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Initial Comments.

A second revisit for a Change of Ownership
survey and two compliant investigations
{complaints numbered 2020019654 &
#2020017280) and a second visit was conducted
on | at Courtyard Plaza. There
were deficiencies found at the time of the visit.

429.26( ) FS; 50A-36.006(4) FAC 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 facility and for

ining the continued appropri of
residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, 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 criteria or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of
appropriateness for admission and continued
residency of an individual in a facility:
{a) A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if aff requirements for providing
that service or treatment are met by the facility or
a third party.
{b) A facility may admit or retain a resident who
requires the use of assistive devices.
{c} A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
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and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.
{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (c), a
faciiity may not admit or retain a resident who is.
bedridden or who requires 24-hour nursing

upervision. For purposes of this the
term "bedridden” means that a resident is
confined to a bed because of the inability to:
a. Move, turn, or reposition without total physical
assistance;
b. Transfer to a chair or wheelchair without total
physical assistance; or
. Sit safely in a chair or wheelchair without
personal assistance or a physical
2. Aresident may continue to reside in a facnlny if,

during residency, he or she is bedridden for no
more than 7 consecutive days.
3. If a facility is licensed to provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days.
{2) 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 Families, the

must notify the appropriate contact

person in the apphcable department.
(3)A ici assistant, or
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practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

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 heaith 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 & 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
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 facility.
{c}A , il resident who no longer meets
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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
{iving for residents admitted to hospice; however,
staff may not exceed the scope of their
professional licensure 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 record review and interview, the facility
failed to ensure the appropriateness of continued
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residency for one out of forty-one sampled
residents (Resident #33) who had a history of
being verbally and physicaily to residents
and staff. Resident # 33 had three violent
incidents from to and the facifity
allowed the resident to remain at the facility.
Resident #33 threatened to the facility down,
threw a chair in the vicinity of other residents and
assaulted three staff members.

Findings Included:

Areview of Resident #33's heaith assessment
completed on showed a medical
history and diagnoses of right occipital
atherosclerotic .

. . and .,

of right . . According to the
assessment, Resident #33 needed supervision in
transferring and needed assistance with the
seif-administration of medications.

Incident#1

Areview of the facility's emails between the
Administrator and Resident #33's health care
provider dated stated, "please
discharge him from Courtyard Plaza because he
threatened to jump from the second floor and
threatened to down the facility.

A review of Resident #33's progress notes
showed on 1202, the resident was sent to
hospital for an evaluation due to behavioral
issues. The notes stated that the resident
threatened the Administrator, saying that he was
going to jump from the second floor. Four days
tater, on , Resident #33 returned to
the facifity. There was no documentation that
showed the resident was given a notice of
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discharge at this time nor documentation that
resident was reassessed by a physician or that
other interventions were implemented to prevent
future recceurrences.

Incident#2

A review of the facility's records dated
revealed Resident #33 threw a chair at the
Administrator in the dining room, which was
occupied by several residents who were eating
dinner. The Administrator calfled 919 and the
police arrived.

Areview of a police report dated on

revealed,” Upon arrival contact was made with
the Administrator (Reporter) who advised that
Resident #33 refused to take his medication,
became irate, then threw the chair. A contact was
made with Resident #33 who advised he was
upset over missing property. Resident #33 took
his ications in my p and ini or
{Reporter) agreed to replace the missing
property. The dispute was resolved.”

In an interview with the Administrator on

at 11:26am, he stated Resident #33
was agitated; he asked the resident what was
wrong, and then the resident threw the chair,
which  about 12 -24 inches in front of the
Administrator. He stated he called 911. The
administrator also stated the police officer told
him that the resident said his (cellular phone)
charger was missing and that was the reason he
was upset. He stated he gave the resident $20 for
the resident to buy a new celiphone charger, and
the resident calmed down.

Areview of Resident #33's record showed no
documentation of follow up with the resident
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regarding the chair-throwing event. There was no
documentation that the police were called as
stated in the facility's resident , neglect,

) policy and procedures.

Incident#3

A review of the facility report dated on

at 7:30am showed Resident #33 hit three staff
members with a broom stick. The Administrator
instructed Staff N (caregiver) to call Miami Dade
Police. The police arrived at approximately
7:35am on Friday, . . . Miami Dade
Police cuffed Resident #33 at approximately
8:20am. Residen#33 was taken to jail.

Areview of a police report dated at
7:28am, showed the police were called and
arrived at the facility due to an alleged aggravated
battery. The police office report revealed,” Upon
arrival, | made a contact with Victim #1(Staff C)
who explained she was in the hallway near the
{aundry room, getting ready to do laundry, when
the {Resident #33) came trying to enter
the faundry room. Victim #1(Staff C) told the
resident he was not allowed in the laundry area.
The {Resident #33) became upset and
engaged in an argument with Victim # 1. Victim
#1 ignored the resident the {Resident
#33), the became physical, he walked up
to her, stapped her with an open across the
. and then left the area. He then kicked
Victim #1 (Staff C) in the while she was on
the floor picking up clothes off the floor. Later, the
{Resident #33) returned to the scene
and kicked the staff. Resident #33 was
and charged with two counts (Felony and
misdemeanor) for aggravated battery."(Sic)

A review of the facility's video camera footage
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showed on between 7:21am- 7:28am
Resident #33 assaulted three staff members by
slapping, punching, kicking, and hitting the staff
with a broom and dust pans for approximately 7
mins (7:21AM- 7:28AM) white four other residents
were within 3 of the event,

Afurther review of the video footage also showed
one resident was in a wheelchair and was
observed covering his with both arms to
shield himself from the possible assault. A
second resident, using a walker to ambulate, was
observed trying to move away from the scene. A
third resident was observed trying to assist the
staff, then trying to walk away from the incident
during the Resident #33's third round of assauits
with the objects.

in an interview with Staff C (Home Health Aide)
on at 12:18pm, she stated she was in
the laundry area, when Resident #33 went into
the faundry room, she toid the resident that he
was not allowed in the laundry room. She stated
the resident became irate, aggressive, and
started cursing at her. She stated regarding
Resident," He picked up a broom from the
cleaning cart and me. He hit me with the
broom, kicked and punched me. He hit [Staff F]
{housekeeper). She stated, "After the incident, (
went to the hospital because { had a and
a " She stated," t have togo to

., every week”.

In an interview with Staff F on f2021at
12:12prm, she stated she saw Resident #33

. Staff C, and she tried to stop the
resident from hitting Staff C. She also stated,"
told him to stop hitting her. He hit me with the
broom and punched me."
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Ir an interview with Staff C and F on

at 2:12pm, both staff members stated they didn't
receive training at any time before or after the
incident on resident de-escalation or how to deal
with an aggressive resident.

In an interview with an eyewitness (Resident #42)
on at 12:40pm, she stated | don't
know why he acts like that. He's always
aggressive and cursing at the resident and staff. |
stay out of his way. | heard he threw a chair one
time".

In a further interview with an eyewitness
{Resident #42) on at 1:15pm, she
stated Resident #33 went to laundry area, he
started yelling, cursing out the staff, and acting
"out of control”. He picked up the broom and
started hitting staff. She stated,” He was acting
crazy until the police arrived, then calmed down.
The police him.

In an interview with Resident #12 (another
eyewitness) on at 2:27pm, he stated
he heard Resident #33 yell "My clothing is
missing” before assauiting the staff.

Further review of Resident #33's progress notes
dated on , Resident #33 was taken to
the county jail for altercation with staff.

In an interview with the Administrator on

at 2:49pm, he stated he had already
issued a 45-day notice to Resident #33 on

, before the assault on
due to the resident being verbally to other
residents and refusing to wear his mask in
common areas. He also stated as a preventive
measure he implemented a two-hour checklist to
ensure employses are observing the resident
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Continued From page 9

every two hours. He also stated he hired four new
employees to assist and provide supervision. He
also stated he hired two additional staff for the
activities department and two additional staff
were hired to the Nursing Department to help
supervise and assist the residents,

Class |

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- 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. If the resident does not have a
representative or designee or if the resident ' s
representative or designee cannot be located or
is unresponsive, the facility 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

AD10

A028)

AHCA Form 3
STATE FORM

20-0007

s

TWTA13

f continuation sheet 10 of 42




Agency for Health Care

PRINTED: 10/27/2021

FORM APPROVED

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

AL11911412

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

R
10/06/2021

NAME OF PROVIDER OR SUPPLIER

15520 NW 2 AVENUE
NORTH MIAMI BEACH, FL 33160

COURTYARD PLAZA

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

{025}

Continued From page 10

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
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 interview, the facility
failed to provide adequate supervision as
appropriate for each resident to ensure
awareness of the general health, safety, physicat
and emotional well-being of two out of 45
sampled residents (Residents #43 and #44).
Resident #43 eloped from the facility and had not
been located at the time of the survey. Resident
#44 eloped within two months of arrival at the
facility. The facility failed to implement measures
to avoid the repeat elopements of residents with a
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history of - The facility failed maintain a
written record for two out of 45 residents
{Resident #43, #44).

Findings include:

1) A review of a facility incident report dated

showed that at 5:30 PM on

. Staff P (Medication Technician)
notified the Director of Resident Services and the
Administrator that Resident #43 was missing. The
report stated that the facility initiated its
elopement protocol, and a was search was
conducted at an unspecified fime. The police
were then contacted by the Director of Resident
Services and a missing person report was
completed.

Areview of Resident #43's progress notes dated
showed, "At date shown Administrator

and [Director of Resident Services] notified by

facitity staff that resident is not in the facility "

In an interview with Staff P, Medication
Technician on at 11:57 AM, he stated,
"} asked the CNA staff for [Resident #43] in the
orning time around breakfast, but no one coutd
give me an answer. Sometimes he will show up
iate for breakfast and lunch, but he didn't show up
at all that day. In the afternoon, | asked the CNA
staff again, and no one knew where he was. He
didn't take his medication the whole day. I then
decided to look for him in his room, but he was
not there. At 5:30 PM, | called the Director of
Resident Services and the Administrator fo let
them know that [Resident #43] was missing.”

In an interview on al 1:32 PM, Staff U
{caregiver) stated she worked on
from 11 PM- 7 AM and last saw Resident #43 at 5
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AM on

A review of the facility's 2-hour monitoring log for
Resident #43 dated was shown to be
blank.

A review of the police report filed on

showed that the facility contacted the police at
8:13 PM about "a missing person.” The Director
of Resident Services informed the officers that at
approximately 5:18 PM, Resident #43 left the
facitity without notifying staff or signing the
facitity's sign-out sheet and has not taken his
medication since

A review of the facility's elopement policies and
procedures showed that “the preliminary inside
search efforts should iast no onger than
minutes. If the resident is not found, the facility
expands the search fo side streets and main
roads lasting no more than minutes. if the
resident is not found, law enforcement is to be
called. Family members or, in the absence of any
family, other responsible people will be notified by
the Administrator or designee after the
preliminary search and within one hour or less of
determining that the resident has eloped or is
missing.”

Areview of Resident #43's progress notes
showed no documentation that the resident's
case manager was contacted.

Areview of Resident #43's record showed he was
admitted on . The health assessment
completed on showed a medical
history and diagnoses of

of ... type, , . ,.anda
history of COVID-1¢ . The resident was
independent with ambulation, - -
eating, self-care, toileting, and transferring and
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manager on

During an interview on
Resident #43's case manager from the State
Hospital stated that she oversaw the resident's
care while he was a patient at the hospitai for the
past two years. Regarding Resident #43's
elopement, the case manager stated, "It doesn't
surprise me that he did something fike that”

Ir an interview on
asked if the facility reviewed the documentation
from Resident #43's discharge from the State
Hospital, the Director of Resident Services stated,
“No, because when he was here, he didn't show
that type of behavior.”

needed medication administration. The health
assessment documented that the resident was
not an elopement risk at the time of admission.

at 1:56 PM,

Areview of Resident #43's record showed his
discharge documentation from the State Hospital
where he resided before being admitted to the
facitity showed the resident was refusing
placement in an assisted living facility because he
has his mansion and there are " and
vampires" residing in the ALFs.'

at 10:43 AM, when

During an interview with Resident #43's case

at 12:16 PM, he stated,

"} was assigned to [Resident #43} for 30 days
after he was discharged from the State Hospital.
As of yet, the police have not been able to locate
him."

2) Areview of the report filed by the facility
regarding the incident showed that on

at 11:30 PM, Staff U, CNA, and Staff V, HHA,
discovered while conducting room checks
Resident #44 was missing from his room. Staff
conducted a room search and discovered three
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Continued From page 14

bedsheets tied together hanging outside his
second-floor window. The facility then initiated its
elopement protocol and notified the Director of
Resident Services and the Administrator that the
resident was missing. At 11:57 PM, the facility
received a call from Resident #44's mother
stating that the Resident had arrived at her home.
The resident's mother contacted the police, and
the resident was at 1:09 AM.

On at 1:32 PM, Staff U stated, "l
worked from 11 PM to 7 AM. The first time he
eloped, | was working on the side he was. | called
{the Director of Resident Services] and told her |
didn't see him. It was around 11 PM. | don't know
what time he left because we're supposed to
open the doors to see what the residents are
doing at night, { came to work at 11 PM. When {
checked his room and saw he wasn't there, |
called the supervisor right away. | saw there were
many sheets tightened together to make a rope.
They were on the window. It was on the 2nd fioor,
He tightened them together, made a rope, and
escaped through the window.”

A review of the facility's 2-hour monitoring ltog for
Resident #44 dated showed it was
iast completed at 9 PM.

Areview of Resident #44's progress notes
showed no documentation of the resident eloping
from the facility.

On at 12:48 PM, when asked why
there were no progress notes of Resident #44's
elopement, Staff B stated, "I don think he eloped
.

On at 12:59 PM, Staff B (caregiver)
retracted her statement and stated, "{Resident

{A025)
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Continued From page 15

#44] went straight to his mother's house, and she
called the police. She had a stay-away order
against him. | don't know how long he was
missing. He was missing for a few hours. From
the Jjail}, he went to the Behavioral hospital.”

Areview of Resident #44's record showed he was
admitted on . The health assessment
completed on showed a medical
history and diagnosis of .\ . The
resident was independent with ambulation,

. eating, self-care, toileting, and
transferring and needed assistance with
self-administration of medications. The health
assessment documented that the Resident was
not an elopement risk at the time of admission.

During an interview on at 11:53 AM,
when asked what preventive measures were put
in place after Resident #44's first elopement, the
Administrator stated, "The facility implemented
30-minute checks, and in-service training was
completed with all employees about the change
of status.”

Areview of Resident #44's records showed no

fon of 30-minute itoring after his
first elopement. Further review of Resident #44's
records showed no documentation of the resident
being reassessed after the elopement.

On at 1:01 PM, when asked whether
Resident #44 was assessed by a medical
provider after the first elopement, Staff B stated,
"No, [Resident #44]'s case manager was trying to
get him a doctor's | at a [non-profit
organization] because he didn't have any
insurance.”

On at 1:07 PM, Staff B stated that

{A025)
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Continued From page 16

after Resident #44 eloped, his room was switched
to an interior room in view of cameras.

A review of the adverse incident report filed by the
facitity showed on at 12:53 AM, Staff
V (home health aide) informed the Director of
Resident Services that Resident #44 was missing
from his rcom. The Director of Resident Services
then contacted the Administrator at 1 AM. The
facility then initiated their elopement protocol, but
the resident was not found, and the police were
notified. Resident #44 was found near his
mother's home and then transferred to the crisis
unit at the hospital.

In an interview with Staff V on at 3:47
PM, she stated, "When { went to check [Resident
#44]'s room, | saw the bedsheets tied together
and went to the window. When | came and saw
the bedsheets at the window, | called the
Administrator right away. | didn't find him; then |
called the manager.”

A review of Resident #44's progress notes dated
showed, "Resident went out from his
pedroom window in the middle of the night. At
7:40 AM on , Staff N
{caregiver)contacted me to let me know [Resident
#44] eloped. | calted his case manager to let her
know at 7:41 AM the same day. [Resident #44]'s
rnother told me that [Resident #44] was at her
house, and she did call the police. | told her | was
on my way. When we got there [Staff B, Staff P,
and Staff Q}, {Resident #44} wanted to hit me, so
we moved the car up the street more. | called his
mom, and she asked me to call the pofice for her
again so they could come faster. | did, and they
showed up and took him to fhospital] crisis unit."

On at 1:15 PM, when asked who
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Continued From page 17

wrote Resident #44's progress notes on his
elopement, Staff B, stated, " did. When | found
out he was at the mother's house, 1 called the
case manager and told her that the resident was
at his mother’s house and that he violated the
stiputations of their agreement and would not be
allowed to the facllity. Me and [Staff P] went
fo the mother's house. His mother called me to
call the police again because she needed them to
come faster. We only came folay ,  onhim,
not take him . The police came and picked
him up.” {Sic)

In an interview with the Administrator on

at 9:15 AM, he stated, "[Resident
#44] made several remarks about ”
telling him to leave. [Resident #44] attended
several meetings with his case manager. He
would return to the facility very agitated.”

Areview of Resident #44's progress notes
showed no documentation that the facility
contacted the Resident's case manager about the
resident’s thoughts of leaving or to seek guidance
on preventing further occurrences.

During an interview on at 10:45 AM,
Resident #44's case manager stated, "{Resident
#44] became my ward through the mental court.
He has been and hospitalized numerous
times, and because of that, the courts decided to
place him in an assisted outpatient treatment
program for people with mental iliness. He did
come into the program , . Right now, he
is still hospitalized at the behavioral hospital."
When asked whether the facility informed her that
Resident #44 had thoughts of leaving the facility,
she stated, "They didn't tell me about nothing like
that. He seemed to be okay after we adjusted his
medication.”
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Class |
A 028} 59A-36.007(4) FAC Resident Care - Activities of AD28

$8=D1{ Dally Living

{4} ACTIVITIES OF DAILY LIVING. Facilities
must offer supervision of or assistance with
activities of daily living as needed by each
resident. Residents should be encouraged to be
as independent as possible in performing
activities of daily living,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to turn and reposition one out of 45 sample
residents {Resident #45) leadingtoa .

Finding include:
A review of Source
{www. .com), pressure injuries are
iocalized areas of tissue necrosis that typically
develop when soft tissue is compressed between
a bony prominence and an external surface for a
{ong period of time. . pressure injuries are
i by superficial ing of the skin
that when pressed does not turn white
{non-blanchable =, ). if the cause of the
injury is not refieved, these will progress and form
proper

A review of the Resident #45 Health Assessment
dated , it showed that the resident had
a Medical History and Diagnosis of:

without , benzodiazepine
dependence, . . hearing [oss, tremor,
. , nephrolithiasis { B )
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, and unable to walk. The resident

was wheelchair bound, The resident required
prevention. As for activities for
daily tiving, the resident required assistance with
all her ADLs (ambulation, bathing, -
eating, self-care, toileting, and transferring). The
examining physician also indicated in the Health
Assessment that the resident did not have any
o 3 0rd,

A review of Resident #45 facility Admission Sheet
dated , the admission sheet indicated
that the resident skin did not have any .

, scars, rashes. The admission sheet also
indicated that the resident required a wheelchair
for ambutation and that it required

with transferring.

A review of Resident #45 Observation Log dated
, It showed that Staff L reported skin
redness in the area.

Areview of Resident #45 Resident Skin Sheet
dated on , Staff L documented that the
resident had redness in the area. There
was no documentation of any follow-up or
intervention.

Areview of Resident #45 Resident Skin Sheet
dated on , Staff L documented that the
resident had redness in the area. There
was no documentation of any follow-up or
intervention.

In an interview with Staff M on at
10:47 AM, Staff M stated that Resident #45
developed only skin redness around the
area. The skin was always intact.

in interview with Staff A on at 11:45

A028
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Continued From page 20

AM, Staff A stated that Resident #45 did not have
a o, . . .ora , in
the area. He also stated that there was no

redness on the resident heels.

In an interview with on al 8:22 AM,
Staff M stated that Resident #45 only had skin
redness. The skin was intact. She first found out
about the skin redness on . The last
time | saw the resident on , the resident
continues with skin redness and the skin was
intact. As for the care the resident received, the
C.N.A (Certified Nursing Assistant). helped the
resident with her activities of daily living each day.
As for repositioning the resident every 2 hours,
Staff M stated that she was not sure if it was
provided by the C.N.A.

Class Ili

59A-36.007(6) FAC; 429.28( )} FS 420.27
Resident Care - Rights & Facility Procedures

59A-36.007

{6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to rule
59A-36.008, F.AC.

{b} In accordance with section 428.28, F.S., the
facitity must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to allow
residents to recommend changes fo facility
policies and procedures. The facility must be able

A028
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Continued From page 21

to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c} The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to all
residents, The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; , Rights Florida,
1(800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facitity's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and

8. inistrative and h:
and requirements;

A control, sanitation, and universal
precautions; and,
8. The requirements for coordinating the delivery
of services to residents by third party providers.
{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirernent. If a resident is employed by the

{A030)
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facitity, the resident must be compensated in
compliance with state and federal wage laws,

{f} The faciity must provide residents with
convenient access to a telephone to facilitate the
resident's right to unrestricted and private
communication, pursuant to section 429.28(1)(d),
F.S. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
rmust be, at a minimun, a readily accessible
telephone on each floor of each building where
residents reside.

{9} In addition to the requirements of section
429.41(1){k), F.S., the use of physical

by a facility on a resident must be reviewed by the
resident's physician annually. Any device,
including half-bed rails, which the resident
chooses to use and can remove or avoid without
assistance, is not considered a physicat

429.28 Resident bill of rights.-

{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facitity shall have the right to:

{a) Live in a safe and decent living environment,
free from and neglect.

{b) Be treated with consideration and respect and
with due recognition of personat dignity,
individuality, and the need for privacy.

{c} Retain and use his or her own clothes and
other personal property in his or her immediate
living quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
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other residents.

{d) Unrestricted private communication, including
receiving and sending unopened

COIT , access to a p . and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations,

{e) Freedom to participate in and benefit from

the highest possible level of independence,
autonomy, and interaction within the community.
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in s. 429.27.

{g) Share a room with his or her spouse if both
are residents of the facifity.

{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.

{i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.

{j) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making |

for health care services, the provision of or
arrangement of transportation to health care

, and the performance of health
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care services in accordance with s. 429.255
which are consistent with established and

i within the ity.
{k} At least 45 days’ notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physiclan to require an fontoa
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmfut or offensive to other residents. In the
case of a resident who has been adjudicated
mentally .\ , the guardian shall be
given at least 45 days' notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
O Program for i with
relocation and must inciude the statewide toil-free
telephone number of the program. In order for a
facility to the resi of an individual
without notice as provided herein, the facility shail
show good cause in a court of competent
jurisdiction.
{) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without . interference, coercion,
discrimination, or reprisal. Each facility shall
establish a grlevance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.
{2) The administrator of a facility shall ensure that
a written notice of the rights, . . and
prohibitions set forth in this part is posted ina
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prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toli-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Hotline operated by the
Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
fong-term care ombudsman councit, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retafiatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access to a telephone to
call the State Long-Term Care Ombudsman
Program or local embudsman council, the Elder

Hotiine operated by the Department of
Children and Famities, and , Rights
Florida.

429.27 Property and personal affairs of
residents.-
{1){a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

. or . under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shail not confer on the
facitity or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shall
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resident.

hospital.

dated

Findings Included:

such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to honor the residents’
right to five in an environment free from

and neglect for one out of forty-one sampled
residents {Resident #45). Resident #45 was
physically assaulted by another resident,
sustained an injury to his left , 911 was
called and the resident was transferred to the

1} Areview of the facility's adverse incident report
showed, Resident #45 was
hospitalized after being assaulied by Resident #1.
The report revealed, {Resident #45) was in the
recreation room focated on the 1st Floor of the
facility and another resident (resident #1} pushed
himand he . on the floor. Resident #45

sustained an injury to his left . Staff
called 911 and the paramedics arrived
app! 10:23AM and the

area.

resident to the emergency room. Further review
of the facility's incident report showed the other
resident (Resident #1) was transferred to the
hospital behavioral unit at approximately 10:30am
on . Fifteen days later, the
Administrator later learned the residents were
having a dispute about a chair in the recreation

Areview of Resident #45's heaith assessment
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dated showed a medical history and
diagnosis of ,, .o \
rhabdomyolysis, D deficiency,

. | , and . The
resident needed assistance in bathing, -
self-care {grooming) and self-administration of
medications.

Areview of Resident #45's progress note dated
showed, 'resident went to the hospital
for observation, no concerns at the time." Review
of another progress note dated
showed, 'Resident had returned to the facility
from the hospital.! Review of resident #45 record
found no documentation as to why resident was
sent the hospital and no documentation a
resident-to-resident altercation had occurred.

In an interview with the Administrator on

at 2:45pm, he stated after the assault,
Resident #45 suffered a left injury and
was transferred to the hospital for observation.
He stated Resident #1 was sent to the hospital
and placedona, in-patient unit.

In an interview with Staff N (Medication
Technician} on 12021at 2:49pm, she stated
she was working on the day of the incident. She
stated both residents (Resident #45 and #1) were
walking through the door in the recreation area.
Resident #1 pushed Resident #45. Resident #45
{ost his balance, on the floor, and injured his

In & second interview with the Administrator on

at 11:1%am, he stated resident's #45
and #1 returned to the facility. He stated as a
preventive measure, he instructed staff to
supervise both residents and to ensure they keep
apart from each other. He stated he also hired
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two additional staff in the activities department to
help supervise and assist the residents when
doing activities.

Areview of Resident #1's health assessment
completed on showed a medical
history and diagnoses of
[ . > >
pemphigus, foliaceus second to

-sensitive staph . The resident
needed assistance with self-administration of
medication.

A review of Resident #1's record found no

foliow up or intervention to prevent
resident from assaulting other residents when the
resident returned from the hospital.
A review of Resident #1's hospital record dated
on showed,” 55 yr. old male with

. He stated he pushed a man.

Pahent requires place. Social worker was contact
however did not answer. Patient needs to be a
admitted into @ new ALF
Review of the facility record found no
documented intervention after Resident #1
assaulted Resident #45.
A review of Resident #1's hospital record dated
on showed the resident was
transferred to the hospital due to an altercation
with another resident. There were no concemns.
The patient's social worker was contacted
multiple times but could not be reached. A review
of emergency department physician's notes
showed that Resident #1 pushed Resident #45
because the other resident was not moving while
he was in front of him, this made him upset him,
so0 he pushed Resident #45, He also noted,
"Patient requires placement to a new nursing
nhome. The patient's social worker was contacted
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multiple times, unable to reached. Patient needs.
to be admitted for placement into a new nursing
home. "Review of the facility record found no
documented intervention after Resident #1
assaulted Resident #45. (sic)

A review of Resident #45's hospital discharge
summary dated showed the resident
was discharged from the hospital with AC |
(Acromioclavicular, ) and L
According to Mayo Clinic, "AC | separation or
separation, occurs when the
separates from the .. .. ltis commonly
caused bya  directly onthe . The
injury may stretch.”

Review of the facility's record dated on
showed the facility was previously cited for
resident rights regarding resident-to-resident

. Aresident was assauited by another
resident at the facility on . . acquiring
two black ,  and a broken after

.. Into the other resident's room

unsupervised by staff. The facility implemented a
plan of correction to prevent future
eccurrences. A review of the facility's plan of
corrections revealed,” To ensure a safe
environment for al residents, the facility has
introduced a program to thoroughly evaluate alt
residents’ behavior, We have increased support
groups to ensure the behavioral wellbeing for the
residents. The goal of the program is fo closely
monitor all residents’ behavior and document any
changes as seen by staff. Staff will notify medical
professional in the event of any unforeseen
changes in behavioral wellbeing. The facility will
also have a certified social worker visit the facility
frequently and work with the residents in all areas
to ensure they have proper care.

{A030)

AHCA Form 3
STATE FORM

20-0007

s

TWTA13

f continuation sheet 30 of 42




Agency for Health Care

PRINTED: 10/27/2021

FORM APPROVED

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

AL11911412

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

R
10/06/2021

NAME OF PROVIDER OR SUPPLIER

15520 NW 2 AVENUE
NORTH MIAMI BEACH, FL 33160

COURTYARD PLAZA

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

{4030}

A 032
88=E

Continued From page 30

Areview of the facility bill of rights revealed the
facility agreed to ensure all residents would live in
a safe and decent home free from and
neglect. The policies further stated the facility
would discharge any resident who physically
assaulted a resident. However, the facility allowed
Resident #1 to return to the facility.

Areview of the facility's record showed staff
completed a one hour in- service training from the
Administrator on titled "Recognizing
indicators/signs and changes with residents
for timely intervention and skin
observation/documentation forms.”

In an interview with Staff C (Home Heaith Aide)
and F {Certified Nursing Assistant) on

at 2:12pm, both staff members stated
they didn't receive training at any time before or
after the incident.

Class |

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

59A-36.007

{8) ELOPEMENT STANDARDS.

{a) i at Risk for it
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 health care provider or
a mental health care provider within 30 calendar
days of being admitted to a faility. 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

{A030)
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resident placed in a facility on a temporary
emergency basis by the Department of Children
and Farmilies 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
policies 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
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. Animmediate search of the facility and
premises,
2. The identification of staff responsible for

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

A032
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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 Drills. The facility
must conduct and document resident elopement
drills pursuant to sections 429.41(1)(a)3. and
429.41(1)(1), E.S.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview, the facility
failed to follow its policies and procedures
regarding elopement when two out of 45 sampled
residents eloped from the facility (Resident #43,
#44). Resident #2 had a history of elopement,
and no interventions were implemented to
prevent further elopements,

Findings include:

A review of the police report filed on

showed that the facility contacted the police at
8:13 PM about "a missing person.” The Director
of Resident Services informed officers that at
approximately 5:18 PM, Resident #43 left the
facifity without notifying staff or signing the
sign-out sheet and has not taken his medication
since

Areview of Resident #43's record showed he was
admitted on . The health assessment
completed on showed a medical
history and diagnoses of

of type, . s anda
history of COVID-18 . The resident was
independent with ambulation, - o
eating, self-care, toileting, and transferring and
needed medication administration. The health
assessment documented that the resident was
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not an elopement risk at the time of admission.

A review of the facility's elopement policies and
procedures showed that "the preliminary inside
search efforts should fast no fonger than
minutes. If the resident is not found, the facility
expands the search to side streets and main
roads lasting no more than minutes. ¥ the
resident is not found, law enforcement is to be
called, Family members or, in the absence of any
family, other responsible people will be notified by
the Administrator or designee after the
preliminary search and within one hour or less of
determining that the resident has eloped oris
missing.”

Areview of Resident #43's progress notes
showed no dacumentation that the resident’s
case manager was contacted.

Areview of the facility's efopement policy showed
that "Prior to resident's admission to the facility an
ALF representative conducts a pre-admission
evaluation in order to determine whether the
resident is appropriate for admission. This
evaiuation includes the resident's status
regarding risk of elopement.”

Areview of Resident #43's record showed no
ion of a p i fuati
completed on the resident.

During an interview on at 10:15 AM,
when asked if the facility conducts a
pre-admission evaluation of the residents before
admission, the Director of Resident Services
stated, “No, not anymore. We used to do thata
fong time ago."

Class Il
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59A-36.008(4) FAC Medication ~ Administration

{4) MEDICATION ADMINISTRATION.
{a} For facilities that provide medication
administration, a staff member licensed to
administer medications must be avaitable to

ini ications in with a
health care provider's order or prescription label.
{b) Unusual reactions to the medication or a
significant change in the resident's health or
behavior that may be caused by the medication
must be documented in the resident’s record and
reported immediately to the resident's health care
provider. The contact with the health care
provider must also be documented in the
resident’s record.
{c} icati i ion includes
any examination or other procedure necessary
for the proper administration of medication that
the resident cannot conduct personally and that
can be performed by licensed staff,
{d) A facility that performs clinical laboratory tests
for residents, including . testing,
must be in compliance with the federal Clinical
Laboratory improvement Amendments of 1988
{CLIA} and chapter 483, part §, F.S. A valid copy
of the State Clinical Laboratory License, if
required, and the federal CLIA Certificate must be
rnaintained in the facility. A state license or
federal CLIA certificate is not required if residents
perform the test themselves or if a third party
assists residents in performing the test. The
facility is not required to maintain a State Clinical
Laboratory License or a federal CLIA Certificate if
facitity staff assist residents in performing clinical
{aboratory testing with the residents’ equipment.
Information about the State Clinical Laboratory
License and federal CLIA Certificate is available
from the Laboratory Unit, Agency for Health Care
Administration, 2727 Mahan Drive, Mail Stop 32,
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Tallahassee, FL 32308 telephone
{850)412-4500.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a staff member license to
administer medications for one out of 45 sample
residents (Resident #45).

Finding include:

Areview of the Resident #45 Health Assessment
dated showed that the resident had a
Medical History and Diagnosis of-
without | , benzodiazepine
dependence, . . hearing loss, tremor,
, nephrolithiasis { . )
, and unable to waik. The resident
was wheelchair bound. The resident required
prevention. As for activities for
daily fiving, the resident required assistance with
all her ADLs {ambulation, bathing,
eating, self-care, toileting, and !ransfernng) As
for medications, the resident required medication
administration.

Areview of Resident #45 Medication Observation
Record (MOR) from to
showed that the resident was prescribed, and the
Medication Technician administer the following
medications:
P 20 mg take one capsule by
daily

Moisturizing Lotion apply twice a day
3. . . 78 mg take one tablet by
daily
4. . 0.25 mg take one tablet by
twice a day
5. 20 mg take one tablet

AD053
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by at bedtime
8. 100 mg take one tablet by
twice a day
7. 500-unit apply a thin
fayer to the area three times a day.
N 500 mg take two tablets by
daily as needed for ,
In an interview with Staff Aon at
10:30 AM, Staff A stated that "there are no
License Practical Nurses (LPN) or Registered
Nurses (RN} on staff*.
In an interview with Staff M on at
10:47 AM, Staff M stated that there were no
License Practical Nurse or a Registered Nurse on
staff. Resident #45 medications were
ini by the icati ician. The
is a non-li staff
member.
Class Il
A 152 59A-36.014(3) FAC Physical Plant - Safe Living A152

$8=D1 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 maintained in good
working order.

{b} Pursuant tc section 429.27, F.8,, residents
rmust be given the option of using their own
belongings as space permits. When the facility
supplies the furnishings, each resident bedroom
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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

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

iamp, 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}) Facilities must make availabte linens and

personal laundry services for residents who

require such services. Linens provided by a

facifity 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 that all existing architecturat,
mechanical, electrical, and structural systems
and appurtenances maintained in good working
order.

Finding include:
Observation on at 8:45 AM during a

facility tour showed missing ceiling tiles in the
second haliway of the second floor.

Observation on at 8:55 AM showed
dark spots surrounding damaged drywall on the
AHCA Form 3020-0001
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Continued From page 38

ceiling of #

On at 9:35 PM, the Director of
Resident Services stated she would have
maintenance look into everything discussed.

Class Ili

58A-36.015(1) FAC Records - Facility

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 ted | 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 | ;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 a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but

A152
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intending to return pursuant to rufe 58A-36.018,
F.A.C. If the resident dies while in the care of the
facility, the log must indicate the date of

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

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in rule 59A-36.013, FA.C.

{f) For faciiities that have a surety bond, a copy of
the surety bond currently in effect as required by
rule 59A-36.013, FA.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in rule 59A-36.006, F.A.C.

{h) If the facility advertises that ;t provldes speciat
care for persons with or
related , acopy of alt such facility
advertissments as required by section 429.177,
F.8.

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in rule
59A-36.007, FA.C.

{§) All food service records required in rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facifities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate.

{k} All fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant
to section 429.41, F.S., and rule chapter 69A-40,

A180
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F.A.C., issued within the last 2 years.
{1} All sanitation inspection reports issued by the
county health depariment pursuant to section
381.031, F.8., and chapter 64E-12, F.AC.,
issued within the last 2 years.
{m) Pursuant to section 429.35, F.S., all

survey, i ion and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.
{n) The facility's resident etopement response
policies and procedures.
{0} The facility's documented resident elopement
response drills.
{p) For facilities licensed as fimited mental health,
extended congregate care, or limited nursing
services, records required as stated in rules
59A-36.020, 59A-36.021 and 59A-36.022, FA.C.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an up-to-date admission and
discharge log for one of 45 sampled residents
{Resident #45)

Finding include:

A review of the facility Admission and Discharge
Log on , it showed that Resident #45
was admitted to the facility on .The
Admission and Discharge log did not document
when the resident was discharged from the
facitity.

in an Interview with Staff A on at 9:00
AM, Staff A stated that the resident was
discharged from the facility on
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