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A0CO Initial Comments
CCR #2012010686

An Assisted Living Facility complaint inspection
was conducted on _ ... Betsy's Loving
Home, Inc., had licensure deficiencies related io
the allegations at the time of the visit.

A030 58A-5.0182(6) FAC; 429.28 FS Resident Care -
$8=0" Rights & Facility Procedures

(6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.
(a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Council shall be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
58A-5.0181, FAC,
{b)In accordance with Section 429.28, F.S., the
facility shall have a written grievance procedure
for receiving and responding to resident
complai and for resid to
changes to facility policies and procedures. The
facility must be able to demonstrate that such
procedure is implemented upon receipt of a
complaint.
{¢) The address and telephone number for
lodging complaints against a facility or facility staff
shall be posted in full view in a common area
accessible to all resi The ac and
telephone numbers are: the District Long-Term
Care Ombudsman Council, 1(888)831-0404; the
Advocacy Center for Persons with Disabilities,
42-0823; the Florida l.ocal Advocacy
Council, 1{800)342-0825; and the Agency
Consumer Hotline 1(888)419-3456.
{d) The statewide toll-free telephone number of
the Florida Abuse " 1(800)96-ABUSE _
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1(800)962-2873 " shall be posted in full view in a
common area accessible to all residents,
{e) The facility shall have a written statement of
its house rules and procedures which shall be
included in the admission package provided
pursuant to Rule 58A-5.0181, F.A.C. The rules
and procedures shall address the facility' s
policies with respect to such issues, for example,
as resident responsibilities, the facility ' s |
and tobacco policy, medication storage, the
delivery of services to residents by third party
providers, resident efopement, and other

inistrative and b ping practices,
schedules, and requirements.
{f) Residents may not be required to perform any
waork in the facility without compensation, except
that facility rules or the facility contract may
include a requirement that residents be
responsible for cleaning their own sleeping areas
or apartments. If a resident is employed by the
facility, the resident shall be compensated, ata |
minimum, at an hourly wage consistent with the |
federal minimum wage law.
{9) The facility shall provide residents with :
convenient access fo a telephone to facilitate the |
resident ' s right to unrestricted and private
communication, pursuant to Section 429.28(1)(d), *
F.S. The facility shall not prohibit unidentified :
telephone calls fo residents. For facilities with a
licensed capacity of 17 or more residents in
which residents do not have private telephones,
there shall be, at a minimum, an accessible
telephone on each floor of each building where
residents reside.
{h) Pursuant to Section 428.41, F.S., the use of
physical . shall be limited to half-bed
rails, and only upon the written order of the
resident ' s physician, who shall review the order |
biannually, and the consent of the resident or the
resident ' s representative. Any device, including
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half-bed rails, which the resident chooses to use
and can remove or avoid without assistance shall
not be considered a physical

429.28 Resident bill of rights.~

(1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:

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

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

(c) Retain and use his or her own clothes and
other personal property in his or her immediate
living quarters, so as to maintain individuality and

personal dignity, except when the facility can
demonstrate that such would be unsafe, H
impractical, or an infringement upon the rights of
other residents.
(d) Unrestricted private communication, including
receiving and sending unopened
correspondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of a.m. and 9 p.m. |
at a minimum. Upon request, the facility shalt :
make provisions to extend visiting hours for 1
caregivers and out-of-town guests, and in other
similar situations. !
{e} Freedom to participate in and benefit from

ity services and activities and to achieve
the highest possible level of independence, 1
autonomy, and interaction within the community.
(f) Manage his or her financial affairs unless the |
resident or, if applicable, the resident 's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
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facility to provide safekeeping for funds as
provided in s. 429.27.

{g) Share a 1 his or her spouse if both
are residents of the facility.

{h) Reasonable opportunity for reguiar exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.

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

{)) Access to adequate and appropriate heaith
care consistent with established and recognized
standards within the community.

{k) At least 45 days ' notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified bya
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally , the guardian shall be
given at least 45 days ' notice of a
nonemergency relocation or residency
termination. Reasons for relocation shall be set
forth in writing. In order for a facility to terminate
the residency of an individual without notice as
provided herein, the facility shall show good
cause in a court of competent jurisdiction.

(1) Present gri andr 1d ch

in policies, procedures, and services fo the staff
of the facility, governing officials, or any other
person without interference, coercion,
discrimination, or reprisal. Each facility shall
establish a grievance procedure to facilitate the
residents ' exercise of this right. This right
includes access to ombudsman volunteers and
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active in, and to associate with advocacy
special interest groups.

with respect,
The findings are:
1. During the tour of the facility on

observed in the living . .

its side leaning up against the wall in the

young children, including administering

the residents were interviewed. Three of
to the presence of the two children. One
was interviewed on
provided no additional information.

2. On at9:30 AM., the

payments, but that over the summer she

advocates and the right to be a member of, to be

This Statute or Rule is not met as evidenced by:
Based on observations and interviews, the facility
failed to ensure that the residents were treated

915 am., there were two very small children

the house that staff
member #1 was caring for in addition to caring for
the residents. Staff member #1 said the children
do not live there, but a mattress was observed on

administrator's office, adjacent fo the living . . .
From 9:15 a.m. until approximately 11:00 am.
Staff member #1 was observed caring for the

treatments to one of the children.
Staff member #1 was the only direct care staff
present at the time. During the survey all

residents refused to answer any questions related |

residents said that the baby was always there, but|
would not comment further. The administrator |
at 10:20 a.m. and
said that the children do not live there, but

administrator/owner was interviewed. She also
said that she currently is not behind in any facility

or

cat

five of |
the five

of the

missed
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an electric bill payment and was not in the facility |

when a resident's caregiver (the administrator
said it was not a staff member) asked the
resident o pay the bill so that the electricity would
not be cut off. The administrator said the resident
did pay the electric bill for the facility and was
re-imbursed.

Class i}

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

(4) STAFFING STANDARDS.
{a) Minimum staffing:
1. Facilities shall maintain the following minimum
staff hours per week:
Number of Residents
-5
6-15
16-25
26-35
36-45
46-55
56-65
66-75
76-85
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 imes
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.
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.

Staff Hours/Week
1
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4. At least one staff member who is trained in
First Aid and CPR, ..., provided under Rule
58A-5.0191, F.A.C., shall be within the facility at
all times when residents are in the facility.
5. During periods of temporary absence of the
inistrator or when resi are on
the premises, a staff member who is at least 18
. _ be designated in writing to be
in charge of the facility.
6. 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 facility, 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 minimurn 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, i
C.

{c) The facility must maintain a written work
schedule which reflects its 24-hour staffing
pattern for a given time period. Upon request, the
facility must make the daily work schedules for
direct care staff available to residents or
representatives, specific 1o the resident ' s care. |
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{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
pian will increase the staff to needed levels and
meet resident needs.

2. When the facility can demonstrate {o 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 facility 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 o 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
met.

(e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff |

AHCA Form 3020-0001
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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 ficense 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 record review and interviews, the
facility failed to ensure that the written work
schedule was accurate.

The findings are:

The staff schedule was reviewed. The
administrator was listed as working 8:00 a.m. until
3:00 p.m. Staff member #1 was interviewed on

: at 9:10 a.m. and said that the
administrator was not present in the facility as
she was in school. The administrator was
interviewed on “at 10:00 am. She said
she is at school until 12:00 p.m. and at that time
she goes to the facility. She was unable to say
why the staff schedule did not accurately list her
hours.

Class lll

SAS1%30 58A-5.021(1) FAC Fiscal - Financial Stability A120
Fiscal Standards.
{1) FINANCIAL STABILITY. The facility shall be
administered on a sound financial basis in order
to ensure adequate resources to meet resident
needs. For the purposes of Section 420.47, F.S,,
evidence of financial instability includes filed

AHCA Form 3020-0001
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A120 Continued From page 9 A120

ptcy by any owner; i of checks
returned for insufficient funds; delinquent
accounts; nonpayment of local, state, or federal
taxes or fees; unpaid utility bills, tax or judgment
fiens against facility or owners property; failure to
meet employee payroll; confirmed complaints to
the agency or district long-term care ombudsman
council regarding withholding of refunds or funds |
due residents; failure to maintain liability
insurance due to non payment of premiums; non
payment of rent or mortgage; non payment for
essential services; or adverse court action which w
could result in the closure or change in ownership |
or management of the ALF. When there is |

i

evidence of financial instability, the agency shall
require the facility to submit the following
documentation:

{a) Facilities with a capacity of 25 or less:

1. Payment of local, state or federal taxes;

2. Delinquent accounts, if any;

3. Number of checks returned for insufficient
funds during the previous 24 months, if any;

4. Receipt of resident rent payment;

5. Amount of cash assets deposited in the facility
bank account;

6. Capability of obtaining additional financing, if
needed; and i
7. A statement of operations or AHCA Form 3180 |
1002, 1995, projecting revenues, expenses, :
taxes, extraordinary items, and other credits and |
charges for the next 12 months. 1
(b) Facilities with a capacity of 26 or more, shall
provide the documentation described in

paragraph (a) above, or submit a current asset
and Habilities statement or AHCA Form

3180-1003, 1998.

This Statute or Rule is not met as evidenced by:

AHCA Form 36200001
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Based on interview, the facility was found fo be
financially unstable as the administrator/owner did
file for personal bankruptcy without notifying the
agency as required. In addition, no financial
documents were available for review.

The findings are:

On At 930 AM, the
administrator/owner was interviewed. She stated
that she has filed for personal bankrupicy
through her attorney. She said she did not know
the actual date, but that it was a couple of months
ago. She also said she did not know she had to
report it to the agency. During a further interview
with the administrator at 10:15 a.m., she again
stated that there were currently no unpaid bills
and that all taxes are up-to-date. She said she
did not have any current financial statements as
the accountant has afl the information. The
administrator was reguested to provide the
documentation on the next business day

+but as of _.... no financiat
statements were provided.

Class 1l

AZBO9 59A-35.062(3)(6),&(7),408.803(7),408.810 Proof
$8=G | of Financial Ability to Operate

59A-35.062(3)(e), F.AC.

" Financial instability " means the provider
cannot meet its financial Evidence
such as the issuance of bad checks, an
accumulation of delinquent bills, or inability fo
meet current payroll needs shall constitute prima
facie evidence that the ownership of the provider
lacks the financial ability to operate. Evidence
shall also include the Medicare or Medicaid

A120

AZ809
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program ' s indications or determination of
financial instability or fraudulent handling of
government funds by the provider.

408.803,(7), F.S.
"Controlling interest” means:

{a} The applicant or licensee;

(b) A person or entity that serves as an officer of,
is on the board of directors of, or has a §-percent
or greater ownership interest in the applicant or
licensee; or

A person or entity that serves as an officer of, is
on the board of directors of, or has a 5-percent or
greater ownership interest in the management
company or other entity, related or unrelated, with
which the applicant or licensee contracts fo
manage the provider.

The term does not include a voluntary board
member.

408.810, F.8.

{8) The agency may require a licensee to provide
proof of financial ability to operate at any time if
there is evidence of financial instability, including,
but not limited to, unpaid expenses necessary for
the basic operations of the provider.

{9) A controlling interest may not withhold from
the agency any evidence of financial instability,
inctuding, but not limited to, checks returned due
to insufficient funds, delinquent accounts,
nonpayment of withholding taxes, unpaid utility

expenses, nonpayment for essential services, or |

adverse court action concerning the financial
viability of the provider or any other provider

AHCA Form 3020-0001
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licensed under this part that is under the control
of the controlling interest. Any person who
violates this s ion commits a misd 1or
of the second degree, punishable as provided in
s. 775.082 or s. 775.083, Each day of continuing
violation is a separate offense.

50A-35.062(7), F.S.

{7) If an applicant or licensee has shown signs of
financial instability, as provided in Section
408.810(9), F.S., at any time, the Agency may
require the applicant or licensee to provide proof
of financial ability to operate by submission of:
(a) AHCA Form 3100-0009, » 2008, Proof of
Financial Ability Form, that includes a balance
sheet and income and expense statement for the
next 2 years of operation which provide evidence
of having sufficient assets, credit, and projected
revenues to cover liabilities and expenses, and
{b) Documentation of correction of the financial
instability, including but not limited to, evidence of |
the payment of any bad checks, delinquent bills |
or liens. If complete payment cannot be made, |
evidence must be submitted of partial payment |
along with a plan for payment of any fiens or !
delinquent bills. if the lien is with a government
agency or repayment is ordered by a federal or
state court, an accepted plan of repayment must
be provided.

This Statute or Rule is not met as evidenced by: |
Based on interview, the facility was found to be |
financially unstable as the administratorfowner did
file for personal bankruptcy without notifying the
agency as required.

The findings are:

AHCA Form 3020-6001
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On at 9:30 AM., the
administrator/owner was interviewed. She said
she has filed for personal bankruptcy through her
attorney. She said she did not know the actual
date, but that it was a couple of months ago. She
also said she did not know she had to report it to
the agency. During a further interview, she also
said that she currently is not behind in any facility
operational payments, but that over the summer
she missed an electric payment and was not in
the facility when a resident's caregiver {the
administrator said it was not a staff member)
asked the resident to pay the bill so that the
electricity would not be cut off. The administrator
said the resident did pay the electric bill for the
facility and was re-imbursed.

Class il

AZBO9
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2012

Administrator

Betsy's Loving Home, Inc
309 SW 68th Avenue
Pembroke Pines, FL 33023

Re: CCR#2012010686

Dear Administrator:

This letter reports the findings of a complaint 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 2013 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
http://ahca.myflorida.com/Publications/Forms.shtml 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 guestions please call this
office at (561) 381 - 5840.

Sincerely,

&‘\ lene Mayo - Bavis

Field Office Manager

AMD/jw

Enclosure XG9O

Deiray Beach Field Office
5150 Llnton Boulevard, Suite 500
Delray Beach, FL 33484

Phone (561) 381-5640; Fax (561) 496-5024

Headquarters

2727 Mahan Drive
Tailahassee, FL 32308
hitp://ahca.myflorida.com




