Agency for Health Care

PRINTED: 11/06/2019

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11966837

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

09/24/2019

NAME OF PROVIDER OR SUPPLIER

5302 SATEL DR

AASBURY MANOR ALF

ORLANDO,

FL 32810

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

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

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A 000

A 008
§8=D

Initial Comments.

An unannounced complaint investigation,
20190099386, was conducted at Aasbury Manor
Assisted Living Faclllly, Qrlando, Florida, from the
dates of . Deficiencies
were found at the tlme of the investigation.

429.26( )FS; 58A-5.0181(2) FAC Admissions ~
Health Assessment

429.26
{4} If possible, each resident shall have been
examined by a licensed physician, a licensed
physician assistant, or a licensed nurse
practitioner within 80 days before admission to
the facHity. The signed and completed medical
ination report shall be i tothe
owner or administrator of the facility who shal
use the mformat!on contained therem to assist in
the of the of the
resident's admission and continued stay in the
facility. The medical examination report shall
become a permanent part of the record of the
resident at the facility and shall be made available
to the agency during inspection or upon request.
An that has been through
the Comprehensive Assessment and Review for
Long-Term Care Services (CARES) Program
fulfils the i for @ medical inati
under this subsection and s. 429.07(3)(b)6.
{5) Except as provided in s. 429.07, if a medical
ion has not been within 60
days before the admission of the resident to the
facility, a licensed physician, licensed physician
assistant, or licensed nurse practitioner shall
examine the resident and complete a medicat
examination form provided by the agency within
30 days following the admission to the facility to
enable the facility owner or administrator to
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The medical examination form shall become a
permanent part of the record of the resident at
the facility and shall be made available to the
agency during inspection by the agency or upon
request.
(8} Any resident accepted in a facility and placed
by the department or the Department of Children
and Families shall have been examined by
medical personnel within 30 days before
placement in the facility, The examination shall
include an assessment of the approptiateness of
placement in a facility. The findings of this
examination shall be recorded on the
examination form provided by the agency. The
completed form shall accompany the resident
and shall be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Famshes must provide documentation that the

i has been by a p! 3
clinical psychologist, clinical social worker or

. nurse, or an individual who is
superv»sed by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health restdenl has been admitted to the facllity.
An upon discharge from a
state mental hospital meets the requirements of
this ion refated to appropri: for
placement as 8 mental health resident providing it
was completed within 80 days prior to admission
to the facility. The applicable department shali
provide to the facility administrator any
mformatnon about the resident that would help the
meet his or her responsi

under subsection (1). Further, department
personnel shall explain to the facility operator any
special needs of the resident and advise the
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operator whom to call should problems arise. The
applicable department shall advise and assist the
facility administrator where the special needs of
residents who are recipients of |

. require such assistance.

58A-5.0181
{2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a
-to- medical examination completed by a
health care provider as specified in either
paragraph (a} or (b} of this subsection.
(a} A medical examination completed within 60
calendar days before the individual's admission to
a facility pursuant to section 429.26(4), F.8. 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 fimitations,
2. An evaluation of whether the individual will
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,
8. Whether the individual has signs or symptoms
of R
.. . or any other
communicable . which are fikely to be
transmitted to other residents or staff,
7. A statermnent on the day of the examination that,
in the opinion of the examining 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,
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signature, address, telephone number, and
ficense number of the examining health care
provider. The medical examination may be
conducted by a health care provider licensed
under chapter 458, 459 or 484, F.S.

(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 Faciiities, , which is
incorporated by reference and available onfine at:
http/iwww firules.org/Gateway/reference.asp?No
=Ref-08170. Faxed or electronic copies of the
completed form are acceptable. The form must
be completed as instructed.

1. ltems on the form that have been omitted by
the health care provider during the examination
may be obtained by the facllity either orally or in
writing from the heaith care provider.

2. Omitted information must be documented in
the resident’s record. Information received orally
must include the name of the health care
provider, the name of the facility staff recording
the information, and the date the information was
provided.

3. Electronic documentation may be used in
place of completing the section on AHCA Form
1823 referencing Services Offered or Arranged
by the Facility for the Resident. The electronic
documentation must include all of the elements
described in this section of AHCA Form 1823.
{c) Any information required by paragraph (a),
that is not contained in the medical examination
report conducted before the individual's
admission to the facility must be obtained by the
administrator using AHCA Form 1823 within 30
days after admission.

{d) Medical examinations of residents placed by

A008
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the department, by the Department of Children
and Families, 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 429.26, F.S. and this rule.
{fy Any orders issued by the health care provider
conducting the medical examination for
medications, nursing, therapeutic diets, or other
services to be provided or supervised by the
facitity may be attached to the heaith
assessment. A health care provider may attach a
DH Form 1896, Florida
Form, for residents who do not wish

.\ . to be administered
in the case of or .., . .
(g} A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to section 415.105 or
415.1051, F.S., is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facitity's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capachty in order to accept
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 reviews and interviews, the
facility failed to ensure three of three residents {

A008
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Agency for Health Care Administration Health
Assessment (1823} while admitted to the facifity,

Findings include:

On , in a record review of Resident #4's
fite, the file documented Resident #4 was
admitted to the facility on . The fite
documented Resident #4 had an updated 1823
completed on . The 1823 for Resident
#4 did not contain a signed section 3.

On , in @ record review of Resident #5's
file, the file documented Resident #5 was
admitted to the faclility on . The file
documented Resident #5's 1823 was signed on

. The 1823 for Resident #5 did not
contain a signed section 3.

at 12:00 PM, in an interview with
Staff 4, Staff 4 stated he could not explain why
the 1823 forms were not properly completed.

Class Ili

A028| 429.26(7) FS; 58A-5.0182(1) FAC Resident Care
$8=D| - Supervision

429.26
{7) The facility must notify a licensed physician
when a resident exhibits signs of or

s or has a change of condition
in order to rule out the presence of an underlying
physiclogical condition that may be contributing to
such or - The notification
must oceur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity shall arrange, with the appropriate health
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care provider, the necessary care and services to
treat the condition.

58A-5.0182

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

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

{a) Monitoring of the guantity and quality of
resident diets in accordance with rule 58A-5.020,
F.AC.

(b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a generat awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

(e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to provide documentation for two of
three residents (#4 and #5) that the facility

contacted the family or the residents primary
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care physician after incidents of significant
change.

Findings include:

. On , in a record review of Resident
#4 's fite, the file documented through observation
notes the following incidents involving Resident
" - Resident #4 was screaming at
staff and was by law enforcement.
" - Resident #4 was
and was .
" - Resident #4 had thought of
humng other residents,

- Resident #4 was threatening other
residents and was
" - Resident #4 was throwing items.
and .
" - Resident #4 was involved in an
assault with another resident and law
enforcement was called to investigate,

- Resident #4 was
and refused to take medication.
Resident #4's file does not provide any
documentation of the facility providing notification
to Resident #4's primary care physician or family.

2. On , in & record review of Resident
#5's file, the file documented through observation
notes of the following incidents involving Resident
#5:

" - Resident #5
" - Resident #5

- and
Resident #5's file does not provide any
documentation of the facility providing notification
to Resident #5's primary care physician or family.

On at 12:00 PM, in an interview with
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Continued From page 8

Staff 4, Staff 4 stated he would need to address
with the administration. Staff 4 stated they believe
the facility has made notification, but they are not
sure why the observation notes do not reflect this
effort.

Class Il

58A-5.0182(2) FAC Resident Care - Social &
Leisure Activities

(2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in
social, recreational, educationat and other
activities within the facility and the community.
(8) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident's needs, abilities, and interests.

(b} The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facitity must demonstrate residents' participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facitity,

{c) Scheduled activiies must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the
television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose to attend day
programs conducted at adult day care centers,
senior centers, mental heaith centers, or other
day programs may count those attendance hours
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Continued From page 9

towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in comimon areas where residents
normally congregate.

{d) If residents assist in planning a special activity
such as an outing, seasona festivity, or an
excursion, up to 3 hours may be counted toward
the required activity time.

This Statute or Rule is not met as evidenced by:
Based on observation, interviews and record
review, the facility faited to provide residents with
a calendar of ongoing activities.

Findings include:

On . in a record review of the facility
activity schedule, it reflected the activity for

from 10:00 AM to 12:00 PM was,
"Music and Exercise".

at 11:00 AM, the agency toured the
facthty and did not observe any music or exercise
program.

On at 11:15 AM, in an interview with
Resident #4, Resident #4 stated the facility does
not have any activities beyond watching
television.

On at 11:26 AM, in an interview with
Resident #5, Resident #5 stated they do not have
activities, “Once in a while we get to watch a

On at 12:00 PM, in an interview with
Staff 4, Staff 4 stated he would check and find out
why this is not happening.

Class Ili
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58A-5.024(1) FAC Records - Facifity

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
tegally authorized entity. if records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the d i ion. For of this
section, "readily available" means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

{a)} The facility's license displayed in a
conspicuous and public place within the facility.
{b} An up-to-date admission and discharge log
fisting the names of all residents and each
resident’s:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | s and
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of 2
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to Rule 58A-5.025,
F.AC. If the resident dies while in the care of the
facitity, the log must indicate the date of

{c} A log listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approval by the

A160
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Continued From page 11

county emergency management agency, as
described in Rule 58A-5,026, F.A.C., that must
be readily available by facility staff.
{e) The facility's liability insurance policy required
in Rule 58A-5.021, FAC.;
{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 58A-5.021, FA.C.
{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 58A-5.0181, FAC.
{h} If the facility advertises that it provides special
care for persons with ‘s or
related . acopy of all such facility
advertisements as required by Section 429.177,
F.s.
{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
58A-5.0182, F.AC.
{j) Al food service records required in Rule
58A-5.020, F.A.C,, including menus planned and
served and county health department inspection
reports. Facilities that contract for food services,
must include a copy of the contract for food
services and the food service contractor's license
or certificate to operate.
{k} All fire safety inspection reports issued by the
focal authority or the State Fire Marshal pursuant
to Section 429.41, F.S., and Rule Chapter
69A-40, F.A.C,, issued within the last 2 years.
{I) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S,, and Chapter 84E-12, FAC,,
issued within the last 2 years.
{m) Pursuant to Sechon 429 35, F.S., all

survey, and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
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iast 6 years.

{n} The facility's resident elopement response
policies and procedures.

{o} The facility's documented resident elopement
response drills.

(p} For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
58A-5.029, 58A-5.030 and 58A-6.031, FAC,,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews the facility
failed to maintain records which were readily
available by representatives of the agency.

Findings include:

On , in a record review, the agency
requested from Staff 1 to see the facility
admission and discharge log.

On at 6:45 AM, in an interview with
Staff 1, Staff 1 was asked if she couid provide
facility records and Staff 1 stated she would need
to call the administrator to find the records.

On , In a record review, the agency
requested from Staff § to see resident records.

at 10:00 AM, in an interview with
Stah‘ 5, Staff 5 stated she did not have access to
records.

On at 12:00 PM, in an interview with
Staff 4, Staff 4 stated all the staff have access to
the records. Staff 4 stated he is not sure why they
would say they did not have access.
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42923( & ) FS; 58A-5.0241 FAC Risk
Mgmt & QA; Adverse Incident Report

429.23 internal risk management and quality
assurance program; adverse incidents and
reporting requirements .-

{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.

(2} Every facility licensed under this part is
required to maintain adverse incident reports. For
purposes of this section, the term, "adverse
incident” means:

(a) An event over which facility personnel could
exercise control rather than as a result of the
resident's condition and results in:

2. or damage;

3. Permanent o H

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 faifure to honor advanced
directives;

6. Any condition that requires the transfer of the
resident from the faciiity 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
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incident, by electronic maif, facsimite, or United
States mail, a preliminary report o 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 resuits of the facility's
investigation into the adverse incident.

[ . neglect, or | must be
reported to the Department of Children and
Families 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 shal
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to discipiinary 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. 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 betief
that conduct by a staff member or employee of a
ficensed facility is grounds for disciplinary action
by the appropriate board, the agency shalt report
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this fact to such regutatory 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,

58A-5.0241 Adverse incident Report.

{1} INITIAL ADVERSE INCIDENT REPORT. The
preliminary adverse incident report required by
Section 429.23(3), F.S., must be submitted within
1 business day after the incident pursuant to Rule
59A-35.110, F.A.C., which requires online
reporting.

{2) FULL ADVERSE INCIDENT REPORT. For
each adverse incident reported in subsection (1)
above, the facility must submit a full report within
15 days of the incident. The full report must be
submitted pursuant to Rule 58A-35.110, FAC.,
which requires onfine reporting.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews the facility
failed to file a required adverse incident report to
the Agency Adverse Incident Reporting System
(AIRS) following a call to law enforcement to
investigate a resident fight.

Findings include:

On at 8:02 AM, in an interview with
Staff 4, Staff 4 was requested by the Agency to
provide copies of all 2019 AIRS reports filed to
the Agency by the facility.

On at 8:45 AM, in an interview with
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Staff 4, Staff 4 stated he is not aware of any
adverse incidents at the facility during calendar
year 2018,
On , in a record review of the Agency
AIRS system, the system failed to provide any
documentation of AIRS reports to the Agency
from the facility.
On , in & record review of local law
enforcement reports, the report documented iocal
taw enforcement had been called to the facility on
to investigate an assault between
Resident #4 and Resident #11.
On at 12:00 PM, in an interview with
Staff 4, Staff 4 stated he was not aware an
adverse incident was required.
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