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Initial Comments

An Assisted Living Facility standard biennial
licensure survey was conducted on

Personal Elder Care, had licensure deficiencies
found at the time of the visit.

58A-5.0181(2) FAC Admissions - Health
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-related
problems and functional limitations;

2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living,
3. Any nursing or
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 communicabie which is likely to be
fransmitted to other residents or staff;

7. A statement 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

8. The date of the examination, and the name,

services required by the

 signature, address, phone number, and license

number of the examining licensed health care
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provider. The medical examination may be
conducted by a currently licensed health care
provider from another state.

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

www fdhe.state fl.us/MCHQ/L.ong_Term_Care/
<http:/Awww.fdhe.state.fL.usMCHQ/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. ltlems 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
health care provider.

¢. Omitted information received verbally must be
documented in the resident’ s recerd, including
the name of the licensed health care provider, the
name of the facility staff recording the information
and the date the information was provided. |
2. The facility administrator, or designee, must
complete Section 3 of the form, Services Offered
or Arranged by the Facility, or may use electronic :
documentation, which at a minimum includes the
elements in Section 3. This requirement does not
ARCA Form 3020-0001
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apply for residents receiving:

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

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

d. Medicaid waiver services.

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

(d) Medical examinations of residents placed by
the department, by the Department of Children
and Family Services, or by an agency under
contract with either department must be
conducted within 30 days before placement in the
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
licensed health care provider conducting the
medical examination may be attached to the

! health assessment. Alicensed health care

provider may attach a + order for
residents who do not wish
1o be administered in the case of

or S
{g) Aresident placed on a temporary emergency
basis by the Department of Children and Family
Services pursuant to Section 415.108 or
4151051, F.S., shall be exempt from the
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examination requirements of this subsection for
up to 30 days. However, a resident accepted for
temporary emergency placement shall be entered
on the facility * s admission and discharge log and
counted in the facility census; a facility may not
exceed its licensed capacity in order to accept a
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, it was
determined the facility failed to ensure that each
resident's Health Assessment was complete and
within 30 days after admission, for 1 out of 3
sampled residents {Resident #1).

The findings include:

Review of Resident #1 's health assessment
dated noted to be incomplete. Review
of the health assessment revealed Section 3 of
the form was left blank. An interview with the
Administrator at 11:15 AM on , revealed
this was the current Health Assessment for the
resident and no further documentation was
avallable.

Class il

sAé 0769 58A-5.019(4) FAC Staffing Standards - Levels AQ79
{4) STAFFING STANDARDS.
(a) Minimum staffing:
1. Facilities shall maintain the following minimum
staff hours per week:

Number of Residents  Staff Hours/Week
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0-5 168
6-15 212
16-25 253
26-35 204
36-45 338
46-55 375
56-65 416
66-75 457
76-85 498
86-95
For every 20 residents over 95 add 42 staff hours
per week.

2. Atleast one steff member who has access {o
facility and resident records in case of an
emergency shall be within the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.
3. In facilities with 17 or more residents, there
shall be at least one staff member awake at all
hours of the day and night.
4. Atleast one staff member who is frained in
First Aid and , as provided under Rule
58A-5.0191, F.A.C., shall be within the facility at
all times when residents are in the facility.
5. During periods of temporary absence of the
administrator or manager when residents are on
the premises, a staff member who is at least

, must be designated in writing to be
in charge of the facility.
6. Staff whose duties are exclusively building
maintenance, clerical, or food preparation shall
not be counted toward meeting the minimum
staffing hours requirement,
7. The administrator or manager s fime may be
counted for the purpose of meeting the required
staffing hours provided the administrator is
actively involved in the day-to-day operation of
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the facility, including making decisions and
providing supervision for all aspects of resident
care, and is listed on the facility " s staffing
schedule.

8. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.

{b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
facilities, including those composed of
apartments, shall have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents scheduled and unscheduled service
needs, resident contracts, and resident care
standards as described in Rule 58A-5.0182,
FAC,

{c) The facility must maintain a written work
schedule which reflects its 24-hour staffing
pattern for a given time period. Upon request, the
facility must make the daily work schedules for
direct care staff available to residents or
representatives, specific to the resident ' s care.
(d) The facifity shall be required to provide staff
immediately when the Agency determines that the
requirements of paragraph (a) are not met. The
facility shall also be required to immediately
increase staff above the minimum levels
established in paragraph (a} if the Agency
determines that adequate supervision and care
are not being provided to residents, resident care
standards described in Rule 58A-5.0182, FA.C,,
are not being met, or that the facility is falling to
meet the terms of residents ' contracts. The
Agency shall consult with the facility administrator
and residents regarding any determination that
additional staff is required.

1. When additional staff is required above the
minimum, the agency shall require the
submission, within the time specified in the

BREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
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notification, of a corrective action plan indicating
how the increased staffing is to be achieved and
resident service needs will be met. The plan shall
be reviewed by the agency to determine if the
plan wilt increase the staff to needed levels and
meet resident needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, modifications may be made in staffing
requirements for the facility and the facility shall
noe longer be required to maintain a plan with the
agency.

3. Based on the recommendations of the local
fire safety authority, the Agency may require
additional staff when the facility fails to meet the
fire safety standards described in Section 429.41,

: F.8,, and Rule Chapter 69A-40, F.A.C., until such

time as the local fire safety authority informs the
Agency that fire safety requirements are being
met.

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

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined the facility failed to maintain an
up-to-date written work schedule reflecting the
facility's 24 hour staffing pattern for all staff
members.
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The findings include:

Review of the facility's staffing schedules noted
as 1o :2012, it was noted that 1 schedule
was used for 1 year timeframe. |t was noted that
the facility failed to establish and maintain a
staffing schedule for each individual month.
Review of the schedules revealed it could not be

: determined the exact day of the month each staff

member worked. An interview with the
Administrator at 10 AM on revealed she
did not have prior staffing schedules and that she
used the same schedule every month (1 year
timeframe).

Class 1l]

58A-5.023(3) FAC Physical Plant - Safe Living
Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to
Section 428.28(1)(a), F.S.; and

2. Must be maintained free of hazards, and

3. Must ensure that all existing architectural,
mechanical, electrical and structural systems and
appurtenances are maintained in good working
order.

{b) Pursuant to Section 429.27, F.8., residents
shall be given the option of using their own
belongings as space permits. When the facility
suppties the furnishings, each resident

_ . sleeping area must have at least the following
furnishings:

1. A clean, comfortable bed with a matiress no
less than 36 inches wide and 72 inches long, with
the top surface of the mattress a comfortable
height to ensure easy access by the resident;

AQ79
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2. Acloset or wardrobe space for hanging
clothes;

3. Adresser, chest or other furniture designed for
storage of personal effects;

4. Atable, bedside lamp or floor lamp, and waste
basket; and

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate
keys to resident : to be used in the
event of an emergency.

{d) Residents who use portable bedside
commodes must be provided with privacy during

use.

{e) Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facility shall be free of tears, stains and not be

This Statute or Rule is not met as evidenced by:
Based upon observations and interviews, it was
determined that the facility failed to provide a safe
living environment that is maintained free of
hazards; and failed to ensure that all existing
architectural, mechanical, electrical and structural
systems and appurtenances are maintained in
good working order.

The findings include;

During the tour of the facility with the
Administrator between the hours of 9 AM and 1
PMon the following was noted.

a) The wood base framing at the edge of the roof
around the entire house is breaking, creaking and
deteriorating in numerous locations.
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b} Vertical blinds in the window were cut
and were not of the original length, creating a lack
of privacy from outside.
¢) Kitchen: 7 cabinets observed with lining peeling
and coming up. Multiple stains observed on wall
and under range hood.
d) The walls throughout the facility noted to be
discolored and faded. |
e) {near i & #2). toilet seat paint
peelfing and discolored. Vanity sink base
deteriorating and breaking apart, 1 door hanging,
vanity pulling from
Class Hi
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FICRITHA AGENCY FOR HEALTH CARE ADVINSTRATION

ICK ELIZABETH DUDEK
Rcovzggg? Better Health Care for all Floridians SE%ERET ARY
2012
Administrator

Personal Elder Care
4533 Brook Drive
‘West Palm Beach, FL 33417

Dear Administrator:

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

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

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at

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 representative. Should you have any questions please call this
office at (561) 381 - 5840.

Sincerely,
/,{ ¢ 4302;@4 ﬁé‘ ¢ W‘«/
Arlene Mayo VDavis
N\ Field Office Manager
AMD/jw
Enclosure XG90
Headquarters Delray Beach Field Office

2727 Mahan Drive
Tallahassee, FL 32308
hitp:/fahca.myflorida.com

5150 Linton Boulevard, Suite 500
Delray Beach, Fi. 33484
(561) 381-5840; Fax (561) 496-5924




