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A 000 Initial Comments AD00

An unannounced licensure Change of Ownership
{CHOW) survey with Limited Nursing Services
(LNS) was conducted on through

at The Sheridan at Cooper City. The
facility had deficiencies at the time of the survey.

(An unannounced revisit to a licensure Complaint
survey, #2019009303, was conducted in

conjunction with the above Change of Ownership
survey. Please see separate report for findings.)

A010] 429.26( 89) F'S; 59A-36.006(4) FAC A010
850 | Admissions - Continued Residency

429.26
{1} The owner or administrator of a facility is
ible for i the i

of admission of an individuat to the facllity and for

ining the continued appropri of
residence of an individual in the facility. A
determination shall be based upon an
assessment of the strengths, needs, and
preferences of the resident, the care and services
offered or arranged for by the facility in
accordance with facility policy, and any limitations
inlaw or rule refated to admission criterfa or
continued residency for the type of license held
by the facility under this part. A resident may not
be moved from one facility to another without
consultation with and agreement from the
resident or, if applicable, the resident's
representative or designee or the resident's
family, guardian, surrogate, or attorney in fact. in
the case of a resident who has been placed by
the department or the Department of Children
and Famifies, the administrator must notify the
appropriate contact person in the applicable
department.
{2) A physician, physician assistant, or nurse
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practitioner who is employed by an assisted living
facility to provide an initial examination for
admission purposes may not have financlat
interest in the facifity.

{9 A , it resident who no longer meets
the criteria for continued residency may remain in
the facility if the arrangement is mutuatly
agreeable to the resident and the facility;
additional care is rendered through a licensed
hospice, and the resident is under the care of a
physician who agrees that the physical needs of
the resident are being met.

59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facitity must be the same as the criteria for

ission. As part of the i i
criteria, a resident must have a -to-
medical examination by a health care provider at
{east every 3 years after the initial assessment, or
after a significant change, whichever comes first.
A significant change is defined in rule
59A-36.002, F.A.C. The results of the
examination must be recorded on AHCA Form
1823, which is incorporated by reference in
paragraph (2)(b) of this rule and must be
completed in accordance with that paragraph.
Exceptions {o the requirement to meset the criteria
for continued residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days.
(b} Aresident requiring care ofa |, |

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a

AD10
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plan of care issued by a health care provider,

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 health care
provider, the resident must be discharged from
the facifity.

{c} A , it resident who no [onger 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 1o receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
facitity, develops and implements a
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident’s file.

{d) The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at alf times.
(e} A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license,

{f) Assisted living facifity staff may provide any
nursing setvice permitted under the facility's
ficense and total heip with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their

AD10
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professional ficensure or training.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in rule 59A-36.021, F.AC.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to have all residents
reassessed {0 ensure that all residents met the
criteria for continued residency at an Assisted
Living Faciiity {ALF} and that the residents Health
Assessment Form (AHCA form 1823) was
accurate and reflective of their current care needs
and services, for 1 of 1 sampled residents
{Resident # 11).

The findings Included:

During a family interview on at 10:59
AM, it was revealed that Resident# 11 has had
multiple as a result of muitiple in
the past. The family member stated that before
admission into the facility Resident # 11 had one

of her broken and had to be put

together,

Record review of the Primary Care Physican visit
dated and revealed
Resident # 11 has had a history of of which
one resulted in a right that
had occurred in . The resident

medical history also noted that . takenin
of 2017 revealed a large,

and was diagnosed at that time.

Further record review revealed Resident # 11 was
admitted into the facility on . An AHCA
1823 Health Assessment form (1823} was
completed on with the diagnosis
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fisting N s .
Arrythmia, . . and

. . .- Under special
precaution listed | . In the Physicatl or
Sensory Limitations, it stated resident is
independent with supervision and requires
minimal assist.

During an interview on at 2:48 PM
with the HWD she stated at this time that
Resident # 11 has a history of and that one
of her was broken previously. The HWD
further admitted her knowledge of the resident
having . . The HWD admitted at this
time that the resident 1823 form was not
reflective of her current healthcare needs.

Class Il

A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care
88=D| . Supervision

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

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

59A-36.007
An assisted living facility must provide care and

AD10

A025
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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} Monttoring of the quantity and quality of
resident diets in accordance with rule
59A-36.012, FAC.

{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 general 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, health 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 review and staff interview, the
facility failed to provide care and services
appropriate to each resident admitted to the
facility, for 1 out of 2 sampled residents (Resident
#1). It was also noted the facility failed to conduct
a thorough investigation for an event of unknown
origin resutting in injury fo a resident that required
transfer to a unit providing more acute care

A025
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{hospital) two times within one week, for 1 out of
2 sampled residents (Resident #1).

The findings included:

The facility Assistive device for bed standard
policy last reviewed on stated the
company prohibit the use of bed and/or side rails
in Assisted Living, Personal Care or Memory
Care communities. safety rings may be used
for positioning and transferring and are the only
Senior Living Community (SLC) approved device.

During an observational tour with the Memory
Care Director Resident # 11 was observed in the
dining room with both of her and

wrapped in bandages. During a tour of
Resident # 11's room an unopened bandage
wraps was observed. 's (assistive device}
were also attached to the resident bed at this
time.

During the abservational tour on at
9:35 AM, an interview with the Memory Care
Director (MCD) was attempted to find out if an
incident had occurred resulting in both of
Resident # 11 wrapped in bandages.
At this time, the MCD stated she was out of town
and no one informed her about Resident # 11
sustaining injuries. She further stated she would
have to find out what happened from the Health
and Weliness Director {(HWD} and proceeded to
cail the HWD via radio transmission.

During an interview on at 9:48 AM, an
interview was conducted with the HWD who
stated Resident # 11 sustaineda . on

and was transferred to the nearest
hospital via ambulance. Upon return from the

A025

hospita, she was informed the resident
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her - The HWD stated the family was
immediately informed and the HWD further stated
they requested for the family to hire a private aide
during the evening and night since this is when
the seem to occur the most. On

Resident# 11 sustained yet another and was
transferred out to the hospital via ambutance.
Upon return the HWD was informed the resident
had wo

During record review it was found that Resident #
11 was admitted into the facifity on

into the memory care unit. On the
facility conducted an initial service plan for
Resident # 11 and another on

Progress notes and incident reports revealed
Residenti 11 was observed fo be black and
blue by a staff member on 11/03/2019. The nurse
on duty contacted the physician on calf and left a
voicemail. The resident was ordered an ,of
theright  ,right  andright , .The
revealed Resident # 11 had a right

. Resident # 11 visited the orthopedic who
wrapped and casted the righttwo . . and the
right

Record review of the physician progress notes
dated on stated Resident #11 was
seen due to a follow up report of the resident
suffering from an acute or subacute of
the metaphysical of the 5th . confirmed
by . after right »and -

Progress notes dated by a facility staff
member stated Resident # 11 was experiencing

in her right and left . Resident # 11
Primary Care Physician (PCP) was called and
advised the resident to be transferred to the

A025

emergency room (ER). Resident was transferred
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to the ER on and returned on
with a both the right and left
bandaged and casted.

Record review of the hospital records dated
revealed that Resident #11 suffered a
Colles also known as a broken - The
discharge further noted the most common causes
of a Colles is due to a hard, direct hit to
the . falling on an outstretched and
, stich as a car accident or &

Record review of the facility record revealed on
and of the facility
admission and return from the hospital form it
noted the facility was fully aware that Resident #
11 had suffered a . that resuited in two
one of the left andtwo , and

the fast resulting in a broken of the right

{Colles ). The progress notes noted
that a private duty aide was requested of the
family on . The facility failed to implement
the alternative assistive device plan of placing
mats/ cushions on the floor. The facility failed to
develop a new service plan on and

to meet the new care needs of

Resident # 11 And to ensure staff are following
the new care plan to ensure the resident needs
are met and proper assistance is given.
Furthermore, the facitity failed to follow up with
the family upon the request of a private duty aide
as preventive measure to keep the resident safe
and enforce the facility request in an attempt to
prevent reoceurring

The HWD acknowledged the findings and
provided no further information at the time of the
survey.

A025
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Continued From page 9

Class Ili

59A-36.007(8) FAC Resident Care - Elopement
Standards

59A-36.007
{8) ELOPEMENT STANDARDS.
(@) i at Risk for .
All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision, All residents must be assessed
for risk of elopement by a heaith care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. 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 this requirement
for up to 30 days.
1. As part of its resident elopement response
polices and procedures, the facility must 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 trained
pursuant to paragraph 59A-36.011(10)(a) or (c),
F.A.C., must be generally aware of the location of
alt residents assessed at high risk for elopement
at all times.
2. The facility must have a photo identification of
at risk residents on file that is accessible to alt
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being

at risk for it o

A025

A032
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admission. The photo identification may be
provided by the facility, the resident, or the
resident’s representative.

{b} Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. Ata
minimum, the policies and procedures must
provide for:

1. An immediate search of the facility and
prerises,

2. The identification of staff responsible for

H each part of the

response policies and procedures, including
specific duties and responsibilities,

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith 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 Drifls. The facility
must conduct and document resident elopement
drills pursuant to sections 429.41(1)(a)3. and
420.41(1)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 alt staff had received training
in the facility’s policy and procedures on
Elopement within 30 days of hire for 1 of 4
sampled staff (Staff A).

The Findings Included:

On at approximately 10:00 AM, Staff
A's employee record was reviewed and revealed,

A032

her hire date was . Further review
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revealed, no certificate of completion on fite for
the facifity Elopement policy and procedure
training. At this time the facility was provided an
opportunity to locate the documentation.

On at approximately 2:30 PM, during
an interview with the Administrator, they
acknowledged the findings.

Class Il
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408.809(2)(a-c); 59A-35.080(2)(d)-{3)
Background Screening-Compliance Attestation

408.809
(2} Every 5 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
packground screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractuat status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's |
to the Federal Bureau of Investigation for a
national criminal history record check unless the
person's are enrolied in the Federal
Bureau of Investigation's national retained print

notification program. If the of
such a person are nof retained by the
Department of Law Enforcement under s,
943.05(2){g) and (h}, the person raust submit

. electronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the . to the Federal Bureau of
Investigation for a national criminal history record
check. The ., shall be retained by the
Department of Law Enforcement under s,
943.05(2){g) and (h} and enrolled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal bistory records checks
required by level 2 screening may be borne by
the licensee or the person . Untila
specified agency is fully implemented in the
clearinghouse created under s. 435.12, the
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within

CZ818
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the previous 5 years to meet any provider or
professional licensure requirements of the
agency, the Department of Heaith, the
Department of Elderly Affairs, the Agency for
Persons with , the Department of
Children and Families, or the Department of
Financtal Services for an applicant for a
certificate of authority or provisional certificate of
authority to operate a continuing care retirement
community under chapter 651, provided that:

{a) The screening standards and disqualifying
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;

(b) The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days; and

{c} Such proof is accompanied, under penaity of
perjury, by an attestation of compliance with
chapter 435 and this section using forms.
provided by the agency.

59A-35.090(2) Processing Screening Requests,
Required Documents and Fees.
{d) An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by
reference, available at
hitp/iwww firules.org/Gateway/reference.asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
http://ahca.myflorida.com/MCHQ/Central_Service
q_ i ions_Forms.sht
mi. This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immediately if for any

CZ816
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disqualifying offense.
(e) An administrator or chief financial officer must
be screened and qualified priorto | 0
the position.
{3} Results of Screening and Notification.
(a} Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by all
health care providers applying for or actively
ticensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignOnPortal.
(b} If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unclaimed, a copy of the letter will be sent by
regular mail. Pursuant to section 435.05(1)(d),
F.S., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with section
435.06(3), F.S.
{c} The eligibility results of employee screening
and the signed Attestation referenced in
subsection 59A-35.090(2), F.A.C., must be in the
D 's file, maintai by the
provider.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that all staff who completed an
Agency for Healthcare Administration (AHCA)
Level | background screening, completed a
Affidavit of Attestation Compliance fro 1 of 4
sampled staff (Staff B).
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The Findings Included:
On at approximately 1:00PM, Staff
B's employee file was reviewed and revealed,
Staff B was hired on and her most
current background screening was completed on
. There was no affidavit of attestation
compliance form completed at the time of the
packgrounds screening. During the survey, the
Administrator provided a affidavit of attestation
compliance that was not completed.
On at approximately 2:30 PM, during
an interview with the Administrator, she
acknowledged the findings and provided no
additional documentation for review.
Unclassified
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