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A000 [nitial Comments

An Assisted Living Facility Complaint Inspection
#2012010466 Survey was conducted on

Kelly's Assisted Living Facility had
deficiencies identified during this visit.

A025
8§8=D

58A-5.0182(1) FAC Resident Care - Supervision

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

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

{a) Monitor the quantity and quality of resident
diets in accordance with Rule 58A-5.020, F.A.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
individual.

(¢} 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, health care
surrogate, or case manager if the resident
exhibits a significant change; contacting the
resident ' s family, guardian, health care
surrogate, or case manager if the resident is
discharged or moves out.

{e) A written record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any ilinesses which
resulted in medical attention, major incidents,
changes in the method of medication

the provision of additional services.

administration, or other changes which resulted in
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
neglected to provide appropriate supervision,
including the knowledge of a resident’s general
whereabouts for 1 out of 4 sampled residents
(Resident #4).

The findings include:

review of the admission and discharge log
revealed Resident #4 was admitted to the facility
on :and discharged on . Further
review of the log revealed documentation stating
the reason for discharge was that the resident left
the ALF.

Areview of Resident #4's record revealed the file
did not contain a Health Assessment, AHCA
Form 1823. Anote in th file dated
documented the resident left the ALF and was
seen on 441 by another resident. Advised case
manager and notified the police. (441 is
approximately 6 miles from the facility).
During an interview on ' at 10:30 AM, with
the administrator and assistant, it was reported
that Resident #4's absence from the facility, was
a pattern during his residency, but he would
always come back. The assistant administrator
stated on , they filed a missing persons
report with the local police. However, upon
request for proof of the police report/number on
at 10:35 AM, evidence of a
report/number was unavailable, as reported by
the administrative staff. On > at 10:35 AM,
a request was made for the facility's incident log.
The administrator stated the facility did not keep
an incident log and they did not know they were
required to report an elopement to the Agency
{AHCA). The administrator confirmed she did not
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Continued From page 2

know exactly how long the resident was missing.
Further investigation revealed there was no
decumentation of an actual investigation of the
elopement, incident report or documentation the
facility initiated the facility's elopement protocol,
completed an adverse incident report and notified
the Agency {AHCA). As of rat 1:10 PM,
Resident #4 has been missing for 30 days and
the facility still does not know his whereabouts
and/or well-being.

Class 1l

58A-5.019(4) FAC Staffing Standards - Levels

(4) STAFFING STANDARDS.
(a) Minimum staffing:
1. Facllities shall maintain the following minimum
staff hours per week:
Number of Residents  Staff Hours/Week
- 168
6-15 212
16-26 253
26-35 294
36-45 335
46-55 375
56-65 416
86-75 487
76-85 498
86-95 539
For every 20 residents over 95 add 42 staff hours
per week,
2. At least one staff member who has access to
facility and resident records in case of an
emergency shall be within the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.

A025
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3. In facilities with 17 or more residents, there
shall be at least one staff member awake at all
hours of the day and night.
4. At least one staff member who is trained in
First Aid and , as provided under Rule
58A-5.0191, F.A.C., shall be within the facility at
all imes when residents are in the facility.
5. During periods of temporary absence of the
administrator or manager when residents are on
the premises, a staff member who is at least

, must be designated in writing to be
in charge of the facility.
8. Staff whose duties are exclusively building
maintenance, clerical, or food preparation shall
not be counted toward meeting the minimum
staffing hours requirement.
7. The administrator or manager ' s time may be
counted for the purpose of meeting the required
staffing hours provided the administrator is
actively involved in the day-to-day operation of
the facifity, including making decisions and
providing supervision for all aspects of resident
care, and is listed on the facility ' s staffing
schedule.
8. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
(b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
facilities, including those composed of
apartments, shall 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-5.0182,
FAC.
{¢) The facility must maintain a written work
schedule which reflects its 24-hour staffing
pattern for a given time period. Upon request, the
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facility must make the daily work schedules for
direct care staff available to residents or
representatives, specific to the resident ' s care.
{d) The facility shall be required to provide staff
immediately when the Agency determines that the
requirements of paragraph (a) are not met. The
facility shall also be required to 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 58A-5.0182, FAC.,
are not being met, or that the facility is failing to
meet the terms of residents ' contracts. The
Agency shall consult with the facility administrator
and residents regarding any determination that
additional staff is required.

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

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

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

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

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

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure documentation of a written work
schedule reflecting 24 hour weekly staff coverage
meets the assisted living facility minimum staffing
requirements for a census of 33 residents.

The findings include:

During an interview on ‘at 9110 AM, two
facility employees who identified themselves as
the housekeeper and cook , reported that the
resident census totaled 33 residents. During the
interview, a request was made to review the
facility's staffing schedule. The employees
reported that the schedule was posted inside the
administrator's office. The cook provided a
schedule from 2012 and stated that
was the only one she had.

On ._.__.._ .. at10:10 AM, the administrator
arrived and confirmed the facifity census was 33
\as of the day of the inspection. She provided the
staffing schedule in her office and
stated the schedule does not change. One of the
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employees's listed for the day of the week was
not at the facility. The schedule reviewed with the
administrator/owner revealed the facility failed to
have the current required work schedule
reflecting 24 hour coverage that meets the
assisted living facility minimum staffing
requirements.
Class 1l
A093 58A-5.020(2) FAC Food Service - Dietary A093
$8=D Standards
{2) DIETARY STANDARDS,

{a) The Tenth Edition Recommended Dietary
Allowances established by the Food and Nutrition
Board - National Research Council, adjusted for
age, . and activity, shall be the nutritional
standard used to evaluate meals. Therapeutic
diets shall meet these nutritional standards to the
extent possible. A summary of the Tenth Edition
Recommended Dietary Allowances, interpreted
by a daily food guide, is available from the DOEA
Assisted Living Program.

{b) The recommended dietary allowances shall
be met by offering a variety of foods adapted to
the food habits, preferences and physical abilities
of the residents and prepared by the use of
standardized recipes. For facilities with a licensed
capacity of 16 or fewer residents, standardized
recipes are not required. Unless a resident
chooses to eat less, the recommended dietary
allowances to be made available to each resident
daily by the facility are as follows:

1. Protein: 6 ounces or 2 or more servings;

2. Vegetables: 3 6 servings;

3. Fruit: 2 4 or more servings;

4. Bread and starches: 8 11 or more servings;

5. Milk or mitk equivalent: 2 servings;

6. Fats, oils, and sweeis: use sparingly; and
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7. Water,

{c) All regular and therapeutic menus o be used
by the facility shall be reviewed annually by a
registered dietitian, licensed dietitian/nutritionist,
or by a dietetic technician supervised by a
registered dietitian or ficensed
dietitian/nutritionist, to ensure the meals are
commensurate with the nutritional standards
established in this rule. Portion sizes shall be
indicated on the menus or on a separate sheet.
Daily food servings may be divided among three
or more meals per day, including snacks, as
necessary to accommodate resident needs and
preferences. This review shall be documented in
the facility files and include the signature of the
reviewer, registration or license nurnber, and date
reviewed. Menu items may be substituted with
items of comparable nutritional value based on
the seasonal availability of fresh produce or the
preferences of the residents.

(d) Menus to be served shall be dated and
planned at least one week in advance for both
reguiar and therapeutic diets. Residents shall be
encouraged to participate in menu planning.
Planned menus shall be conspicuously posted or
easily available to residents. Regular and
therapeutic menus as served, with substitutions
noted before or when the meal is served, shall be
kept on file in the facility for 6 months.

(e) Therapeutic diets shall be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
cholices through a select menu, buffet style dining
or family style dining are not required to
document what is eaten unless a health care
provider ' s order indicates that such monitoring is
necessary. However, the food items which enable
residents to cornply with the therapeutic diet shall
be identified on the menus developed for use in
the facility.
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A093 Continued From page 8

2. The facility shall document a resident ' s
refusal to comply with a therapeutic diet and
notification to the resident * s health care provider
of such refusal. If a resident refuses to follow a
therapeutic diet after the benefits are explained, a
signed statement from the resident or the
resident ' s responsible party refusing the dietis
acceptable documentation of a resident ' s
preferences. In such instances daily
documentation is not necessary.

{f) For facilities serving three or more meals a
day, no more than 14 hours shall elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals shall be evenly
distributed throughout the day with not less than
two hours nor more than six hours between the
end of one meal and the beginning of the next.
For residents without access to kitchen facilities,
snacks shall be offered at least once per day.
Snacks are not considered to be meals for the
purposes of I the time between meals.
(g) Food shall be served attractively at safe and
palatable temperatures. All residents shall be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, shall be on hand.

{h} A 3-day supply of non perishable food, based
on the number of weekly meals the facility has
contracted with residents to serve, and shall be
on hand at all times. The quantity shall be based
on the resident census and not on licensed
capacity. The supply shail consist of dry or
canned foods that do not require refrigeration and
shall be kept in sealed containers which are
labeled and dated. The food shall be rotated in
accordance with shelf life to ensure safety and
palatability. Water sufficient for drinking and food
preparation shall also be stored, or the facility

A093
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shall have a plan for obtaining water in an
emergency, with the plan coordinated with and
reviewed by the local disaster preparedness
authority.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facifity
failed to comply with the required dietary
standards.

The findings include:

1) Upon interview during an observation of the
unch meal on &t 1215 PM, 10 random
residents were asked about the food quality while
waiting for their lunch. All 10 of the residents
stated they did not have any variety to eat and
they are not offered substitutes. If they don't fike
what is served they don't eat. Residents were
observed to be trading food and requesting
second sandwiches. During the lunch meal
observation, none of the residents requesting
more food received another sandwich.

2) During an interview with the administrator on

v w2 @t 12:30 PM, the surveyor requested to
review the facility's menu substitution list. The
administrator stated she has one but does not
use it because if she offers substitutions to one
resident and another sees it, they will all want.
The administrator stated she has not had any
meetings with the residents regarding menu
planning, food choices and/or preferences. A
review of the menu documents sandwiches are
served every day for lunch.
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Class It

A 152 58A-5.023(3) FAC Physical Plant - Safe Living A152
$8=D Environ/Other

(3) OTHER REQUIREMENTS.
(a) All facilities must:
1. Provide a safe living environment pursuant to
Section 429.28(1)a), F.S,; and
2. Must be maintained free of hazards; and
3. Must ensure that all existing architectural,
mechanical, electrical and structural systems and
appurtenances are maintained in good working
order.
{b} Pursuant to Section 429.27, F.S,, residenits
shall be given the option of using their own
belongings as space permits. When the facility
supplies the furnishings, each resident

sleeping area must have at least the following
furnishings:
1. Aclean, comfortable bed with a mattress no
less than 36 inches wide and 72 inches long, with
the top surface of the mattress a comfortable
height to ensure easy access by the resident;
2. Acloset or wardrobe space for hanging
clothes;
3. Adresser, chest or other furniture designed for
storage of personal effects;
4. Atable, bedside famp or floor lamp, and waste
basket; and
8. A comfortable chair, if requested.
{c) The facility must maintain master or duplicate
keys to resident i to be used in the
event of an emergency.
{d) Residents who use portable bedside
commodes must be provided with privacy during
use.
(e) Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
AHCA Form 3626-0007
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facility shall be free of tears, stains and not be

This Statute or Rule is not met as evidenced by:
Based on observation, the facifity failed to provide
a safe and comfortable living environment for the
residents.

The findings include:

During a tour of the facllity, conducted on

! at 9:40 AM with the housekeeper, there
were environmental concerns identified.
Specifically:

1). Strong odors were coming from several
residents
2). Upon observation of a resident in bed, it was
noted that the bed was on top of a broken bed
frame, leaving half of the bed on the floor and half
elevated on the frame.
3). Four mattresses that were covered in plastic,
were torn.
4). The shower curtain in one of the residents’

. was torn and had a black substance all
over it.
5} A was missing a handle
6). A dresser was missing a drawer in one of the
resident's

During the tour, it was noted that most of the
residents rooms i not have numbers on them,
$0 a second tour of the facility was conducted
with the alternate administrator to observe the
findings on 10/3 approximately 11:00 AM.
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Internal risk management and quality assurance
program; adverse incidents and reporiing
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 part is
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 resul of the
resident’ s condition and results in:

1 .

2. | 6r spinal damage;
3. Permanent .
4 :OF ...........: of bones or joints;

5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure {0 honor advanced
directives;

6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due to the incident rather than the
resident ' s condition before the incident; or

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

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

(3) Licensed facilities shall provide within 1
business day after the occurrence of an adverse
incident, by electronic mail, facsimile, or United
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States 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 15
days, by electronic mail, facsimile, or United
States mail, a full report to the agency on all
adverse incidents specified in this section. The
report must include the results of the facility ' s
investigation into the adverse incident.

(6) , neglect, or must be
reporied to the Department of Children and
Family Services as required under chapter 415.
{7) The information reported to the agency
pursuant o subsection (3} which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shaif be
reviewed by the agency. The agency shall
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
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
$. 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 befief
that conduct by a staff member or employee of a
licensed facility is grounds for disciplinary action
by the appropriate board, the agency shall report
this fact to such regulatory board.

{9) The adverse incident reports and preliminary
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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 Department of Elderly Affairs may adopt
ruies necessary to administer this section.

Adverse Incident Report.

{1) INITIAL ADVERSE INCIDENT REPORT. The
prefiminary adverse incident report required by
Section 429.23(3), F.S., must be submitied within
one {1) business day after the incident on AHCA
Form 3180-1024, Assisted Living Facility Initial
Adverse Incident Report-1 Day, 2008,
and incorporated by reference. The form shall be
submitted via electronic mail to
riskmgmtps@ahca.myflorida.com; on-line at
htip://ahca.myflorida.com/reporting/index.shtml;
by facsimile to (850)922-2217; or by U.S. Mail to
AHCA, Florida Center for Health Information and
Policy Analysis, 2727 Mahan Drive, Mail Stop 16,
Tailahassee, Florida 32308-5403, telephone
{850)412-3731. AHCA Form 3180-1024 is
available from the Florida Center for Health
information and Policy Analysis at the address
stated above. The initial Adverse Incident Report
is in addition to, and does not replace, other
reporting requirements specified in Florida
Statutes.

{2) FULL ADVERSE INCIDENT REPORT. For
each adverse incident reported under subsection
{1) above, the facility shall submit a full report
within fifteen (15) days of the incident. The full
report shall be submitted on AHCA Form
3180-1025, Assisted Living Facility Full Adverse
Incident Report-15 Day, dated 2008, and
incorporated by reference. The methods for
obtaining and submitting the form are set forth in
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subsection (1) of this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to establish a risk management and quality
assurance program, o assess resident care
practices, facility incident reports, and adverse
incident reports. The facility failed to provide
within 1 business day after the occurrence of an
adverse incident, a preliminary report fo the
agency {AHCA), on an adverse incident regarding
an elopement for 1 out of 4 sampled residenis
{Resident #4).

The findings include:

Areview of the admission and discharge log
revealed Resident #4 was admitted to the facility
on ... ‘and discharged on ... .. ... Further
review of the log revealed documentation stating
the reason for discharge was that the resident left
the ALF.

Areview of resident #4's record revealed the file
did not contain a Health Assessment, AHCA
Form 1823. Anote in th fille dated

documented the resident left the ALF and was
seen on 441 by another resident. Advised case
manager and notified the police. (441 is
approximately 6 miles from the facility).

During an interview on s at 10:30 AM, with
the administrator and assistant, it was reported
that Resident #4's absence from the facility, was
a pattern during his residency, but he would
always come back, The assistant administrator
stated on . they filed a missing persons
report with the local police. However, upon
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request for proof of the police report/number on

. _at 10:35 AM, evidence of a
report/number was unavailable, as reported by
the administrative staff. On tat 10:35 AM,
a request was made for the facility's incident log.
The administrator stated the facility did not keep
an incident log and they did not know they were
required to report an elopement to the Agency
(AHCA). The administrator confirmed she did not
know exactly how long the resident was missing.
Further investigation revealed there was no
documentation of an actual investigation of the
elopement, incident report or documentation the
facility initiated the facility’s elopement protocol,
completed an adverse incident report and notified
the Agency (AHCA). As of rat 1:10 PM,
Resident #4 has been missing for 30 days and
the facility still does not know his whereabouts
andfor well-being.
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FIORIGA AGENAY FOOR HEALTH CAKE ADVIMISTRATION

) UDEK
R(I;%(\/Egﬁ‘g‘, Better Health Care for all Floridians Eu éé%g?rgﬂ\‘
2012
Administrator

Kelly's Assisted Living Facility
1441 - 1451 NW 20th Street
Fort Lauderdale, F1. 33311
RE: CCR #2012010466

Dear Administrator:

This letter reports the findings of a compalint survey that was conducted on 2012bya
representative from 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
httpy//ahca.myflorida.com/Publications/Forms,shtm as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the representative. Should you have any questions please call this
office at (561) 381-5840.

Sincerely,

Véﬂ Arlene Mayo-Davis
Field Office Manager
AMD/Is

Enclosure

Headquarters

2727 Mahan Drive
Tatiahassee, FL 32308
hitp:ffahca.myfiorida.com

Delray Beach Field Office

5150 Linton Boulevard, Suite 500

Delray Beach, FL 33484

Phone (661) 381-5840; Fax (561) 496-5924




