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AD000] Initial Comments
i

l An unannounced full licensure survey was
conducted at Bayview Retirement Center

; Jacksonville, Florida on , 2012,

| Licensure deficiencies were identified as a result

 of the survey.

i
A007, 58A-5.0181(1) FAC Admissions - Criteria

| Admission Procedures, Appropriateness of
| Placement and Continued Residency Criteria.
1 {1) ADMISSION CRITERIA. An individual must
| meet the following minimum criteria in order o be
| admitted to a facility holding & standard, limited
f nursing or fimited mental health license:
| (a)Beatleast T
| (b) Be free from signs and symptoms of any
1 communicable which is likely to be
| fransmitted to other residents or staff; however, a
| person who has o !
) may be admitted to a facility,
| provided that he would otherwise be eligible for
| admission according to this rule.
| () Be able to perform the activities of daily fiving,
| with supervision or assistance if necessary.
(d) Be able to transfer, with assistance if
| necessary. The assistance of more than one
| person is permitted.
(e) Be capable of taking his/her own medication
| with assistance from staff if necessary.
| 1. If the individual needs assistance with
self-administration the facility must inform the
| resident of the professional qualifications of
| fagility staff who will be providing this assistance,
" and if unlicensed staff wili be providing such
| assistance, obtain the resident ' s or the resident’
; s surrogate, guardian, or attorney-in-fact's
written informed consent to provide such
| assistance as required under Section 429 256,
1F.S.
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|
|
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2. The facility may accept a resident who requires
the administration of medication, if the facility has
a nurse to provide this service, or the resident or
the resident ' s legal representative, designee,
surrogate, guardian, or attomey-in-fact contracts
with a licensed third party to provide this service
fo the resident.

(f) Any special dietary needs can be met by the
facility.

{g) Not be a danger to self or others as
determined by a physician, or mental heaith
practitioner ficensed under Chapters 480 or 491,
F.S

{n) Not require licensed professional mental
health treatment on a 24-hour a day basis.

(i) Not be bedridden.

(i) Not have any - or 4 pressure sores. A
resident requiring care of a pressure
may be admitted provided that:

1. The facility has a LNS license and services are
provided pursuant to a plan of care issued by a
physician, of the resident contracts directly with a
licensed home health agency or a nurse to
provide care;

2. The condition is documented in the resident ' s
record; and

3. ¥ the resident’ s condition fails to improve
within 30 days, as documented by a licensed
nurse or physician, the resident shall be
discharged from the facility.

{k) Not require any of the following nursing
services:

4. Oral, .. hor
suctioning;
2. Assistance with tube feeding;
3. Monitoring of i gases;
4. Intermittent positive pressure breathing
;or
1 6. Treatment of surgical or wounds,
uniess the surgical vor and the
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condition which caused it have been stabilized
and a plan of care developed,

{1y Not require 24-hour nursing supervision.

(m) Not require skilled rehabilitative services as
described in Rule 59G-4.280, F.A.C.

{n) Have been determined by the facility
administrator to be appropriate for admission to
the facility. The administrator shall base the
decision on:

1. An assessment of the strengths, needs, and
preferences of the individual, and the medical
examination report required by Section 429.26,
F.S,, and subsection (2) of this rule;

2. The facility ' s admission policy, and the
services the facility is prepared to provide or
arrange for to meet resident needs; and

3. The ability of the facility to meet the uniform
fire safety standards for assisted living facilities

established under Section 429.41, F.S., and Rule

Chapter 69A-40, F.A.C.

| (0) Resident admission criteria for facilities

holding an extended congregate care license are
described in Rule 58A-5.030, FAC.

This Statute or Rule is not met as evidenced by
Based on observation, resident record review,
staff interview and resident interview, the facility
failed to ensure that residents admitted to the
facility met the minimum criteria for residency for
2 of 3 sampled residents. (#3 and #9)

The findings include:

i
| Areview of the health assessment for Resident

| #3, dated

, revealed that the
assessment was marked to indicate that the
resident was able to receive assistance with

AQO7
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self-administered medications.
|
| Resident #3 was overheard yelling incoherently
from her - the survey. An
attempt to interview the resident was
unsuccessful and revealed that the resident was
not competent and was unable to describe,
! identify or demonstrate an understanding of her
| prescribed medications.

| Areview of the health assessment for Resident
#9, dated , revealed that the assessment
was marked to indicate that the resident required
| total assistance with medication administration.

An interview with the facility manager on !

at approximately 11:00 am confirmed that
Resident #3 was not competent for an interview
and that the resident wouldn't be able to tell the
surveyor anything. The manager confirmed that
there were no licensed nurses on staff to
administer medications to residents requiring total
medication administration.

Class Hll

Correction Date: 1/

Assessment

(2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a

face-to-face medical examination completed by a

licensed heaith care provider, as specified in

| either paragraph (a) or (b} of this subsection.

@A medical examination completed within 60
calendar days prior to the individual ' s admission

| o a facility pursuant to Section 429.26(4), F.S.

| The examination must address the following:

A008, 58A-5.0181(2) FAC Admissions - Health A008
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1. The physical and mental status of the resident,
including the identification of any health-related
problems and functional limitations;

2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily fiving.

3. Any nursing or services required by the
individual,

4. Any special diet required by the individual;

5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication;

8. Whether the individual has signs or symptoms
of a communicable which is likely to be
transmitted to other residents or staff;

7. A statement on the day of the examination that,
in the opinion of the examining licensed heaith
care provider, the individual ' s needs can be met
in an assisted living facility, and

8. The date of the examination, and the name,
signature, address, phone number, and license
number of the examining licensed health care
provider. The medical examination may be
conducted by a currently licensed health care
provider from another state.

(b} A medical examination completed after the
resident * s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Facilities, 2010. The form is
hereby incorporated by reference. A faxed copy
of the completed form is acceptable. A copy of
AHCA Form 1823 may be obtained from the
Agency Central Office or its website at

www fdhe. state.flLus/MCHQ/Long_Term_Care/
<http:/iwww.fdhe.state. flLus/MCHQ/Long_Term_C
arel>
Assisted_living/pdi/AHCA_Form_1823%.pdf. The
form must be completed as follows:
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1. The resident ' s licensed health care provider
must complete all of the required information in
Sections 1, Health Assessmient, and 2, Seif-Care
and General Oversight Assessment.

a. ltems on the form that may have been omitted
by the licensed health care provider during the
examination do not necessarily require an
additional face-to-face examination for
completion.

b. The facifity may obtain the omitted information
either verbally or in writing from the licensed
health care provider.

¢. Omitted information received verbally must be
documented in the resident ' s record, including
the name of the licensed health care provider, the
name of the facility staff recording the information
and the date the information was provided.

2. The facility administrator, or designee, must
complete Section 3 of the form, Services Offered
or Arranged by the Facility, or may use electronic
documentation, which at a minimum includes the
elements in Section 3. This requirement does not
apply for residents receiving:

a. Extended congregate care (ECC) services in
facilities holding an ECC license;

b. Services under community living support plans
in facilities holding limited mental health licenses;
¢. Medicaid assistive care services, and

d. Medicaid waiver services.

(c) Any information required by paragraph (a) that
is not contained in the medical examination report
conducted prior to the individual ' s admission to
the facility must be obtained by the administrator
within 30 days after admission using AHCA Form
1823,

(d) Medical examinations of residents placed by
the department, by the Department of Children
and Family Services, or by an agency under
contract with either department must be
conducted within 30 days before placement in the

A008
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facility and recorded on AHCA Form 1823
described in paragraph (b).

(e) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.426, F.S., and this rule.

{f) Any orders for medications, nursing,
therapeutic diets, or other services to be provided
or supervised by the facility issued by the
ticensed health care provider conducting the

| medical examination may be attached to the
health assessment. A licensed health care
provider may attach a do-not- order for
residents who do not wish .

- to be administered in the case of
or ' .
(g) Aresident placed on a temporary emergency
basis by the Department of Children and Family
Services pursuant to Section 415.105 or
415.1051, F.S., shall be exempt from the

ination requi of this subsection for
up to 30 days. However, a resident accepted for
temporary emergency placement shalt be entered
on the facility ' s admission and discharge log and
counted in the facility census; a facility may not
| exceed its licensed capacity in order to accepta
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission,

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

. facility failed to ensure that health assessments
were completed on the correct form for 3 of 3

| sampled resident records. (#3, #9 and #10)

AD08

|
|
|
|
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The findings include:

Areview of resident #3's record revealed that a
health assessment was completed on Y
2012. The health assessment was completed on
"AHCA form 1823, | 20107, instead of the
"AHCA form 1823, 2010" form.

Areview of resident #9's record revealed that a
health assessment was completed on

The heaith assessment was completed on AHCA
form 1823, , :2010", instead of the "AHCA
form 1823, 2010" form.

Areview of resident #10's record revealed thata
health assessment was completed on

The health assessment was completed on "AHCA
form 1823, | 12010", instead of the "AHCA
form 1823, 2010" form.

An interview with the manager on at
approximatelyt:25 pm confirmed that the health
assessment forms for Residents #3, #9 and #10
were not on the "AHCA form 1823,

2010” form.

Class i
Correction Date: i/

A052 58A-5.0185(3) FAC Medication - Assistance with
Self-Admin

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.
(a) For faciliies which provide assistance with
self-administered medication, either: a nurse; or
an unlicensed staff member, who is at least

, frained to assist with self-administered
medu:ataon in accordance with Rule 58A-5.0191,

A008

A 052
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F.A.C., and able to demonstrate to the
administrator the ability to accurately read and
interpret a prescription label, must be available to
assist residents with self-administered
medications in accordance with procedures
described in Section 429.256, F.S.

(b) Assistance with self-administration of
medication includes verbally prompting a resident
to take medications as prescribed, retrieving and
opening a properly fabeled medication container,
and providing assistance as specified in Section
429.256(3), F.S. In order fo facilitate assistance
with self-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons. Staff may also return unused doses
to the medication container. Medication, which
appears to have been contaminated, shall not be
returned to the container.

(c) Staff shall observe the resident take the
medication. Any concerns about the resident ' s
reaction to the medication shall be reported to the
resident ' s health care provider and documented
in the resident " s record.

(d) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed:

1. The health care provider may prescribe a
medication schedule which coincides with the
resident ' s presence in the facility;

2. The medication container may be given to the
resident or a friend or family member upon
leaving the facility, with this fact noted in the
resident’ s medication record;

3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident ' s medication
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record; or

4. Medications may be separately prescribed and
dispensed in an easier to use form, such as unit
dose packaging;

(e) Pursuant to Section 429.256(4)(h), F.S., the
term " competent resident” means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.

{f) Pursuant to Section 429.256(4)(i}, F.S., the
terms " judgment " and " discretion * mean
interpreting vital signs and evaluating or
assesstng a resident ' s condition.

(4) with self-admini: ion does not
include:
(a) Mixing, i, converting, or

medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed
(b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
{c) Administration of medications through
intermittent positive pressure breathing machines
ora
(dy Admlmstratlon of medications by way of a
tube inserted in a cavity of the body.
{e) Administration of , i preparations.
(f) Irrigations or debriding agents used in the
treatment of a skin condition.
(@) I, or | preparations.
(hy Medlcatlons ordered by the physician or
health care professional with prescriptive
authority to be given " as needed, " unless the
order is written with specific parameters that
preciude independent judgment on the part of the
unlicensed person, and at the request of a
competent resident
(i) Medications for which the time of
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administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.

This Statute or Rule is not met as evidenced by:
Based on medication record review and staff
interview, the facility failed to ensure that
medications ordered as "as needed” (PRN), were
administered by a licensed nurse for 1 of 3
sampled residents. (#3)

The findings include:

A review of Resident #3's medication list revealed
that the resident is prescribed GNP Stool
Softener 100 mg. A review of the Medication
Observation Record (MOR) and medication label
indicated that one capsule of the medication
should be given by mouth every day as needed.

Further review of Resident #1's mediation list
revealed that the resident was prescribed

tabs 28 mg. Areview of the MAR and
medication label indicated that one tablet of the
medication should be given by mouth three times
a day as needed for agitation.

Areview of the Medication Observation Record
{MOR), revealed that the PRN meds were initial,
indicating that they were administered to the
resident through the month of 201

An interview with the assistance manager was
conducted on at 1:25 pm. The
assistant manager confirmed that no licensed
nurse was on staff.
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{5) MEDICATION RECORDS.
(a) For residents who use a pill organizer
managed under subsection (2), the facility shall
keep either the original labeled medication
container; or a medication listing with the
prescription number, the name and address of
the issuing pharmacy, the heaith care provider's
name, the resident’ s name, the date dispensed,
the name and strength of the drug, and the
directions for use.
{b) The facifity shall maintain a daily medication
observation record (MOR) for each resident who
receives assistance with self-administration of
medications or medication administration. AMOR
must include the name of the resident and any
known the resident may have; the name
of the resident ' s health care provider, the health
care provider ' s telephone number; the name,
strength, and directions for use of each
medication; and a chart for recording each time
the medication is taken, any missed dosages,
refusals fo take medication as prescribed, or
medication errors. The MOR must be
immediately updated each time the medication is
offered or administered.
{c) For medications which serve as chemical

, the facility shall, pursuant to Section
429.41, F.5., maintain a record of the prescribing
physician ' s annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by.
Based on observation, record review and staff
interview, the facility failed to maintain and
document a Medication Observation Record
{MOR) properly for 3 of 3 sampled residents. (#3,
#9 and #10)

The findings include:
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Areview of Resident #3's MOR sheet revealed
that the medication doses of R
et o -, Megestrol, and

 were not initialed to indicate that the
medications were given on the evening of

. Further review of Resident #3's MOR

revealed that the sheet was not initialed to
indicate that any medications were given on

Areview of Resident #9's MOR sheet revealed
that the medication doses of and

... were not initialed to mdlcate that
the ‘medications were given on the evening of

. Further review of Resident #9's MOR
revealed that the sheet was not initialed to
indicate that any medications were given on

Areview of Resident #10's MOR shest revealed
that the medication doses of and
... were not initialed to indicate that the
medications were given on the evening of

. Further review of Resident #10's MOR
revealed that the sheet was not initialed to

| indicate that any medications were given an

An interview with the manager on at
1:25 pm confirmed that the MOR sheets were not
initialed for evening medications,

medications and morning
medications. An inquiry was made regarding the
procedure for documenting the MAR. The
manager stated that the MAR should be
documented as soon as the medications were
given.

Class i}

BAYVIEW RETIREMENT CENTER JACKSONVILLE, FL. 32210
o8 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A054 Continued From page 12 A054
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Approval

(2) EMERGENCY PLAN APPROVAL. The plan
shall be submitted for review and approval to the
county emergency management agency.

{a) The county emergency management agency
has 60 days in which to review and approve the
plan or advise the facility of necessary revisions.
Any revisions must be made and the plan
resubmitted to the county office of emergency
management within 30 days of receiving
notification from the county agency that the plan
must be revised

{b) Newly-licensed facility and facilities whose
ownership has been transferred, must submit an
emergency management plan within 30 days
after obtaining a license.

(c} The facility shall review its emergency
management plan on an annual basis. Any
substantive changes must be submitted fo the
county emergency agency for review and
approval.

1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the county emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

{d) The county emergency management agency
shall be the final administrative authority for
emergency management plans prepared by
assisted living facilities.

(e} Any plan approved by the county emergency
management agency shall be considered to have

BAYVIEW RETIREMENT CENTER JACKSONVILLE, FL 32210

X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o8

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTIGN SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
A 054 Continued From page 13 A054 |
Correction Date: . 2012 (immediate)
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met all the criteria and conditions established in
this rule. .

This Statute or Rule is not met as evidenced by:
Based on facility record review and staff
interview, the facility failed to provide
documentation of an approved emergency
management plan,

The findings include:

An interview with the facility manager was
conducted on at approximately 1:25
pm. The manager stated that she was unable to
locate a copy of the emergency management
plan.

Class Ili

Correction Date: , 2012
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FLORDA AGENCY FOR HEATH CARE ADMINSTRATION

RICK SCOTT
GOVERNOR Better Health Care for all Floridians EL!@%%E;—EAJYD EK
,2012
Administrator
Bayview Retirement Center
2200 Bayview Avenue

Jacksonville, FL 32210
Dear Administrator:

This letter reports the findings of a state biennial licensure survey that was conducted on .2012bya
representative of this office,

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review after » 2012 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

consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call this office at

-4201.
Sincerely,
Keisha Woods, MPH
Health Facility Evaluator Supervisor
Division of Health Quality Assurance
CB/KW/sm
Enclosure

Jacksonville Field Office

921 N. Davis St, Bldg. A, Suite 115
Jacksonville, FL 32209

Phone (904) 798-4201; Fax (804) 359-6054

Headquarters
2727 Mahan Drive
Tallahasses, FL 32308
hitpr/fahca myflorida com




