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NIiGHTINGALE MANOR

A 000 Initial Comments AD00

A re-icensure survey, in conjunction with a
COoViD-18 control and generator survey
was conducted at Nightingale Manor on

and concluded on
Deficiencies were identified at the time of suvvey

A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
$8=D| - Supervision

429.26
{7) The facility shall notify a ficensed physician
when a resident exhibits signs of or

, 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 must notify the resident's representative or
designee of the need for health care services and
must assist in making _, | for the
necessary care and services to treat the
condition. {f the resident does not have a
representative or
designee or if the resident's representative or
designee cannot be located or is unresponsive,
the facifity shall arrange with the appropriate
health care provider for 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
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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
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 ilnesses
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 a general awareness of the
resident whereabouts for one out of 23 sampled
residents (Resident #20).

Findings Included:

Review of Resident # 20 records showed resident
eloped from the facility on around
9:30 PM. The record revealed law enforcement
was notified on and a missing person
case was filed. Further record review showed
resident returned to the facility on

Review of Resident #20 health assessment dated

A025
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Continued From page 2

showed diagnosis of ., s
. [

e and . . Resident is
independent with bathing, ., eating,
grooming, and transfers. He is ambulatory.
Resident identified as not being an elopement
risk.

Review of the facility elopement policies and
procedures showed "It is the policy of the
assisted living facility that each resident at all
tevels are assessed for . and elopement
upon admission, thirty days after admission,
quarterly thereafter and upon indication of
incident.”

On at 10:45 AM the Administrator
stated Resident # 20 left the facility without
informing the staff. The Administrator stated
Resident # 20 returned to the facility on

and reported he went to Chicago to visit his
family.

On at 11:40 AM Resident #20 stated
he had family that lived in Chicago. He stated he
visited his family a few months ago but was not
able to remember the date.

Class i

59A-36.008(5) FAC Medication - Records

{5) MEDICATION RECORDS.

{a) For residents who use a pill organizer
managed in subsection {2), the facility must keep
either the original labeled medication container;
ora ication listing with the iptit
number, the name and address of the issuing
pharmacy, the health care provider's name, the

A025
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Continued From page 3

resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with seif-administration of
or

medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known

the resident may have;
2. The name of the resident's health care
provider and the health care provider's telephone
aumber;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recerding each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication efrors.
{c} For medications that serve as chemical

. the facility must, pursuant to section
429.41, F.8., maintain a record of the prescribing
physician's annual evatuation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to immediately update resident medical
records each time the medications were offered
or administered for one out of the 23 sampled
residents (Residents #14).

Findings Included:

During an interview on at 6:50 AM,
Staff H informed that she administered resident's
medications at around  :30 AM before
breakfast.
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Areview of Resident #14's Medication
Observation Record {(MOR) showed no

initial/signature that indicated 20 mg,
D3 1000 units, . 10 mg,
500 mg, .. 4 mg,
. 1 mg, 22.3mg and

0.20% had been administered.

During an interview on at 7:05 AM,
Staff H stated that she did not initial the MOR's
and was going to initial it later.

Class i

A152| 59A-36.014(3) FAC Physical Plant - Safe Living Al52
$8=D | Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to

section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are rogintained in good

working order.

{b} Pursuant to section 429.27, F.S., residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the fumishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with a mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. o ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for
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Continued From page 5

storage of clothing or personal effects,

4. Atable or nightstand, bedside famp or fioor
{amp, and waste basket; and,

5. A comfortable chair, if requested.

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

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

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

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure alf existing architectural,
mechanical, electricat and structural systems,
and appurtenances are maintained in good
working order.

Findings included:

On at 7:15 AM, observed in
broken blinds located inside the window.

On at 7:20 AM, observed several
sofas with torn fabric located in a common area.
Observed several residents sitting on the torn
sofa’s.

During an interview on at 10:15 AM,
the administrator stated he would have the blinds
and sofas replaced.

Class Il

A152
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Continued From page 6

42023 & ) FS; 59A-36.016 FAC Risk
Mgmt & QA; Adverse Incident Repert

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 partis
required to maintain adverse incident reports. For
purposes of this section, the term, "adverse
incident” means:

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

1 :

2. or 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 to a unit providing more
acute care due fo 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

A185

A185
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Continued From page 7

business day after the occurrence of an adverse
incident, through the agency's online portal, or if
the portal is offline, by electronic mait, 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, through the agency's online portal, or if the
portal is offline, by electronic mail a full report to
the agency on all adverse incidents specified in
this section. The report must include the resuits
of the facllity's investigation into the adverse
incident.

8} , 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

A185
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through any investigation, has reasonable betief
that conduct by a staff member or employee of a
ticensed facility is grounds for disciptinary action
by the appropriate board, the agency shaii 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 agency may adopt rules necessary to
administer this section.

59A-36.016 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 59A-35.110, FAC.,
which requires onfine reporting.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to file an adverse incident report with the
agency for healthcare after 1 business day and
within 15 business days after the occurrence of
an elopement for one out of 23 residents
{Resident # 20).

Findings Included:

A185

Record review showed Resident # 23 eloped
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from the facility on around 9:30 PM.
Record review showed law enforcement was
notified on and a missing person case
was filed. Further record review showed resident
returned to the facility on

On at 10:45AM the Administrator
stated Resident # 20 left the facility without
informing the staff. The Administrator stated
Resident # 20 returned to the facility on

and reported he went to Chicago to
visit his family.

On at 11:40 AM Resident #20 stated
he had family that lived in Chicago. He stated he
visited his family a few months ago but was not
able to remember the date.

Review of the agency adverse incident portal
showed no 1 day or 15th day was filed by the
facitity.

On at 10:45 AM the Administrator
acknowledged no adverse incident reports were
filed.

Class Il

A185
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