Agency for Health Care

PRINTED: 02/26/2020

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11964403

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY

COMPLETED

01/31/2020

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

3669 SW 24 TERRACE

VILLA MARGO it

MIAMI, FL

33145

0@y D
PREFIX
TAG

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

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

o]
PREFIX
e

(xe
COMPLETE
DATE

A 000

A 025
§8=D

Initial Comments.

A complaint investigation (complaint number

2019017508) was conducted at Villa Margo [l on
. through

Deﬁcxencxes were identified at the hme of the

survey.

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- 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 - The notification
must oceur wnmm 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
care provider, the necessary care and services to
treat the condition.

59A-36.007

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 quantity and quality of
resident diets in accordance with rule
59A-36.012, FA.C.

{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
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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 review and interview, the facility
failed to maintain updated written information for
one out of three sampled residents after a
significant change. (Resident # 3).

Findings included:

A review of Resident # 3's records showed he
was admitted to the facility on and a
progress note dated stated “The resident
was sent to the hospital for

Areview of the Adverse Incident Report online
database showed a report filed stating Resident #
3 slipped and . on some drops of water another
resident had dropped on the floor, Resident # 3

while the other resident went to get a napkin
to clean the spill.

Further review of Resident # 3's records showed
he was prescribed , | .. three times a
week for 4 weeks.
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A review of Resident # 3's health assessment
dated did not show any updated
documentation of when he received ,

.., or any documentation Resident # 3's
Primary Care Physician {(PCP) was contacted.

at 12:54pm, the Administrator stated
“The Orthopedic was the one that was called and
ordered the , . .- I never told the PCP
about the because his care was overseen by
the orthopedic™

Class Il

AHCA Form 3
STATE FORM

20-0007

s

z8Y71

f continuation sheet 3 of 3



