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Initial Comments.

An unannounced complaint survey for
#2022004894, 2022002731, 2022005111,
2022000148, 2022004730 was completed on

through at American House
Coconut Point, an assisted living facility in Bonita
Springs, Florida.

Complaint 2022004894 was unsubstantiated.
Complaint 2022002731 was unsubstantiated.
Complaint 2022005111 was substantiated at
AQDO8, ADD25 and AB032.

Complaint 2022000148 was substantiated at
AD025 and AD165.

Complaint 2022004730 was unsubstantiated.

The following Is a description of the deficiencies.

429.26( ) FS; 59A-36.006(2) FAC Admissions -
Health Assessment

429.26

{B) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
the facility, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner's form oron a
form adopted by agency rule. The medicat
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shall use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
to or continued residency in the facility. The
medical examination form may only be used o
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A008 | Continued From page 1

patient at the time of examination and must
include the patient's medical history. Such form
does not guarantee admission to, continued
residency in, or the delivery of services at the
facitity and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident's admission to or
continued residency in the facility. The medical
examination form, reflecting the resident's
condition on the date the examination is
performed, becomes a permanent part of the
facitity's record of the resident and must be made
available to the agency during inspection or upon
request. An that has been

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfills the requirements for a medical
examination under this subsection and s.
429.07(3)(b)6.

{6) Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical personnel within
30 days before placement in the facility. The
ination must include an of the

appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the

ivi has been by a psychiatrist,
¢clinical psychologist, clinical social worker, or
. nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must

A008
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be in the facility within 30 days after the mental
health resident has been admitted to the facility.

An upon dis froma
state mental hospital meets the requirements of
this ion related to i for

placement as a mental health resident provided
that it was completed within 90 days prior to
admission to the facility. The Department of
Children and Families shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
her responsibifities under subsection (1). Further,
Department of Children and Families personnet
shall explain to the facility operator any special
needs of the resident and advise the operator
whom to call should problems arise. The
Department of Children and Families shalf advise
and assist the facility administrator when the
special needs of residents who are recipients of
. require such

assistance.

59A-36.006

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-to- medical examination completed by a

health care practitioner as specified in either

paragraph (a) or (b} of this subsection.

{a) A medical examination completed within 80

days before or within 30 days after the individual's

admission to a facility pursuant to Section

429.26(5), F.S. The examination must address

the following:

1. The physical and mental status of the resident,

including the identification of any health-related

problems and functional fimitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of daily living,

A008
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3. Any nursing or ., services required by the
individual,

4. Any special diet required by the individual,
5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication,
6. Whether the individual has signs or symptoms
of s

PN . or any other
communicable , which are likely to be
transmitted to other residents or staff,
7. A statement on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be met in
an assisted living facility; and,
8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
practitioner.
{b) When a health care practitioner conducts a
medical examination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for

Assisted Living Facilities, | , which is.
incorporated by reference and available onlfine at:
hitp/iwww.firules.ol asp?No

=Ref-13531. Faxed or electronic copies of the
completed form are acceptable. if AHCA Form
1823 is used, the form must be completed as
instructed.

1. If the health care practitioner’s form does not
include all the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed
fully, then the omitted items may be obtained by
the administrator or designee either orally or in
writing from the health care practitioner. The
missing or omitted information must be obtained
and documented in the resident’s record within 30
days after the resident's admission fo the facility.
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2. Omitted or missing information received orally
must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided.
{c} Medical examinations of residents placed by
the department, by the Department of Chiidren
and Famifies, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
{d) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.26, F.8. and this rule.
{e) Any orders issued by the health care
practitioner conducting the medical examination
for medications, nursing services, treatments,

. ., or therapeutic diets, may be attached to
the health A health care iti
may attach a DH Form 1896, Florida

Form, for residents who do not

wish . . to be
administered in the case of or

{f) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.10561, F.S., is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facitity's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be

A008
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conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview, the facility
failed to ensure a health assessment was
completed for one (Resident #3) of three
residents reviewed.

The findings included:

Areview of Resident #3's health assessment
dated showed page 2 was missing.
Further review throughout the resident's record
showed there was no page 2 of the health
assessment.

On at 12:30 p.m., the executive director
said she was not aware Resident #3 did not have
a complete health assessment on file.

Class Ili
A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
- 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
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designes 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 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) Monitoring of the guantity 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 generat 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 ilinesses
that resulted in medical attention, changes in the

A025
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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 interviews, the
facitity fatled to document a change in condition
for one (Resident #1) of four resident records
reviewed. The facility also failed to notify the
responsible party when there was a change in
condition for one {Resident #4) of three residents
reviewed.

The findings included:

1. Areview of Resident #1's record showed a
health assessment dated which stated the
resident is is not an elopement risk. A review of
the facility adverse incident report dated .
showed Resident #1 efoped from the facility and
was found approximately mile from the facility
in a furniture store.  The resident was not able to
tell the staff at the store where she lives. She told
them she was lost. Further review of Resident
#1's record showed there was no updated health
assessment showing she had a change in her
condition that she was an elopement risk.

On at 12:30 p.m,, the Executive Director
said she agreed Resident #1 requires a new
health assessment due to her change in
condition.

2. Areview of Resident #4's record showed she

had a hospital visit on . Shehada
diagnosis of a of the
An interview on at 12015 p.m., Resident

A025

#4's responsible party said she was not notified

AHCA Form 3020-0001
STATE FORM

o 899011

If continuation sheet 8 of 16



PRINTED: 06/02/2022

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11969059 R ———— 04/12/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8460 MURANO DEL LAGO DR
AMERICAN HOUSE COCONUT POINT
BONITA SPRINGS, FL 34135
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX. (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A025| Continued From page 8 AD25

by the facility of the injury her mother received on
. She came to the facility to visit her
mother on and found the hospital on
the resident's . She asked a facility staff
what had happened and was told her mother had
a ., her arm, and went to the hospital.

Further review of Resident #4's record showed
there was no documentation of her responsible
party being nolified of this injury.

On at 11:45 a.m., the charge nurse said
the staff member who witnesses the . or the
nurse creates the incident report. The witness or
nurse goes on the computer system and creates
the electronic incident report. A component of the
incident report is @ space to record who was
notified of the incident.

On at 1:15 p.m., the Executive Direstor
said there was no incident report or adverse
incident documentation for the incident involving
Resident #4 dated

Oon at 2:20 p.m., the charge nurse said
she also looked for the incident reports and
adverse incident documentation for the arm

of Resident #4, but was not able to find
anything.

Class Il

A 032 59A-36.007(7) FAC Resident Care - Elopement A032
Standards

59A-36.007
(7) ELOPEMENT STANDARDS.
{a) Residents Assessed at Risk for Elopement.
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All residents assessed at risk for elopement or
with any history of elopement must be identified
s0 staff can be slerted 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 faclity. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
(a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Famifies pursuant to Section 415.105 or
415.1051, F.8,, 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 inciudes their name and the facility's name,
address, and telephone number. Staff trained
oursuant to paragraph 59A-36,011(10)(a) or (c),
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all imes.
2. The facitity must have a photo identification of
at risk residents on file that is accessible to ali
facitity staff and law enforcement as necessary.
The facility's filte must contain the resident's photo
identification upon admission or upon being
atrisk for to
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
rninimum, the policies and procedures must

A032
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Continued From page 10

provide for:

1. An immediate search of the facility and
prerises,

2. The identification of staff responsible for

H ing each part of the

response policies and procedures, including
specific duties and responsibilities,

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,

4. The continued care of all residents within the
facility in the event of an elopement.

{c} Facility Resident Elopement Drifls. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k), F.S.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interviews, the facility failed fo provide
identification on each of three persons who are
assessed as elopement risks (Residents (#1, #2,
#3) of three residents reviewed.

The findings included:

Areview of Resident #1, #2 and #3's health
assessments dated B and
respectively, showed they are at risk for
elopement.

Observation of Resident #1 on at 9:45
a.m. showed she does not have any type of
identification on her person. Observation of
Resident #2 and #3 at 10:30 a.m. on

showed they don't not have any type of
identification on them. An interview was

A032

conducted with Resident #3 at this time. He said
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Continued From page 11

he does not have any identification on him.

On at 10:30 a.m., Med Tech Staff A said
the residents take off their identification. The
staff have not replaced identification for the
residents.

On at 10:45 a.m., Med Tech Staff B said
some residents wear identification on them and
some don't. Staff B said Resident #1 carries her
purse everywhere she goes but does not know if
Resident #1 has identification in her purse.

A review of the facility elopement policy finds
there is no requirement for the facility to supply
identification for residents who are assess as an
elopement risk.

On at 12:30 p.m., the Executive Director
confirmed each resident that is assessed as an
elopement risk needs to have identification on
them and Resident #1, #2 and #3 do not carry
any type of identification on them.

Class i

429.23( & ) F$ Risk Mgmt & QA

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
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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 facility personnel could
exercise control rather than as a resuit of the
resident's condition and results in:

2. or ., damage,;
3. Permanent . H
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 faiture 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 1o the incident rather than the
resident's condition before the incident; or

7. An event that is reported to faw 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 shalt provide within 1
business day after the occurrence of an adverse
incident, through the agency's online portal, or if
the portal is offline, by electronic mail, 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 offine, by electronic mail, a full report to
the agency on all adverse incidents specified in

A185
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this section. The report must include the resuits
of the facility's investigation into the adverse
incident.

{6) . 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 shall
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to disciplinary 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
5. 456.073 apply.

{8} If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable betief
that conduct by a staff member or employee of a
ticensed facility is grounds for disciplinary action
by the appropriate board, the agency shall report
this fact to such regutatory 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.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to complete an adverse incident report for
one (Resident #4) of three residents who had
with injuries.

The findings included:

Areview of Resident #4's record found a hospital
record showing on she was discharged
from the hospital with a diagnosis of a

. Further review of Resident #4's record
showed on there was a . report
showing she had an "acute of the

and greater . " Thereis

no documentation showing the responsible party
and physician were notified of these two inj
There was no documentation of these incidents in
the resident’s record except for these medical
reports,

On at 11:45 a.m., the charge nurse said
the staff member who witnesses the . or the
nurse will create an incident report. The witness
or nurse goes on the computer system and fills
out the incident report.

On at 1:15 p.m,, the Executive Director

said there are no incident reports or adverse

incidents documented for the incidents dated
and for Resident #4.

On at 2:20 p.m., the charge nurse said
she also looked for the incident reports and
adverse incident documentation of these two

on Resident #4 and she was not able to
find anything.
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