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A000, Initial Comments

1 The Biennial re-licensure Survey was conducted
jon .

| Benton House of Titusville Assisted Living Facility
| had deficiencies found at the time of the visit.

A 007 58A-5.0181(1) FAC Admissions - Criteria

| Admission Procedures, Appropriateness of
Placement and Continued Residency Criteria.

+ (1) ADMISSION CRITERIA. An individual must
meet the following minimum criteria in order to be
admitted to a facility holding a standard, limited

| nursing or limited mental heaith license:

| (a)Be atleast

(b) Be free from signs and symptoms of any

communicable . which is likely to be

transmitted to other residents or staff, however, a

person who has i

1 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 living,

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. 1f the individual needs assistance with

self-administration the facility must inform the

resident of the professional qualifications of
facility staff who will be providing this assistance,
and if unlicensed staff will 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,
FS.
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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 attorney-in-fact contracts

with a licensed third party to provide this service

to the resident.

() 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 health
practitioner licensed under Chapters 490 or 491,
F.S.

| (h) Not require licensed professional mental

. health treatment on a 24-hour a day basis.
(i) Not be bedridden.
{j) Not have any

| resident requiring care of a
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, or the resident contracts directly with a

| licensed home heaith agency or a nurse to

provide care;

2. The condition is documented in the resident’ s

record; and

3. I the resident ' s condition fails to improve

within 30 days, as documented by a ticensed

nurse or physician, the resident shall be

discharged from the facility.

(k) Not require any of the following nursing

services:

1. Oral,

suctioning;

2. Assistance with tube feeding;

3. Monitoring of ... . | gases;

4. Intermittent positive pressure breathing

; or 4 pressure sores. A
“pressure ..

,or

or wounds,
and the

or
5. Treatment of surgical

unless the surgical vor
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; condition which caused it have been stabilized

and a plan of care developed.
(1) Not require 24-hour nursing supervision.

+ (m) Not require skilled rehabilitative services as

described in Rule 59G-4.280, F.AC.

(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.8., 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 abllity of the facility to meet the uniform
| fire safety standards for assisted fiving facilities
| established under Section 429.41, F.$., and Rule

Chapter 69A-40, F A.C.

(o) Resident admission criteria for facilities
holding an extended congregate care license are
described in Rule 58A-5.030, F.AC.

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

| did not ensure before it provided assistance with

self-administration of medication, written informed
consent was obtained from the resident or the
resident's guardian for 1 of 15 sampled residents
#2).

: Findings:

Record review for resident #2 revealed there was

| no consent signed by the resident or the

resident's guardian giving informed consent that
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Assessment

(2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a
face-to-face medical examination completed by a
licensed health care provider, as specified in
either paragraph (a) or (b) of this subsection.

(a) A medical examination completed within 60
calendar days prior to the individual ' s admission
to a facility pursuant to Section 429.26(4), F.S.
The examination must address the following:

1. The physical and mental status of the resident,
including the identification of any health-refated
problems and functional limitations;

2. An evaluation of whether the individual wilt
require supervision or assistance with the
activities of daily living;

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;

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

7. Astatement on the day of the examination that,
in the opinion of the examining licensed health
care provider, the individual* s needs can be met
in an assisted living facility, and
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unlicensed staff would assist with the assistance
of self-administration of medication.
Interview with the resident care director at
approximately 3:00 PMon . ' verified the
above findings.
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8. The date of the examination, and the name,
signature, address, phone number, and license
nurmber of the examining ficensed 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 formis
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.fdhc. state flLus/MCHQ/Long_Term_Care/
<http:/iwww. fdhc.state. fl.us/MCHQ/Long_Term_C
are/>
Assisted_living/pdf/AHCA_Form_1823%.pdf. The
form must be completed as follows:

1. The resident’ s licensed health care provider
must complete all of the required information in
Sections 1, Health Assessment, 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 facility may obtain the omitted information
either verbally or in writing from the licensed
heaith 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
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- or Arranged by the Facility, or may use electronic

de ion, which ata 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 heaith 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
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

! icensed health care provider conducting the

medicat examination may be attached to the

| health assessment. A licensed health care

provider may attach a __ order for

 residents who do not wish
[ to be administered in the case of

or :
1 (g) Aresident placed on a temporary emergency
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| basis by the Department of Children and Family

| Services pursuant to Section 415.105 or

| 415.1051, F.S., shall be exempt from the

i ination requi of this jon for
up to 30 days. However, a resident accepted for

| temporary emergency placement shall be entered
on the faciiity * s admission and discharge log and

| counted in the facility census; a faclity 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 interview the facility
| failed to ensure that the most current Health

| Assessment (1823} addressed all of the required
. components for 1 of 15 sampled residents {#2).

Findings:
| Record review conducted for resident #2 revealed
| the Health assessment completed on . | did
| not document the type of assistance the resident
| needed with assistance with medication was not
. indicated on the form.
| This was verified with the director of resident care
on at approximately 3:00 PM.

| Class il

AD10 58A-5,0181(4) FAC Admissions - Continued
1 Residency

| (4) CONTINUED RESIDENCY. Except as follows
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in paragraphs (a) through (e) of this subsection,

 criteria for continued residency in any licensed

| facility shall be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a face-to-face

| medical examination by a licensed health care

| provider at least every 3 years after the initial
assessment, or after a significant change,
whichever comes first. A significant change is

: defined in Rule 58A-5.0131, F.A.C. The resuits of
the examination must be recorded on AHCA
Form 1823, which is incorporated by reference in
paragraph (2)(b) of this rule. The form must be

| completed in accordance with that paragraph.
After the effective date of this rule, providers shall

| have up to 12 months to comply with this

requirement.

(a) The resident may be bedridden for up to 7

consecutive days.

(b) A resident requiring care of a

... »may be retained provided that:

1. The facility has a LNS license and services are

provided pursuant to a plan of care issued by &

licensed health care provider, or 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. If the resident ' s condition fails to improve

within 30 days, as documented by a licensed

health care provider, the resident shall be

discharged from the facility.

© A ill resident who no longer meets

the criteria for continued residency may continue

! to reside in the facility if the following conditions

are met:

1, The resident qualifies for, is admitted to, and

consents to the services of a licensed hospice

which coordinates and ensures the provision of

any additional care and services that may be

pressure
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needed,

2. Continued residency is agreeable to the

| resident and the facility;

| 3. An interdisciplinary care pian is developed and

_ implemented by a licensed hospice in
consultation with the facility. Facifity staff may
provide any nursing service permitted under the
facility ' s license and total help with the activities
of daily living, and
4. Doc ion of the requi of this

| paragraph is maintained in the resident’ s file.

| (d) The administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility.

: (e) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 58A-5.030, F.A.C.

(5) DISCHARGE. If the resident no longer meets
 the criteria for continued residency, or the facility
is unable to meet the resident ' s needs, as
by the facility ini or
licensed health care provider, the resident shall
be discharged in accordance with Section
429.28(1), F.S.

This Statute or Rule is not met as evidenced by:

Based on record review and interview the facility

failed to ensure that 1 of 15 sampled residents

(#1)had a face-to-face medical examination by a

licensed health care provider at least every 3

| years and that an hospice interdisciplinary care

. plan was developed and implemented for 1 of 15
residents (#2).

1 Findings:
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1. Record review for resident #1 revealed a
Resident Health Assessment Form 1823 that was
dated 1 (More than 3 years).

The Director of Nursing reviewed the chart and
stated on - at approximately 3:30 PM that
there was no other 1823 found in the record for
resident #1.

2. Record review for resident #2 revealed the
resident was receiving hospice services for
diagnosis of Further
review of the record revealed there was nota
hospice interdisciplinary care plan in the record.
The admmxstrator was asked if there was an

disciplinary care plan else. The
admlmstrator and the director of resident health
both looked but did not find an interdisciplinary
care plan.

Class

58A-5.0182(8) FAC Resident Care - Elopement
Standards

(8) ELOPEMENT STANDARDS.
(a) Residents Assessed at Risk for Elcpement

at risk for
wuth any history of elopement shall be |dent|ﬁed
s0 staff can be alerted to their needs for support
and supervision.
1. As part of its resident elopement response
policies and procedures, the facility shall make, at
a minimum, a daily effort to determine that at risk
residents have identification on their persons that
includes their name and the facility * s name,
address, and telephone number. Staff attention
shall be directed towards residents assessed at
high risk for elopement, with specnal attention
given to those with - and

AD10

A032
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Continued From page 10

related _.__ . assessed at high risk.

2. At a minimum, the fagility shall have a photo

identification of at risk residents on file that is

accessible to all facility staff and law enforcement

as necessary. The photo identification shall be

made available for the file within 10 calendar
days of admission. In the event a resident is

i d at risk for elop itio
admission, photo identification shall be made

| available for the file within 10 calendar days after

| a determination is made that the resident is at

! tisk for elopement. The photo identification may

| be taken by the facility or provided by the resident
or resident ' s family/caregiver.

| (b) Facility Resident Elopement Response

| Policies and Procedures. The facility shall

develop detailed written policies and procedures

for responding to a resident elopement. Ata
minimum, the policies and procedures shall
include:

1. An immediate staff search of the facility and

* premises;

' 2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities;

3. The identification of staff responsible for

contacting law enforcement, the resident ' s

family, guardian, health care surrogate, and case

manager if the resident is not located pursuant to
| subparagraph (8)(b)1.; and

4. The continued care of all residents within the

facility in the event of an elopement.

(c) Facility Resident Elopement Drills. The facility

shall conduct resident elopement drills pursuant

to Sections 429.41(1)(2)3. and 429.41(1)(), F.S.

This Statute or Rule is not met as evidenced by:
| Based on record review, observation and

A032
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interview the facility failed to ensure that 1 of 15
sampled residents (#1), who was at risk of
elopement, had identification on his person that
included his name, the facility's name, address
and telephone number.

Findings:

Record review for Resident #1 revealed that on
resident #1 was in the facility at

. dinner time at 5 PM and was seen walking to his

apartment around 6:30 PM. ACNAreceived a
call at 7:30 PM from the resident’s daughter
stating that the police had contacted her in
regards to her father not being at his residence.
Resident had been picked up by another couple
who had seen resident #1 walking by the bridge.

The Resident was taken to couples home and
the police were nofified.

Resident #1 was picked up by staff and brought
back to facility . The residents daughter arrived at
facility before the resident. Resident #1 returned
to the at faciiity at 8:30 PM.

Observations of resident #1 on 3/12
approximately 3:30 PM, who resided in the
secured memory care unit, revedled that he did
not have on any type of identification on his
person that included his name, the facility's
name, address and telephone number,

The staff present stated at the time that the
resident did not have any Identification on him.

Class Hi

58A-5.0185(3) FAC Medication - Assistance with
Self-Admin
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| {3) ASSISTANCE WITH

‘ SELF-ADMINISTRATION.

(@) For facilities which provide assistance with
self-administered medication, either: a nurse; or
an unlicensed staff member, who is at least 18
. | to assist with self-administered

| medication in accordance with Rule 58A-5.0191,

| F.AC., and able to demonstrate to the
administrator the ability to accurately read and
interpret a pl iption label, must be available to
assist residents with self-administered

ications in with proced

| described in Section 429.256, F.S.

b) i e with self- ini ion of
medication includes verbally prompting a resident
1o take medications as prescribed, retrieving and
opening a properly labeled medication container,
and providing assistance as specified in Section
429,256(3), F.S. In order to 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 ication iner, ication, 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

A052

AHCA Form

3020-0001

STATE FORM

5111

It continuation sheet 13 of 54




Agency for Health Care Administration

PRINTED: 04/17/2013
FORM APPROVED

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
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 428.256(4)(), F.S., the
terms " judgment * and " discretion ™ mean
interpreting vital signs and ing or
assessing a resident ' s condition.
(4) i with self ini
include:

{a) Mixing,

ion does not

. 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
inferation of medications by any injectabl

route.
(¢) Administration of medications through
intermittent positive pressure breathing machines
ora

(d) Administration of medications by way of &
tube inserted in 2 cavity of the body.

(e) A of prep

(f) Irrigations or debriding agents used in the
treatment of a skin condition.

)] . cor _ |preparations.
(h) Medications ordered by the physician or
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Continued From page 14

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
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 record review and interview the facility
failed to ensure when unlicensed staff provided

with the self-admini ion of
medications, the staff followed the appropriate
procedure at all times and did not take 1.
Medication, in its dispensed, properly labeled
container, from where it was stored and brought
to the resident. 2. In the presence of the resident,
read the label, opened the container, removed a
prescribed amount of medication from the
container and close the container.

Findings:

1. Observation of 4 medication passes on

- at approximately 1:16 PM during lunch in
] that when staff D
prepared to provide each of the residents with
their medications she would remove their
medications out of their properly labeled
containers and place them in a small cup. After
she placed the resident's prescribed medications
in the small cup, she took the cup to the resident
who it was prescribed for and handed the cup to
the resident to take the medication.

Interview with Staff D on _ - at approximately
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1:30 PM revealed she was not a nurse. Staff D

did not take the Medications, in their dispensed,

| properly labeled containers, from where they

i were stored and brought it to the resident. She

| did not in the presence of the resident, read the
labels, open the containers, remove a prescribed

! amount of medications from their container and

| close the container.

i

| 2. During interview with resident #3 when asked

| about what type of assistance do you receive to
take your medicine: she replied the nurse come in
and sits down a container of about six pills and
she puts liquid in the breather, | will set the timer
and put the breather on.

During interview with the director of resident care
on _ i at approximately 3:30 PM, she was
asked if the unlicensed staff is pouring the
medication in the for resident #2. She
answered with a question did she tell you that. 1
explained that yes she did. The director of
resident care was informed me that yes her
unlicensed staff were going in and pouring the

| medication into the machine. It was explained
that this could not be down by unlicensed staff.

Class

AQ76 58A-5.0186 FAC

(1) POLICIES AND PROCEDURES.

(a) Each assisted living facility (ALF) must have
written policies and procedures, which delineate
its position with respect to state laws and rules
relative to . The policies and procedures
| shall not condition treatment or admission upon

A0B2
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Continued From page 16

whether or not the individual has executed or
waived a . The ALF must provide the
 following to each resident, or resident” s
representative, at the time of admission:
1. Acopy of Form SCHS-4-2006, " Health Care
Advance Directives - The Patient ' s Right to
Decide,” 12006, or with a copy of some
other substantially similar document, which

P i i garding advance
: directives included in Chapter 765, F.S. Form
| SCHS-4-2008 is available from the Agency for
| Health Care Administration, 2727 Mahan Drive,
Mail Stop 34, Tallahassee, FL 32308, or the
agency ' s Web site at:
nitp:/fahca. myflorida.com/MCHQ/Health_Facility_
Regutation/HC_Advance_Directives/docs/adv_dir
.pdf; and
2. Written information concerning the ALF s
policies regarding an
3, information about how to obtain DH Form
1896, Florida .. . Form,
incorporated by reference in Rule 64J-2.018,
FAC

(b) There must be documentation in the resident '
s record indicating whether or not he or she has
executed a Ifa ‘ has been
executed, a copy of that document must be made
a part of the resident ' s record. If the ALF does
not receive a copy of a resident ' s executed
the ALF must document in the resident ' s
| record that it has requested a copy.
| (2) LICENSE REVOCATION. An ALF shall be
subject to revocation of its ficense pursuant to
Section 408.815, F.8., if, as a condition of
| treatment or admission, it requires an individual
to execute or waive a ..
13y s PROCEDURES. Pursuant to Section
| 429,255, F.S., an ALF must honor a properly
| executed .. as follows:
| (3) In the event a resident experiences

AO76
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 staff trained in
. ora
licensed health care provider present in the
facility, may withhold

(b) In the event a resident is receiving hospice
services and experiences

facility staff must immediately contact the
hospice. The hospice procedures shall take
precedence over those of the assisted living
facility.

(4) LIABILITY. Pursuant to Section 429.256, F.S,,

ALF providers shall not be subject to criminal
prosecution or civit liability, nor be considered to
have engaged in negligent or unprofessional
conduct, for following the procedures set forth in
subsection (3) of this rule, which involves
withholding or withdrawing

ee—._.:pursuantto a

and rules adopted by the department.

This Statute or Rule is not met as evidenced by:

Based on facility record review, resident record
review and interview the facility failed to have
accurate written policies and procedures, which
delineate its position with respect to state laws
and rules relative to

Findings:

Revxew of the Factlttys ohcy and
P ¢

PM revealed the poltcy dnd not include the
required documentation fo be given to the
resident's or their representative at the time of
admission. The Policy and Procedure did not
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Continued From page 18
include the following:

A policy that indicated that Pursuant to
Section 429.255, F.S., an ALF must honor
properly executed . . as follows: (a) In the
event a resident experiences
staff trained in
or a licensed health care
provider present in the facility, may withhold

(b) In the event a resident is receiving hospice
services and experiences

facility staff must immediately contact the
hospice. The hospice procedures shall take
precedence over those of the assisted living
facifity.

The administrator stated on at
approximately 4:30 PM, the above information
was notin the 1 policy and procedure.

Class

58A-5.019(2) FAC Staffing Standards - Staff

(2) STAFF.
(@) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based
on a examination conducted within the last six
months, that the person does not have any signs
or symptoms of a communicable
including Freedom from

- must be documented on an annual
basis. A person with a positive .. test
must submit a health care prowder s statement
that the person does not constitute a risk of
communicating ... . Newly hired staff
does not include an employee transferring from
one facility to another that is under the same
management or ownership, without a break in

AQ76
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service. If any staff member is later found to
have, oris of having, a ¢ i

, hefshe shall be removed from duties
until the administrator determines that such
condition no longer exists.
(b) All staff shalf be assigned duties consistent
with histher leve! of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or certified. All staff
shall exercise their responsibilities, consistent
with their qualifications, to observe residents, to
document observations on the appropriate
resident ' s record, and to report the observations
1o the resident’ s health care provider in
accordance with this rule chapter.
{c) All staff must comply with the training
requirements of Rule 58A-5.0191, FAC.
(d) Staff provided by a staffing agency or
employed by a business entity contracting to
provide direct or indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to
residents.
{e) For faciliies with a licensed capacity of 17 or
more residents, the facility shall:
1. Develop a written job description for each staff
position and provide a copy of the job description
1o each staff member, and
2. Maintain ime sheets for all staff.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview
the facility failed to ensure 1 of 4 sampled staff
(Staff D) has freedom from .

documented annually.
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Continued From page 20
Findings include:

| Areview of a personnel file of Staff D (Med Tech,
date of hire s revealed she did not have a
freedom from documented
annually,

The administrator who assisted with the review
stated at 4:50 PM that Staff D had a chest X-ray
done on  but did not have a statement of
freedom from . _ documented annually.

Class Hi
58A-5.0191(2) FAC Training - Staff In-Service

(2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff:

(a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home heaith aides trained in accordance with
Rule 59A-8.0095, F.A.C., must receive a
minimum of 1 hour in-service training in .
control, including universal precautions, and
1 facility sanitation procedures before providing
| personal care to residents. Documentation of
compliance with the staff training requirements of
29 CFR 1810.1030, relating to borne

may be used to meet this
requirement.
(b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting major incidents.
2. Reporting adverse incidents.
3. Facility emergency procedures including
. chain-of-command and staff roles relating to

AQ78

A081
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emergency evacuation.

(c) Staff who provide direct care to residents, who

have not taken the core training program, shalt

receive a minimum of 1 hour in-service training

i within 30 days of employment that covers the

| following subjects:

1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident s
neglect, and

(d) Staff who provide direct care to residents,

| other than nurses, CNAs, or home health aides

| trained in accordance with Rule 59A-8.0095,

| F.AC., must receive 3 hours of in-service training

| within 30 days of employment that covers the

following subjects:

1. Resident behavior and needs.

| 2. Providing assistance with the activities of daily
fiving.

| (e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must

| receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food

i handiing practices.

L (f) Al facility staff shall receive in-service training
regarding the facllity ' s resident elopement
response policies and procedures within thirty
(30) days of employment.

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

| 2. All facility staff shall demonstrate an

| understanding and competency in the

| implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
| Based on personnel record review and interview
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the facility failed to ensure 3 of 4 sampled staff
(Staff A, B and D) who provided direct care to
residents have received required in-service
training.

Findings:

A review of personnel records conducted on
B .. at about 3:30 PM revealed the
following deficient practices:

and
+ did not

1) Staff A (Med Tech, date of hire
Staff B (Resident Assistant, hired
have the following required training:

a  Aminimum of 1-hour in-service training in

«vw..1CONtrOL.

b, Aminimum of 1 hour in-service training
within 30 days of employment in Reporting major
incidents and reporting adverse incidents, and
Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.

¢. Three (3) hours of in-service training within
30 days of employment that covers the following
subjects: 1. Resident behavior and needs. 2.
Providing assistance with the activities of daily
fiving.

d. In-service training regarding the facility's
resident elopement respense policies and
procedures within thirty (30) days of employment.

2} In addition, Staff B did not have a minimum of
1 hour in-service training within 30 days of
employment that covers the following subjects: 1.
Resident rights in an assisted living facility. 2.
Recognizing and reporting resident

neglect, and

3) Staff D, {(Med Tech, date of hire s did
not have an in-service training regarding the
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facility's resident elopement response policies
and procedures within thirty (30) days of
employment.

On at 3:30 p.m. the administrator who
assisted with the record review verified that Staff
A, B and D did not have the above required
in-service training.

Class Il
58A-5.0181(3) FAC Training - .. i
3)

Pursuant to Section
381.0035, F.S., all facility employees, with the
exception of employees subject to the
requirements of Section 456.033, F.S,, must
complete a one-time education course on
and , including the topics prescribed in the
Section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection (12) of
this rule.

| This Statute or Rule is not met as evidenced by:

Based on record review and interview the facility

failed to ensure 3 of 4 sampled staff (A, Band C)

have completed a one-time education course on
and .

Findings:
Staff A, Med Tech, hired Staff B resident

assistant hired . : and Staff-C resident
assistant hired

AD8Y

ADB2
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Areview of Staff A's, B's, and C's personnel
records conducted on ' revealed there was
no documentation indicating that each staff has
received an education course in and. __ _.

On ; at about 3:50 p.m. the administrator
who assisted with the review of the personnel
records confirmed that Staff A, B, and C did not
have an education course in . "and. .. .

Class ill

58A-5.0191(5) FAC Training - Assis Self-Admin
Meds & Med Mgmt

(5) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION
MANAGEMENT. Unlicensed persons who will be
providing ass with self- ini d
medications as described in Rule 58A-5.0185,
F.A.C., must meet the training requirements
pursuant to Section 429.52(5), F.S., prior to
assuming this responsibility. Courses provided in
fulfilment of this requirement must meet the
following criteria:

(a) Training must cover state law and rule
requirements with respect to the supervision,

medications in assisted living facilities,;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of
taking medications as prescribed; recognition of
side effects and adverse reactions and
procedures to follow when residents appear to be

. experiencing side effects and adverse reactions;

documentation and record keeping, and

A 082

A0B4

AHCA Form 3020-0001

STATE FORM 15111 #f continuation sheet 25 of 54



PRINTED: 04/17/2013

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL 11967569 8. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
497 N WASHINGTON AVE
BENTON HOUSE OF TITUSVILLE TITUSVILLE, FL 32796
X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSCG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A084 Continued From page 25 A0B4

medication storage and disposal. Training shall
include demonstrations of proper techniques and
provide opportunities for hands-on learning
through practice exercises.

(b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a

; training certificate to a trainee who demonstrates

| an ability to;
| 1. Read and understand a prescription label,
2. Provide asst with self-administration in

accordance with Section 429.256, F.S., and Rule
58A-5,0185, F.A.C,, including:

a. Assist with oral dosage forms, | dosage
forms, and . , ....and nasal
dosage forms;

b. Measure fiquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions,
¢. Recognize the need to obtain clarification of an
" as needed * prescription order;
d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident ' s health care provider or
facility employer of inability to assist in the
administration of such orders;
. Complete a medication observation record;
{. Retrieve and store medication; and
g. Recognize the general signs of adverse
reactions to medications and report such
reactions.
(c) Unlicensed persons, as defined in Section
429.256(1)(b), F.8., who provide assistance with
self-administered medications and have
successfully sompleted the initial 4 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing

i with self ini d medications
and safe medication practices in an assisted
living facility. The 2 hours of continuing education
training shafl only be provided by a licensed

AHCAForm 3020-0001
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d nurse, or a licensed p

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure 2 of 2 unlicensed sampled staff
(Aand D) who provided assistance with
self-administered medications have received

di training from a regi d nurse or a
 licensed pharmacist.
Findings:
Staff A - Med Tech, hired and Staff D -

Med Tech, hired

Areview of Staff A's and Staff D's personnel

records conducted on i revealed both staff
had received an annual "Med Tech Training
| Update 2 hours" on ___. Both training

certifications were signed by the Resident
Services Director of the facility. There was no
credentiat with the signature.

10n s at 4:50 PM the resident services
director and the administrator verified that the

| resident services director had provided the

| medication training to Staff Aand D. The resident

services director confirmed that she was a LPN

(licensed practical nurse), neither a registered

nurse nor a licensed pharmacist. She also

confirmed that both Staff A and D provided

assistance to residents with self-administered
medications.

|

| Class Ili

A085 58A-5.0191(6) FAC Training - Nutrition & Food A085

| Service
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8) NUTRITION AND FOOD SERVICE. The
or person desi by the

administrator as responsible for the facility ‘s
food service and the day-to-day supervision of
food service staff must obtain, annually, a
minimum of 2 hours continuing education in
topics pertinent to nutrition and food service in an
assisted living facility. A certified food manager,
| licensed dietician, registered dietary technician or

health department sanitarians are qualified to
train assisted living facility staff in nutrition and
| food service.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure 1 of 2 sampled staff who assist
residents with dining had received an annual
minimum of 2 hours continuing education in
topics pertinent to nutrition and food service in
assisted living facility (Staff C).

Findings:

Areview of Staff C's personnel records was
conducted on . at about 3:15 p.m. with the
administrator. It revealed that Staff C (resident
assistant, hired did not have a minimum
of 2 hours food service training, annually.

During the personnel record review at about 3:30
PMon , the administrator verified that
Staff C was assigned to assist residents in dining

B She confirmed that Staff C did not receive
the annual 2-hour food service training.

Ctass il

A0BS
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1(8) AND RELATED
| {" ADRD ") TRAINING
| REQUIREMENTS, Facilities which advertise that
| they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 434.4.6 of the Florida Building
Code, as adopted in Rule 9N-1.001, FAC,,
Florida Building Code Adopted, must ensure that
facility staff receive the foliowing training.
(a) Facility staff who have regular contact with or
provide direct care to residents with ADRD, shall
obtain 4 hours of initial training within 3 months of
employment. Completion of the core training
program between 1998 and 2003
shall satisfy this requirement. Facility staff who
meet the requirernents for ADRD training
providers under paragraph (g) of this subsection
will be considered as having met this
requirement. " Staff who have regular contact "
means staff who interact on a daily basis with
residents but do not provide direct care to
residents. initial training, entited " B
and Related _ +Level | Training, "
must address the followmg subgect areas:
1. Understanding . . . and
related
2. Characteristics of ;
3 Communicating with ) residents with . ._

AA Family issues‘,

5. Resident environment; and

6. Ethical issues.

(b) Staff who have received both the initial one

hour and continuing three hours of ADRD training

pursuant to Sections 400.1755, 428.917, and

400.6045(1), F.S., shall be considered to have

met the initial assnsted hvmg facility 's
:and Related _ ; Level | Training.
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Continued From page 29

(c) Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitied "
and Related Level il Training, * within
9 months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph (g) of this subsection will be
considered as having met this requirement.
and Related

Level Il Training must address the following
subject areas as they apply to these
1. Behavior management;
2. Assistance with ADLs;
3. Activities for residents;
4, Stress management for the care giver; and
5. Medical information.
(d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a) and (b}
of this subsection can be found in the document
* Training Guidelines for the Special Care of
Persons with : i -and Related

" dated 1998, incorporated by
reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,

| Florida 32399-7000.

(e) Direct care staff shall participate in 4 hours of
continuing education annually as required under
Section 429.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by Section 429.52, F.S., and subsection
(1) of this rule, or 3 of the 6 hours of continuing
education for extended congregate care required
by subsection (7) of this rule.

(f) Facility staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facifity on
interacting with such residents, as required under
Section 429.178, F.S., within three (3) months of

A 086
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employment. * Incidental contact " means all
staff who neither provide direct care nor are in
regular contact with such residents,

{g) Persons who seek to provide ADRD training in
accordance with this subsection must provide the
v or its dest with ion

that they hold a Bachelor ' s degree from an
accredited college or university or hold a license
as a registered nurse, and:

1. Have 1 year teaching experience as an
educator of caregivers for persons with

‘s or related or

2. Three years of practical experience ina
program providing care to persons with

‘s ..__...orrelated or

3. Completed a specialized training program in
the subject matter of this program and have a
minimum of two years of practical experience ina
program providing care to persons with

's. s or related

(h) With reference to requirements in paragraph
(g), a Master ' s degree from an accredited
college or university in a subject related to the
content of this training program can substitute for

! the teaching experience. Years of teaching

experience related to the subject matter of this
training program may substitute on a year-by-year
basis for the required Bachelor ' s degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure 1 of 4 sampled staff
(Staff A) who provided direct care to residents
has participated in 4 hours of continuing

education annually in. ... cewncand
Related i {ADRD) training.

Findings
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A review of personnel record of Staff A (Med
| Tech, Date of Hire s revealed she did not
| have the annual 4 hours of continuing education
| in ADRD training.

An interview was conducted with the
. administrator on 1 at 4:40 PM. She
confirmed that Staff A was a Med Tech who
| provided direct care to 1 residents in
. Memory Lane unit. The administrator verified that
| Staff A did not have the required annual 4-hour
1 continuing education in ADRD training.

Class It

A0S0 58A-5.0191(11) FAC Training - Do Not A090
Orders

1

| TRAINING.
(a) Currently employed facility administrators,

| managers, direct care staff and staff involved in

resident admissions must receive at least one

hour of training in the facility * s policies and

| procedures regarding within 60 days
after the effective date of this rule.

i (b) Newly hired facility administrators, managers,

 direct care staff and staff involved in resident
admissions must receive at ieast one hour of
training in the facility ' s policy and procedures

| regarding within 30 days after

employment,

| () Training shall consist of the information
included in Rule 58A-5.0186, F.A.C.

| This Statute or Rule is not met as evidenced by:
| Based on record review and interview the facility
ARCA Form 3020-0001
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Continued From page 32

. failed to provide

training to 3 out of 4 sampled direct care

| staff (A, B, and D).

Findings include:

Staff A, Med Tech, hired
{7am-3pm).
Staff B, Resident Assistant, hired

; works 1st shift

works

| 2nd shift (3-11 p.m.)

Staff D, Med Tech, hired
{7am- 3PM).

110, works 1st shift

Areview of personnel records conducted on
revealed Staff A, B, and D did not have
training in
Staff Awas interviewed on . at 12:00 noon.
When asked "Do you know what 1is7?" Staff
Aanswered "call 911 and will not do _ ' Staff
B was interviewed on «at 12:30 p.m. When
asked the same question, Staff B did not know
the facility's _. ... policy.

On . at 4:40 p.m. the administrator and the
resident services director confirmed that Staff A,
B, and D did not have . training.

Class Il

58A-5.020(1) FAC Food Service - General
Responsibilities

Food Service Standards.
(1) GENERAL RESPONSIBILITIES. When food
service is provided by the facility, the

ini of a person desi d in writing by
the administrator shall:
(a) Be responsible for total food services and the
day to day supervision of food services staff.

A 090

A092
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A093

Continued From page 33

(b) Perform his/her duties in a safe and sanitary
manner.

(c) Provide regular meals which meet the
nutritional needs of residents, and therapeutic
diets as ordered by the resident' s health care
provider for resident ' s who require special diets.
(d) Maintain the in-service and continuing
education requirements specified in Ruie
58A-5.0191, F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure it designated a person in writing
that is responsible for the total food services and
the day to day supervision of food services staff.

Findings:

Interview with the administrator on i at
approximately 2:00 PM revealed that she had not
designated anyone in writing to be responsible for
the total food services and the day to day
supervision of food services staff.

Class tl

58A-5.020(2) FAC Food Service - Distary
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

AQ92

AQ93
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Recommended Dietary Aliowances, interpreted
by a daily food guide, is available from the DOEA
Assisted Living Program.

(b) The recommended dietary aliowances 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 of more servings,

2. Vegetables: 3 5 servings;

3. Fruit: 2 4 or more servings;

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

5. Mitk or milk equivalent: 2 servings;

6. Fats, oils, and sweets: use sparingly; and

7. Water.

(c) All regular and therapeutic menus to be used
by the facility shall be reviewed annually by a
registered dietitian, licensed diefitian/nutritionist,
or by a dietetic technician supervised by a
registered dietitian or licensed
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 number, 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
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planned at least one week in advance for both
regular 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
choices 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 comply with the therapeutic diet shall
be identified on the menus developed for use in
the facility.

2. The facility shall document a resident ' s
refusal to comply with a therapeutic diet and
notification fo 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.
Intervais between meals shali 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

A083
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purposes of the time between meals.
(g) Food shall be served attractively at safe and
P . All resi 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 shalt 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 aiso be stored, or the facility
shall have a plan for obtaining water in an

, with the plan coordil 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 facility
did not ensure it had a 3-day supply of
nonperishable food, based on the number of
weekly meals the facility has contracted with
residents to serve, and shall be on hand at all
times.

Findings:
During observation of the emergency food supply

it was revealed that the facility did not have any
milk equivalent in its emergency food supply.

A083
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{2) STAFF RECORDS.

{a) Personnel records for each staff member shall

contain, at a minimum, a copy of the original

employment application with references furnished

and verification of freedom from communicable
rincluding ... . In addition,

records shall contain the followung‘ as applicable:

1. Documentation of compliance with all staff

training required by Rule 58A-5.0191, FAC;

2. Copies of all licenses or certifications for all

staff providing services which require licensing or

certification;

3. Documentation of compliance with level 1

background screening for all staff subject fo

screening requirements as required under Rule

58A-5.019, FAC,

4. A copy of the job description given to each staff

member pursuant to Rule 58A-5.018, F.A.C., for

facilities with a licensed capacity of seventeen

(17} or more residents; and

5. Documenlatlon of fac:llty direct care staff and

ipation in resident
dnlls pursuant to paragraph 58A-5.0182(8)(c),

(b} The facility shall not be required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by a business
entity contracting to provide direct or indirect
services to residents and the facility. However,

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION x5}
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The director of food service stated that they never
have had the milk.
The facility needed 2 servings X 57 resident X 3
yields 342 servings of milk or its equivalent.
Class Il
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contractor as described in Rule 58A-5.019,
FAC.

under Rule 58A-5.019, F.A.C., for the last 6
months.

failed to ensure a personnel record of 1 of 4
sampled staff (Staff A) contains employment
references.

Findings:

Areview of personne! records conducted on

employment references.

On

Class

A165
Adverse Incident Report

internal risk and quality

the facility must maintain a copy of the contract
between the facility and the staffing agency or

{¢) The facility shall maintain the facility ' s written
work schedules and staff time sheets as required

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

- revealed Staff A's record did not contain

at about 3:15 PM the administrator,
who assisted with the review, verified that Staff
A's record did not have employment references.

429.23 F'S; 58A-5.0241 FAC Risk Mgmt & QA;

program; adverse incidents and reporting
requirements.-

establish a risk management and quality

assurance program, the purpose of which is to

(1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily

A181
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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 result of the
resident " s condition and results in:

1. ;

2, +or spinal damage;

3. Permanent
4, orf _ of bones or joints;

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

6. Any condition that requires the transfer of the
resident from the facifity 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 elopement, 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
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

A 165
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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
reported to the Department of Children and
Family Services as required under chapter 415,
(7) The information reported to the agency
pursuant to subsection {3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall 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
s. 458.073 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

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
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
rules necessary to administer this section.
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Adverse Incident Report.

{1) INITIALADVERSE INCIDENT REPORT. The
preliminary adverse incident report required by
Section 429.23(3), F.S., must be submitted within
one (1) business day after the incident on AHCA
Form 3180-1024, Assisted Living Facility Initial
Adverse Incident Report-1 Day, 20086,
and incorporated by reference. The form shall be
submitted via electronic mail to

riskmgmitps @ahca.myflorida.com; on-line at
http://ahca. myflorida. com/reporting/index.shtmi;
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,
Tallahassee, Florida 32308-5403, telephone
{850)412-3731. AHCA Form 3180-1024 is
avaltable 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

i (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
31801025, Assisted Living Facility Full Adverse
incident Report-15 Day, dated 22008, and
incorporated by reference. The methods for
obtaining and submitting the form are set forth in
subsection (1) of this ruie.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure an adverse incident report was
submitted when 1 of 15 sampled residents (#1)
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eloped from the facility.
Findings

Record review for resident #1 revealed that on

_ the Resident was in facility at dinner time
at 5 PM and was seen walking to apartment
around 6:30 PM. ACNA received a call at 7:30
PM from the resident's daughter stating that the
police had contacted her in regards to her father
not being at his residence. Resident had been
picked up by another couple who had seen
resident #1 walking by the bridge.

The Resident was taken to couples home and
police were notified.

Resident #1 was picked up by staff and brought
back to facility . The residents arrived at facility
before the resident. Resident #1 returned to the
at facility at 8:30 PM.

The administrator stated on .. ._. .. at 3:30 PM,
resident #1 had only left the facility one time, no
one knew he would leave, she explained that as
soon as he was returned to the facility, he was
placed ina . they had available in the
secured memory care unit and that was where he
remained.

Review of the facility's Adverse Incident report
book revealed there was no Adverse incident
report found for the elopement.

The administrator stated on at
approximately 4:30 PM that the adverse incident
report was not completed as required.

Class
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Resident Contracts,
{1) Pursuant to Section 429.24, .8, prior to or at
the time of admission, each resident or legal
representative shall execute a contract with the
facility which contains the following provisions:
(a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services if the facility
is licensed to provide such services.
(b) The daily, weekly, or monthly rate.
(c) Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule which shall be attached to
the contract.
{d) A provision giving at least 30 days written
notice prior to any rate increase.
{e} Any rights, duties, or ~ _ of residents,
other than those specified in Section 429.28, F.S.
{f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.
{g) Arefund policy which shall conform to Section
429.24(3), F.8.
{hy A written bed hold policy and provisions for
inating a bed hold ag it if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facility, or facility. The resident or
responsible party shall notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident ' s medical condition,
such as the resident ' s being comatose, prevents
the resident from giving written notification and

{X4) 10 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (X5}
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the resident does not have a responsible party to
act in the resident ' s behalf.
(i) A provision stating whether the organization is
affiliated with any religious organization, and, if
0, which organization and its relationship to the
facility.
(j) A provision that, upon determination by the
| administrator or health care provider that the
| resident needs services beyond those the facility
| is licensed to provide, the resident or the resident
' 5 representative, or agency acting on the
resident ' s behalf, shall be notified in writing that
the resident must make arrangements for
transfer to a care setting that has services
needed by the resident. In the event the resident
has no person to represent him, the facility shall
refer the resident to the social service agency for

If there is disag regarding the
appropnateness of placement, provisions as
outlined in Section 429.26(8), F.S., shall take
effect.
(k) A provision that residents must be assessed
upon ission pt to ion
58A-5.0181(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4) of that rule.
(1) The facility ' s policies and procedures for
self-administration, assistance with

and

If-

medications, if applxcabe pursuant to Rule
58A-5.0185, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that rule.

(m) The facility * s policies and procedures related
1o a properly executed

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

A167
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the facility failed to ensure that each resident
contract contained the rights, duties and

: of residents, other than those
specified in the Resident Bilf of Rights for 2 of 2
sampled residents #1 and #2.

Findings:

Res:dent record review inc! udmg contracts for
#1and #2 d that their

did not include a statement to inform the

residents or responsible party that all residents

must be assessed upon admission, every 3 years

thereafter, or after a significant change,

whichever comes first.

The administrator stated on at
approximately 3:30 PM the above information
was not included in contracts.

Class

408.809, 435.02(2), 435.06 Background
Screening; Prohibited Offenses

408.809, F.S.

{1) Level 2 background screening pursuant to
chapter 435 must be conducted through the
agency on each of the following persons, who are
considered employees for the purposes of
conducting screening under chapter 435:

(a) The licensee, if an individual,

{b) The administrator or a similarly titled person
who is responsible for the day-to-day operation of
the provider.

(¢) The financial officer or similarly titted
individual who is responsible for the financial
operation of the licensee or provider.

{d) Any person who is a confrolling interest if

A167
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the agency has reason to believe that such
person has been convicted of any offense
prohibited by s. 435.04. For each controlling
interest who has been convicted of any such
offense, the licensee shall submit to the agency a
description and explanation of the conviction at
 the time of license application.

(e) Any person, as required by authorizing
statutes, seeking employment with a licensee or
provider who is expected to, or whose
responsibilities may require him or her to, provide
personal care or services directly to clients or
have access to client funds, personal property, or
living areas; and any person, as required by
authorizing statutes, contracting with a licensee
or provider whose responsibifities require him or
her to provide personai care or personal services
directly to clients. Evidence of contractor
screening may be retained by the contractor' s
employer or the licensee.

(2) Every 5 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require leve! 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
license or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person ' s fingerprints
to the Federal Bureau of Investigation for a
national criminal history record check. If the
fingerprints of such a person are not retained by
the Department of Law Enforcement under s.
943.05(2)(g), the person must file a complete set
of fingerprints with the agency and the agency
shall forward the fingerprints to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
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the fingerprints to the Federal Bureau of
Investigation for a national criminal history record
check. The fingerprints may be retained by the
Department of Law Enforcement under s.
943.05(2)(g). The cost of the state and national
criminal history records checks required by level
2 screening may be borne by the licensee or the
person printed. Proof of iance with
level 2 screening standards submitted within the
previous § years to meet any provider or

pIe i it qui ofthe
agency, the Department of Health, the Agency for
Persons with the Department of
Children and Family Services, or the Department
of Financial Services for an applicant for a
certificate of authority or provisional certificate of
authority to operate a continuing care retirement
community under chapter 651 satisfies the
requirements of this section if the person subject
to screening has not been unemployed for more
than 90 days and such proof is accompanied,
under penalty of perjury, by an affidavit of
compliance with the provisions of chapter 435
and this section using forms provided by the
agency.

(3) Allfingerprints must be provided in
electronic format. Screening results shail be
reviewed by the agency with respect to the
offenses specified in s. 435,04 and this section,
and the qualifying or disqualifying status of the
person named in the request shall be maintained
ina The qualifying or di: ifying
status of the person named in the request shall
be posted on a secure website for retrieval by the
licensee or designated agent on the licensee's
behaif.

(4) Inaddition to the offenses listed in s.
435.04, all persons required to undergo
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background screening pursuant to this part or
authorizing statutes must not have an :
awaiting final disposition for, must not have been
found guilty of, regardless of adjudication, or
entered a plea of nolo contendere or guilty to, and
must not have been adjudicated delinquent and
the record not have been sealed or expunged for
any of the following offenses or any similar
offense of another jurisdiction:

(a) Any authorizing statutes, if the offense was
a felony.

(b) This chapter, if the offense was a felony.

{c) Section 409.920, relating to Medicaid
provider fraud.

{d) Section 409.9201, relating to Medicaid

raud.
{e) Section 741.28, relating to domestic
viclence.

() Section 817.034, relating to frauduient acts
through mail, wire, radio, electromagnetic,
photoelectronic, or photooptical systems.

{g) Section 817.234, relating to false and
fraudulent insurance claims.

{h) Section 8§17.508, relating to patient
brokering.

(i} Section 817.568, relating to criminal use of
personal identification information.

(i} Section 817.60, relating to obtaining a credit
card through fraudulent means.

(k) Section 817.61, relating to fraudulent use of
credit cards, if the offense was a felony.

() Section 831.01, relating to forgery.

(m) Section 831.02, relating to uttering forged
instruments.

(n) Section 831.07, relating to forging bank bills,
checks, drafts, or promissory notes.

{0} Section 831.09, relating to uttering forged
bank bills, checks, drafts, or promissory notes.
{p} Section 831.30, relating to fraud in obtaining
medicinal drugs.
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(g) Section 831.31, relating to the sale,
delivery, or fon with the
intent to sell, manufacture, or deliver any
counterfeit controlled substance, if the offense
was a felony.
A person who serves as a controlling interest of,
is employed by, or contracts with a licensee on
2010, who has been screened and
qualified according to standards specified in s.
435.03 or 5. 435.04 must be rescreened by
31, 2015. The agency may adopt rules to
establish a schedule to stagger the
implementation of the required rescreening over
the 5-year period, beginning | 2010,
through 2015, If, upon rescreening, such
person has a disqualifying offense that was not a
disqualifying offense at the time of the last
screening, but is a current disqualifying offense
and was committed before the last screening, he
or she may apply for an exemption from the
appropriate licensing agency and, if agreed to by
the employer, may continue to perform his or her
duties until the licensing agency renders a
decision on the application for exemption if the
person is eligible to apply for an exemption and
the exemption request is received by the agency
within 30 days after receipt of the rescreening
results by the person.

(5) The costs associated with obtaining the
required screening must be borne by the licensee
or the person subject to screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s. 943.053(3).
The agency shall establish a schedule of fees to
cover the costs of screening.

(8){@) As provided in chapter 435, the agency

. may grant an exemption from disqualification to a

AZB15
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person who is subject to this section and who:

1. Does not have an active professional license
or certification from the Department of Health; or
2. Has an active professional license or
certification from the Department of Health butis
not providing a service within the scope of that
license or certification.

{b} As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itself if there is no board, may
grant an exemption from disqualification to a
person who is subject to this section and who has
received a professional license or certification
from the Departrment of Health or a regulatory
board within that department and that person is
providing a service within the scope of his or her
ficensed or certified practice.

{7) The agency and the Department of Health
may adopt rules pursuant to ss. 120.536(1) and
120.54 to implement this section, chapter 435,
and authorizing statutes requiring background
screening and to implement and adopt criteria
relating to retaining fingerprints pursuant to s.
943.05(2).

(8) There is no unemployment compensation or
other monetary liability on the part of, and no
cause of action for damages arising against, an
employer that, upon notice of a disqualifying
offense listed under chapter 435 or this section,
terminates the person against whom the report
was issued, whether or not that person has filed
for an exemption with the Department of Health
or the agency.

435.08, F.S.

{1} 1 an employer or agency has reasonable
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cause to believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the employee in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. it is the responsibility of
the affected employee to contest his or her
disqualification or to request exemption from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.

{2)(a) An employer may not hire, select, or
otherwise aliow an employee to have contact with
any : person that would place the
employee in a role that requires background
screening unfil the screening process is

and the of any
grounds for the denial or termination of
employment. If the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise allow the employee fo have contact
with any : person that would place the
employee in a role that requires background
screening uniess the employee is granted an
exemption for the disqualification by the agency
as provided under s. 435.07.

(b} If an employer becomes aware that an
employee has been | for a disqualifying
offense, the employer must remove the employee
from contact with any 1 person that
places the employee in a role that requires
background screening until the ... __.is resolved
in a way that the employer determines that the
employee is still eligible for employment under
this chapter.

{c) The employer must terminate the employment
of any of lts personnel found tobein

with the standards of
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this chapter or place the employee in a position
for which background screening is not required
unless the employee is granted an exemption
from disqualification pursuant to s, 435,07,

{3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the
information necessary to complete the screening,
including fingerprints if required, must be
disqualified for employment in such position or, if
employed, must be dismissed.

{4) There is no unemployment compensation or
other monetary liability on the part of, and no
cause of action for damages against, an
employer that, upon notice of a conviction or

_for a disqualifying offense listed under this
chapter, terminates the person against whom the
report was issued or who was
regardless of whether or not that person has filed
for an exemption pursuant to this chapter.

435.02(2), F.S.

" Employee ™" means any person required by law
to be screened pursuant to this chapter.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure 4 of 4 sampled employees (Staff
A B, C and D) completed an Affidavit for

with Level Il g d

Findings:

Areview of personnel records conducted on

- irevealed there was no documentation
md:catmg an Affi davit for Compliance with Level 11
B: was p for Staff A
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D (Med Tech, date of hire

On at 3:20 p.m. the administrator, who
assisted with the review, confirmed that Staff A,
B, C, and D did not complete an Affidavit for
Compliance with Level Il Background Screening,

Unclassified
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FLORDA ACENCY FOR HEATH CARE ADWINGTTRATION

Ré%(vgggga Better Health Care for all Floridians EL%@%@;- AD,;JE EK
17,2013

Administrator

Benton House Of Titusville
497 N Washington Ave
Titusville, FL 32796

Dear Administrator:
Re: Biennial relicensure

This letter reports the findings of a state licensure survey that was conducted on 2013 by
representative(s) 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 408.81 1(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
hitp://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 surveyor(s). Should you have any questions please call Lorraine
Henry at

Sincerely,

heresa DeCanio, RN
Field Office Manager

LH/be
Enclosure

B
Headquarters
2727 Mahan Drive
Tallahassee, FL 32308
httpfahca myfiorida.com

e
Grlando Field Office
400 W. Robinson $t., Suite 5-309
Orlando, FL 32801
Phone (407) 420-2502; Fax (407) 245.0998




