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Initial Comments.

Complaint Investigation #2021015100 was
conducted on - Madison at Ocoee had
deficiencies identified at the time of visit.

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

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

" , 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 occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facility 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 o treat the
condition. If the resident does not have a
representative or designes or if the resident's
representative or designee cannot be tocated 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 Resident Care Standards.

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} Monttoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, F.AC.
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{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
rmanager 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 facility report review, hospital records,
record review, observations and interview, the
facility staff failed to use appropriate interventions
to meet the needs of 1 of 3 sampled residents
{#2) who resided in the secured memory care unit
when she became aggressive, resulting in the
resident sustaining an oblique to the right

Findings:

Facifity's documentation noted the folfowing for
resident #2. On at 4:03 PM, "Resident
was in memory care and became agitated.
Caregiver tried to redirect her. As she was

holding resident , resident pulied onit
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and caregiver heard a crack. Resident was in

. onright arm. [Rlesident sent o ER for
evaluation. Staff member terminated because
when a resident is refusing to do something, you
can not [sic] grab their and guide them away
form [sic] area. Especially in resident,
they often resist and pull . Staff member was
terminated and staff was educated on challenging
behaviors in a resident.” The resident
had | on right arm and was sent to emergency
room (ER) via emergency medical services

{ ) for evatuation at 4:30 PM on .
She was diagnosed with right .
was there overnight and returned fe the facility,

Resident #2's hospital history and physical, dated
. noted the resident was brought to the

hospital via ambutance after she had a
while in the memory care unit. The circumstances
surrounding the were uncertain as the
resident was and unable to provide
history. The resident sustained a closed
displaced oblique of shaft of the right

. The was partially reduced in
the ER. Aright arm was placed and an
orthopedic consultation was consulted for further
recommendations.

Resident #2's
read, "Oblique

of the right

other . No
Oblique

, findings from
one third diaphysis
, improved positioning. No
. Impression: 1.
one third diaphysis right
changes right

Review of the facility's investigation revealed a
statement from staff D, dated , which
read, "l asked her [the resident] to have a seat
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the chair and she try to pull her out of
minfe], and | heard something crack and she was
screaming out and hold her [sic]. | went and
got the nurse." The staff documented the resident
was misbehaving.

A statement from staff E, who witnessed the
incident, read, "[Name of resident] ...was
becoming aggressive with everyone. [Staff D's
name] was trying to calm her down while doing so
[resident name] hit her [staff D's} . [Staff D's
name] tried to get her [resident's name] to sit
down and calm down. While doing sc fresident's
name] was stili resisting and fighting and then we
heard a crack from her arm. That's how we
noticed something was wrong and she was in

.. - We then notified the nurse "

Observations on at 10 AM found
resident #2 sitting in a chair in the secured
memory care unit. She had a hard on her
right arm. Resident #2 was pleasantly

and was not able to answer questions asked at
the time.

Atelephone interview was conducted on

at 10:30 AM with staff D who said on

that some of the residents in the
memory care unit were sitting in the common are
watching TV, Resident #2 was walking around the
memory care unit, bothering the other residents.
She said she told her to stop and to go sit with
one of the other residents. She said the resident
sort of pushed her in her and became
agitated and began to try to fight with her. She
said when the resident attempted to fight her, she
{staff D) held the resident's to prevent her
from hitting her. During this time, resident #2 was
twisting her arm trying to get away from her (staff
D} and heard a snap. She said she immediately
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called the nurse who looked at the resident’s arm.
She said she did not intentionally twist her arm,
She said she was very surprised that it happened
that way.

Atelephone interview was attempted with staff E
who witnessed the incident, and calls were not
returned.

Resident #2's health assessment form 1823,
dated , reflected diagnhoses including
and .

The facility's electronic notes did not include the
incident of . The facility's nurses
documented the following:

/2021at 7:58 PM - "Resident was observed
by writer at approximately 4 PM crying out loud
and saying her right arm was in | . When writer
assessed her arm, it was noted to writer the
resident arm was uneven to left arm and her right

was blush. Resident continually crying
foudly her arm was hurting. Writer spoke with 911
{ ) and called to have resident transported to
ER for assessment and treatment of possible

broken arm. 911 ( ) came and
assessed resident and transported her to the
hospital. Weliness director aware of resident
being sent to hospital for care."
at 6:53 PM, "Resident returned from
hospital in wheelchair via medical transporter and
family. Has right arm in sfing due to broken

at 9:41 PM - "Resident is monitored
by staff, was found taking off bandage and
sling from right arm. Nurse and staff reinforced
sling and bandage."
at 6 PM - "Resident keeps
bandage from | and staff continue to
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was sent to ER again.”

at 4 PM - "Notified by daughter that
resident was admitted for the weekend and
hospital was able to apply a hard on right
arm. Daughter is hoping that she will return on
Monday."

at 10:40 PM - "Resident returned from
hospital in wheelchair via medical transportation
and famity. Resident has a scratch in the middie
of her forehead, Resident's daughter stated that
the scratch was already there, and that resident
picked at it.”

On at 4 PM, the health and wellness
director said he was present the day of the
incident. He said he and another nurse went to
the memory care unit when the staff informed him
of what had occurred to assess the resident. He
said resident #2 was sitling in a wheelchair. He
said when he arrived and looked at her arm, he
knew something was wrong with it. The other
nurse tried to keep it folded and not let it hang
because that is when the resident would yell. He
kept it braced to prevent her from moving it.
was cafled, the resident was transported to the
hospital, and family was called. He said the
hospital placed the resident's ina
haif-shel brace wrapped with an wrap. The
resident continued to remove it. She was sent

to the hospital because the family wanted
her to have a hard . When the resident
returned, she had the hard on her right arm.

On at 4:15 PM, the administrator said
he did not feel staff D meant to intentionally harm
resident #2. He said the way she handied the
resident was wrong. He confirmed the staff
should not have been physical with the resident.
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59A-36.008(5) FAC Medication ~ Records

{6} MEDICATION RECORDS.
(a} For residents who use a pill organizer
managed in subsection (2}, the facility must keep
either the original labeled medication container;
or a medication listing with the prescription
number, the name and address of the issuing
pharmacy, the health care provider's name, the
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 self-administration of

cations or medicati istration. A
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
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals o take

ication as pi , o1 ication errors.
{c} For medications that serve as chemical

, the facility must, pursuant to Section

429.41, F.S., 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 record reviews and interviews, the
facitity fatled to ensure the Medication
Observation Record {(MOR) for 1 of 3 sampled
residents was properly updated (#3).
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Findings:

Resident #3's 1823 health assessment form,

dated . indicated her diagnoses included
type 2,

s , and she required assistance

with self-administration of medications.

MOR
through

Review of the resident's
revealed documentation on

and 10/252021 through
that the resident was physically unable fo take the
medications.

On at 1:05 PM, the health and weliness
coordinator said the MOR was coded incorrectly
that the resident was "physically unable to take"
medication. The documentation actually meant
the medication was unavailable, the resident
seif-medicated that dose or the resident refused
the medication. The health and weliness
coordinator was unable to determine which of the
accurate reasons was for which date.

Alf of the resident's medication were circled on
for the reason that she was out of the
facitity.

On at 2:15 p.m., staff F confirmed the
resident was out of the facility and said when the
resident retumed, staff F gave the medications
but was unable to document it on the MOR
because she had already chosen "out of the
facility". She said she did not document that she
gave the medications elsewhere in the resdient's
record.
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59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
{a} Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms.
of communicable - The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does net include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
exarmination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a i . such individual
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of itting a

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre ion, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
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Continued From page 9

qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
heaith care provider in accordance with this rule
chapter.

{c) All staff must comply with the training
requirements of rule 59A-36.011, FAC.

{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency ot contractor will provide to residents.

{e) For facifities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff

the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

by

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and
interviews, the facility failed to ensure 2 of 4
sampled staff submitted a written statement from
a health care provider documenting freedom from
communicable within 30 days after
beginning employment (D & E}, and failed to
ensure the personnet record for 1 of 4 sampled
staff contained documented evidence of a
negative { Yexam on an annual
basis (E).

Findings:
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1. Staff D's personnel record revealed a hire date
of . The record did not contain a written
statement from a health care provider
ing freedom from i
2. Staff E's personnel record revealed a hire date
of . There was no documentation to
confirm she was free from . annually.
On at 3 PM, the business office
manager confirmed the findings and said she was
unable to provide additional information.
Class Ili
A081| 429.52(1 & 7) FS; 58A-36.011( ) FAC Training A08t

$8=D/| . staff In-Service

429.52(1)

{1) Each new assisted living facility employee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facifity residents. Upon comptetion, the
employee and the administrator of the facllity
must sign a statement that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee's personnel record.

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
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Continued From page 11

completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011
{2) STAFF PRESERVICE ORIENTATION.
{a) Facilities must provide a pressrvice
orientation of at least 2 hours to ail new assisted
iving facility employees who have not previously
completed core training as detailed in subsection
().
{b} New staff must complete the preservice
orientation prior to interacting with residents.
{c} Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.
{d} In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:
1. Resident’s rights; and,
2. The facility's license type and services offered
by the facility.
(3) STAFF IN-SERVICE TRAINING. Facifity
administrators or managers shall provide or
arrange for the following in-service training to
facitity staff:
(a} Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its
control policies and procedures when
offering this training. Documentation of
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compliance with the staff training requirements of

29 CFR 1910.1030, relfating to borne

. .. ., may be used to meet this

requirement.

{b}) Staff who provide direct care to residents

must receive & minimum of 1 hour in-service

training within 30 days of employment that covers

the following subjects:

1. Reporting adverse incidents.

2. Facility emergency procedures including

chain-of-command and staff roles relating to

emergency evacuation.

{c} Staff who provide direct care fo residents, who

have not taken the core training program, shalt

receive a minimum of 1 hour in-service training

within 30 days of employment that covers the

following subjects:

1. Resident rights in an assisted living facility.

2. Recognizing and reporting resident N

negtect, and | . The facifity must use its
prevention policies and procedures when

offering this training.

{d) Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with rule 53A-8.0095,

F.A.C., must receive 3 hours of in-service training

within 30 days of employment that covers the

foliowing subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

fiving.

{e) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minimum of 1-hour-in-service training

within 30 days of employment in safe food

handfing practices.

{fy All facility staff shall receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty
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{30) days of employment.

1. All facility staff shall be provided with a copy of
the facifity's resident elopement response policies
and procedures.

2. All facifity staff shalt demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and interview,
the facitity failed to ensure that 1 of 4 sampled
staff received the required in-service training as
described in 59A-36.011(. ) FAC (D).

Findings:

Review of staff D's personnel record revealed a

hire date of - The record contained the

following information:

An online certificate of training, dated .

on resident . neglect, .

An online certificate, dated , on resident

elopement.

Two online certificates, both dated ,on
control and emergency preparedness.

All the certificates indicated the agenda included
the facifity's policies and procedures. However,
none of them were signed by a facility
representative to indicate the facility specific
training was in fact given.

On at 2:30 p.m., the business office
manager confirmed the findings and said all of
the trainings were taken only online and that staff
D did not receive training on the facility's policies
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and procedures.

Class Il

58A-36.011(11) FAC Training -

an

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding .
{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the faciiity's policy and procedures
regarding within 30 days after
employment.

{c} Training shall consist of the information
included in rule 59A-36.009, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and interview,
the facility failed to ensure 1 of 4 direct care staff
received at least one hour of raining in the
facility's policy and procedures regarding

) that included
information in Rule 59A-36.009, F.A.C. (D).

Findings:

Staff D's personnel record revealed a hire date of
. The record contained an online
certificate, dated ,on -The
certificate indicated the agenda included the
facitity's policies and procedures. However, it was
not signed by a facility representative to indicate
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the facility specific training was in fact given.

On at 2:30 p.m., the business office
manager confirmed the findings and said the
training was taken only online and that staff D did
not receive training on the facility'’s policies and
procedures.

Class i

59A-36.011(12) FAC Training - Documentation &
Menitoring

{12) TRAINING DOCUMENTATION AND
MONITORING.
(a} Except as otherwise noted, certificates, or
copies of certificates, of any training required by
this rule must be documented in the facility's
personnel files. The documentation must include
the following:
1. The title of the training program,
2. The subject matter of the training program,
3. The training program agenda,
4. The number of hours of the training program,
5. The trainee’s name, dates of participation, and
iocation of the training program,
6. The training provider's name, dated signature
and credentials, and professionat license number,
if applicable.
{b} Upon successful completion of training
pursuant to this rule, the training provider must
issue a certificate to the trainee as specified in
this rule.
{c} The facility must provide the Department of
Elder Affairs and the Agency for Health Care

ini ion with training d ion and
training certificates for review, as requested. The
department and agency reserve the right to
attend and monitor aff facility in-service training,
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which is intended to meet regulatory
requirements.

This Statute or Rule is not met as evidenced by:
Based on personnel record review, facility's
in-service sign-in sheet and interview, the facility
did not have adequate documentation to confirm
that facility staff was trained on challenging
behaviors as noted in their corrective action plan
for an incident.

Findings:

Facility's documentation noted the foflowing for
resident #2: On at4:03 PM, "Resident
was in memory care and became agitated.
Caregiver tried to redirect her. As she was
holding resident , resident pulted onit
and caregiver heard a crack. Resident was in

. on right arm. [Resident sent fo ER for
evaluation. Staff member terminated because
when a resident is refusing to do something, you
can not [sic] grab their and guide them away
form [sic] area. Especially in resident,
they often resist and pull . Staff member was
terminated and staff was educated on challenging
behaviors in a resident.”

The hospital history and physical, dated
, noted resident #2 sustained an acute
closed displaced of the shaft of the right

The in-service staff education sign-in sheet was
dated . The subject was challenging
behaviors. The training sign-in sheet staff D's
printed and signed name as an attendee but staff
D was suspended on

During a telephone interview with staff D on
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at 10:30 AM, she said she was asked
to leave the facility on when the
incident occurred, and has not been to the
facility because she was terminated. She said
she did not print or sign her name on a training on

On at 11:30 AM, caregiver staff A,
who worked in the memory care unit, was asked
if she attended a training on because
her printed name and signature was listed. She
said she did not recall. She was shown the sign-in
sheet for the training. She then stated she did
attend that day if her signature was there, Review
of the staff schedule revealed staff A was off on

On at approximately 11:45 AM, staff B, a
caregiver who worked in the memory care unit,
was shown the sign-in sheet. She said that was
her signature and she had attended the training.

The health and weliness director said on
at 12:15 PM, staff D did not return to

work after . He was asked if staff D
attended the training on - He reviewed
the sign-in sheet and sald it was a mistake. He
said he must have used the wrong sign-in sheet.
The health and weliness director returned and
orovided an agenda titled "Nursing Staff Meeling

". He said the sign-in sheet attached to
the Challenging Behavior agenda was for the

nursing staff meeting. He said he
recalled that the fop of the sign in-sheet was left
and blank and only had the signatures and
names of the staff that attended, and he thought it
was for the Challenging Behavior Training, and
he used that sign-in sheet by mistake and filled in
the top of sheet in error. He said he could not find
the sign-in sheet to confirm which staff attended
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the Challenging Behavior Training, as noted in the
facility's corrective action plan following the
incident involving resident #2.
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