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{A 000}, initial Comments
| Arevisit was made on for Relicensure
| Survey that was conducted on _
There were deficiencies that remained
uncorrected at the time of the revisit.

{A010} 58A-5.0181(4) FAC Admissions - Continued
; Residency

| (4) CONTINUED RESIDENCY. Except as foliows

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 heaith 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, FAC. 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 pressure

may be retained provided that:

| 1. The facility has a LNS license and services are

| provided pursuant to a pian of care issued by a
licensed health care provider, or the resident

| contracts directly with a licensed home health
agency or a nurse to provide care;

1 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 2 licensed

{A000}

{A 010}
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health care provider, the resident shall be
discharged from the facility.
{c}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
needed;
2. Continued residency is agreeable to the
resident and the facility;
3. An interdisciplinary care plan is developed and
implemented by a licensed hospice in
consultation with the facility. Facility 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 faciiities
holding an extended congregate care license are
described in Rule 58A-5.030, FAC.
(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

ined by the facility admini
licensed health care provider, the re5|dent shall
be discharged in accordance with Section
429.28(1),F.S.

This Statute or Rule is not met as evidenced by:
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Continued From page 2

| A-0010 Remained uncorrected.
Based on record review and interview the facility
failed to ensure the coordination of care between
the ALF and the licensed hospice, including
developing and implementing an individual
Hospice Interdisciplinary Care plan to ensure the
personal needs were met on a daily basis for 2 of
pled residents who d hospice
services (#2 and #3)

Findings:

The Director of Nursing stated on . that
there were two residents who were recently
admitted to hospice, resident #2 and resident #3.
Review of the hospice record revealed that
resident #2 was admitted to hospice on .
and resident #3 was admitted to hospice on
Further review of their records revealed
that there was no Interdisciplinary Care plan
found in their records to determine that the facility
in coordination with the licensed hospice agency
would be able to meet the personal needs of the
residents on a daily basis.

The Director of nursing searched there records.
The Director of Nursing stated on at
approximately 1 PM that she remembered
discussing their needs with the hospice agency
and did not recall completing the Interdisciplinary
care plan.

The Director of Nursing contacted the hospice
agency and obtained a copy of the
Interdisciplinary Care Plans that had a hospice
representative signature and was dated

{day of the revisit). The space for the Assisted
Living Facility staff signature was biank.

Class
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@ : 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, FA.C.,
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 1998and . 2003

| shall satisfy this requirement. Facility staff who
meet the requirements for ADRD fraining
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 fo

residents. Initial training, entitled " s
and Related . Level | Training, ™
must address the following subject areas:
1. Understanding : and
related B
| 2. Characteristics of s

3. Communicating with residents with .

s

4. Family issues;

5. Resident environment; and

6. Ethical issues.

(b) Staff who have received poth the initial one

hour and continuing three hours of ADRD training
| pursuant to Sections 400.1755, 429.817, and

400.6045(1), F.S., shall be considered to have
1 met the initial assisted living facility .

and Related . .. . Level | Training.

| (c) Facility staff who provide direct care to
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residents with ADRD must obtain an additional 4
hours of training, entitied " .
and Related Level 1i Training, * within
9 menths 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 i

| Levelll Trainihg'must address the following

subject areas as they apply fo 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 detaited 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. ____ . and Related
" dated 1999, 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 428.178, 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 facility on
interacting with such residents, as required under
Section 429.178, F.S., within three (3) months of
employment. " incidental contact * means all
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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 prowde the

or its desi with docl )
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 in a
program providing care to persons with

- of related or
3‘ Ce a ialized training p in
the subject matter of this program and have a
minimum of two years of practical experience in a
program providing care to persons with

< of 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:
A-0086 remained uncorrected.

Based on Personnel record review and interview
the facility failed to ensure that 1 of 4 sampled
staff (A) participated in 4 hours of continuing
education annually that was not previously
received.

Findings.

AHCA Form 3020-0001
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{A086} Continued From page 8

Personnel record review for staff Aon . at
approximately 12 PM revealed that he had
| received . .Level1and 2 on
During the re-licensure survey it was found that
| Staff A needed to obtain 4 hours of continuing
. education annually.
Further personal record review revealed that on
 Staff A had again taken Level
1 1 and 2 and had not participated in 4 hours of
continuing education in courses that he had not
previous taken.

The administrator confirmed the above findings
on . at approximately 2 PM.

Class Il

{A165) 429.23 FS; 58A-5.0241 FAC Risk Mgmt & QA;
| Adverse Incident Report

| Internal risk management and quality assurance

| program; adverse incidents and reporting

requiremnents.-

(1) Every facility licensed under this part may, as

| part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to

| assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse

| incident reports, and resident grievances and

| develop plans of action to correct and respond

quickly to identify quality differences.

(2) Every faciiity 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 ;

{A 086}

{A165)
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2. or spinal damage;
3. Permanent
4. or of bones or joints;

5. Any condition that required medical attention 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 facility fo 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
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 458,
chapter 461, chapter 484, 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

23
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#f continuation sheet 8 of 11




STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

Agency for Health Care Administration

PRINTED: 06/13/2013
FORM APPROVED

(X1} PROVIDER/SUPPLIER/CLIA
HENTIFICATION NUMBER:

AL11967569

A BUILDING:

B. WING

(X2) MULTIPLE CONSTRUCTION

{X3) DATE SURVEY
COMPLETED

R

NAME OF PROVIDER OR SUPPLIER

BENTON HOUSE OF TITUSVILLE

STREET ADI

TITUSVILI

DRESS, CITY, STATE, ZIP CODE

487 N WASHINGTON AVE
LE, Fi. 32796

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1
PREFIX
TAG

(EACH

PROVIDER'S PLAN OF CORRECTION

DEFICIENCY)

! {X5)
H CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE DATE

{A 168}

Continued From page 8

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 heaith care professional who is subject to
disciplinary action, in which case the provisions of
$. 456.073 apply.

{8) If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable 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.

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 Repori-1 Day, 20086,

and incorporated by reference. The form sha!) be
submitted via electronic mail to

riskmgmtps @ahca.myflorida.com; on-line at
http:#fahca.myfiorida.com/reporting/index.shtml;
by facsimile to (850)922-2217; or by U.S. Maif to
AHCA, Florida Center for Health Information and

{A165)
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(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

AL11867569

8 WING

{X2) MULTIPLE CONSTRUCTION
A BUILDING:

{X3) DATE SURVEY
COMPLETED

R

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
497 N WASHINGTON AVE

Policy Analysis, 2727 Mahan Drive, Mail Stop 16,
Tallahassee, Florida 32308-5403, telephone
(850)412-3731. AHCA Form 3180-1024 is
available from the Florida Center for Health
Information and Policy Analysis at the address
stated above. The Initial Adverse Incident Report
is in addition to, and does not replace, other
reporting requirements specified in Florida
Statutes.

{2) FULL ADVERSE INCIDENT REPORT. For
each adverse incident reported under subsection
(1) above, the facility shall submit a full report
within fifteen (15) days of the incident. The full
report shall be submitted on AHCA Form
3180-1025, Assisted Living Facility Full Adverse
Incident Report-15 Day, dated 12008, and
incorporated by reference. The methods for
obtaining and submitting the form are set forth in
subsection {1} of this rule,

This Statute or Rule is not met as evidenced by:
A-0165 remained uncorrected

Based on record review and interview the facility
failed to ensure an adverse incident report was
submitted when 1 of 15 sampled residents (#1)
eloped from the facility.

Findings:

During the re-licensure survey that was
conducted on , it was revealed that
resident #1 eloped from the facility and the facility
had not completed an adverse incident report as
required.

Arevisit was conducted on .. The

BENTON HOUSE OF TITUSVILLE TITUSVILLE, FL 32796
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Administrator was asked to provide the adverse
incident report for resident #1's elopement.
The administrator stated on at
approximately 1:30 PM that the adverse incident
report was not completed as required.
Class
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AH Form Approved

State Form: Revisit Report

(Y1) Provider/ Supplier/ CLIA/

Identification Number
AL11967569

Name of Facitity

BENTON HOUSE OF TITUSVILLE

¥2) Muhiplq Construction

A. Building
B. Wing

Street Address, City, State, Zip Code

497 N WASHINGTON AVE
TITUSVILLE, FL 32796

{Y3) Date of Revisit
6/3/2013

“This report is completad by a State survayor to show those deficiencies previously reported that have been corrected and the date such corrective action was accomplishid. Each
deficiency should be fuly identified using either the regulation or LSC provision number and the identification prefix code previously shown on the State Survey Report (prefix
codes shown o the ieft of each requirement on the survey report form).

{¥4) item {¥8) Date (Y4) tem (Y8) Date {Y4) ttem (Y5)  Date
Correction Correction Correction
Completed Completed Compieted
1D Prefix _AQOOT : ID Prefix AQ008 S ID Prefix A0032 :
Reg. # SBA-5.0184(1) F@C} Reg. # 58A-5.0181) Reg. # 58A-5.0182(8) FAC
sc o Lsc Lsc
Correction Correction Co.rection
Completed Completed Compieted
1D Prefix  A0052 R D Prefix  ADO7S e 1D Prefix A0078 e
Reg. # 5BA-5.0185(3) FAC Reg. # 58A-5.0186 FAC Reg. # 58A-5.019(2) FAC
LSC LSC . tsc
Correction Correction Correction
Completed Completed Completed
1D Prefix _A0081 L ID Prefix _A0082 ; 1D Prefix _A0084 , B
Reg. # 58A-5.0181(2} FAC Reg # 58A-5.0191(3) FAC Reg. # S8A-5.019H8) FAC
isc L8C 18C
Correction Correction Correction
Completed Completed Completed
ID Profix _AOUSS I 1D Prefix _AQ090 I 1D Prefix  A0092_ PR
Reg. # 58A-5.0181(6) FAC Reg. # 5BA-5.0191(11) FAC Reg. # 58A-5.020(1) FAC
LsC . LsC o LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix  A00S3 R D Prefix  AG181 i i 1D Prefix  A0167 .
Reg. # 51 Reg. # 58A Reg. #
Lsc s 3 Lsc
Reviewed By Revigwed By Datp: | Signature of Surveyor. Date:
StateAgency Zéoc é /5/[5 !
Reviewsd By y Date: Signature of Surveyor: Date:
CMS RO
STATE FORM: REVISIT REPORT Page 10of 2 EventID: w5112
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RGN Y PR RERTA CARE AONIMESTRATI N

RICK 8COTT ELIZABETH DUDEK

GOVERNOR SECRETARY
2013
Administrator

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

Dear Administrator:

This letter reports the findings of a revisit survey conducted on ,2013by representative(s) of this office.
Enclosed is the provider's copy of the Statement of Deficiencies and Plan of Correction (State Form 3020),
which references the uncorrected deficiencies and/or new deficiencies, identified during the revisit,

You will not receive a copy of this report in the mail; you will only receive this faxed report. All deficiencies
shall be corrected no later than 2013,

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 surveyor. Should you have any questions please call this office at
{407) 420-2502.

Sincerely,

Theyesa DeCanio, RN
Field Office Manager

LH/be
Enclosure

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
httprifahea myflorida com

Orlando Field Office
400 W. Robinson St, Sulte S-308

Orlando, FL 32801

Phone (407) 420-2502; Fax (407) 245-0998




