over which facility personnel could
exercise control rather than as a result of the
resident's condition and results in:

1.7

2.7 " or damage;

3. Permanent .7 1

4.7 or of bones or joints;

5. Any condition that required medical attention to
which the resident has not given his or her
consent, including faiture to honor advanced
directives:

6. Any condition that requires the transfer of the
resident from the facility to a unit providing more

{A162}
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acute care due fo the incident rather than the
resident’s condition before the incident; or

7. An event that is repotted to law enforcement or
its personnel for investigation; or

{b) Resident elopement, if the elopement places
the resident at risk of harm or injury.

{3) Licensed facilities shalt provide within 1
business day after the ocourrence of an adverse
incident, through the agency's online portal, or if
the portal is offline, by electronic mail, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse
incident, and the status of the facility's
investigation of the incident.

{4) Licensed facilities shall provide within 16
days, through the agency's online portal, or if the
portal is offline, by electronic mail, a full report fo
the agency on all adverse incidents specified in
this section. The report must include the resuits
of the facility's investigation into the adverse
incident.

{8) " 1, neglect, or 1 must be
reported to the Department of Children and
Families as required under chapter 415,

{7} The information reported to the agency
pursuant to subsection {3) which refates to
persons ficensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shail
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to disciplinary action, in which
case the provisions of s. 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
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determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
s. 456.073 apply.

{8) If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable belief
that conduct by a staff member or employee of a
ficensed facility is grounds for disciplinary action
by the appropriate board, the agency shali report
this fact to such regulatory board.

{9) The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10) The agency may adopt rules necessary {o
administer this section.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to submit to the Agency for Health Care
Administration a preliminary report as required to
describe the occurrences of an Adverse Incident
relating to 1 of 1 sampled residents requiring the
transfer to the hospital post an acute medical
incident, specifically Resident #1.

The findings included:

During an interview with the Owner/Administrator,
Staff C, at 3:30 PMon =777 ", she was
asked if the adverse report had been submitted
regarding Resident #1's incident in which the
facility was cited at A 0166 forthe 77777777
survey. She stated she was not aware, the
facility was required to submit an adverse incident
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report. She stated, she was not aware of the
citation and Staff D (Caregiver) normally handies
all the paperwork. Staff C, searched the facility
records, however, was unable to produce the
documentation.

Review of the Agency system records on
TTTTTTTN, revealed the facility had not
submitted the adverse incident report regarding
Resident #1. Therefore, this citation remains
uncorrected.

o " Review of the Agency system records
revealed the facility had not submitted the
adverse incident report regarding Resident #1,
Therefore, this citation remains uncorrected.

Class Ili
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