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CZ814| 435.12(2)(b-d), FS Background Screening CZ814
Clearinghouse

435.12 Care Provider Background Screening
Clearinghouse.~

{2){b) Until such time as the . | are
enrolfed in the national retained print

notification program at the Federal Bureau of
Investigation, an employee with a break in service
of more than 90 days from a position that
requires screening by a specified agency must
submit fo a national screening if the person
returns to a position that requires screening by a
specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of alf employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.
(d} An employer must register with and initiate ail
criminal history checks through the clearinghouse
before referring an employee or potential

pl for ic .. ission to
the Department of Law Enforcement. The
registration must include the employee’s full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility faited to maintain an updated
employee roster within the background screening
clearinghouse database for one out of
twenty-eight sampled staff (Staff D).

Findings included:
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On at 12:34 AM, observation showed
Staff D working on the memory care unity alone
caring for 18 residents.

On at 5:43 AM, during an interview
with Staff D, she stated that she had been
working in the facifity for about 3 months. She
further stated that on the previous night she
worked on the second floor and would get off duty
at 6:00 AM.

A review of the background screening
clearinghouse database showed Staff D was not
{isted on the facility's employee roster.

On at 10:52 AM, the Administrator
stated, "We pulled her stuff, she should be on the
roster.”

Unclassified

408.809(1)(. ); 435.02(2); 435.06 FS
Background Screening; Prohibited Offenses

408.809 Background screening; prohibited
offenses.-

(1} Level 2 background screening pursuant to
chapter 435 must be conducted through the
agency on each of the following persons, who are
considered employees for the purposes of
conducting screening under chapter 435;

{a) The licensee, if an individual.

{b} The administrator or a similarly titted person
who is responsible for the day-to-day operation of
the provider.

{c} The financial officer or similarly titled individual
who is responsible for the financial operation of
the licensee or provider.

CZ814
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{d) Any person who is a controlfing interest.

(e} Any person, as required by authorizing
statutes, seeking employment with a licensee or
provider who is expected to, or whose
responsibilities may require him or her to, provide
personal care or services directly to clients or
have access to client funds, personal property, or
fiving areas; and any person, as required by
authorizing statutes, _ with a licensee
or provider whose responsibilities require him or
her to provide personal care or personal services
directly to clients, or . with a licensee or
provider to work 20 hours a week or more who
will have access to client funds, personal
property, or living areas. Evidence of contractor
screening may be retained by the contractor's
employer or the licensee.

3yAn must be provided in electronic
format. Screening results shall be reviewed by
the agency with respect to the offenses specified
in s, 435,04 and this section, and the qualifying or
disqualifying status of the person named in the
request shall be maintained in a database. The
qualifying or disqualifying status of the person
named in the request shall be posted on a secure
website for retrieval by the licensee or designated
agent on the licensee's behalf.

(4} In addition to the offenses listed in s, 435.04,
all persons required to undergo background
screening pursuant fo this part or authorizing
statutes must not have an awaiting final
disposition for, must not have been found guilty
of, regardiess of adjudication, or entered a plea of
nolo contendere or guilty to, and must not have
been adjudicated delinquent and the record not
have been sealed or expunged for any of the
following offenses or any similar offense of

CZ815
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another jurisdiction:

(a) Any authorizing statutes, if the offense was a
felony.

{b) This chapter, if the offense was a felony.

{c} Section 409.920, relating to Medicaid provider
fraud.

{d) Section 409.9201, relating to Medicaid fraud.
{e) Section 741.28, relating to domestic violence.
{f) Section 777.04, relating to attempts,
solicitation, and conspiracy to commit an offense
fisted in this subsection.

{0) Section 784.03, relating to battery, if the victim
isa adult as defined ins. 415,102 cra
patient or resident of a facility licensed under
chapter 395, chapter 400, or chapter 429,

{h) Section 817.034, relating to fraudulent acts
through mail, wire, radio, electromagnetic,
photoetectronic, or photooptical systems.

{i) Section 817.234, relating to false and
fraudulent insurance claims.

{j) Section 817.481, relating to obtaining goods by
using a false or expired credit card or other credit
device, if the offense was a felony.

{k} Section 817.50, relating to fraudulently
obtaining goods or services from a health care
provider.

{) Section 817.505, relating to patient brokering.
{m) Section 817.568, relating to criminal use of
personal identification information.

(n) Section 817,60, relating to obtaining a credit
card through fraudulent means.

{0} Section 817.61, relating to fraudulent use of
credit cards, if the offense was a felony.

(p} Section 831,01, relating to forgery.

{q) Section 831.02, relating to uttering forged
instruments.

{r} Section 831.07, relating to forging bank bills,
checks, drafts, or promissory notes.

{s} Section 831.09, relating to uttering forged

CZ815
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bank bills, checks, drafts, or promissory notes.

(1) Section 831.30, relating fo fraud in obtaining
medicinal drugs.

{u) Section 831.31, relating to the sale,
manufacture, delivery, or possession with the
intent to sell, manufacture, or deliver any
counterfeit controlled substance, if the offense
was a felony.

{v} Section 895.03, relating to racketeering and
collection of untawful debts.

{w} Section 896.101, relating to the Florida Money
Laundering Act.

If, upon rescreening, a person who is currently
employed or with a licensee and was
screened and qualified under s. 435.04 has a
disqualifying offense that was not a disqualifying
offense at the time of the last screening, butis a
current disqualifying offense and was committed
before the last screening, he or she may apply for
an exemption from the appropriate licensing
agency and, if agreed to by the employer, may
continue to perform his or her duties until the
ficensing agency renders a decision on the
apptication for exemption if the person is eligible
to apply for an exemption and the exemption
request is received by the agency no later than 30
days after receipt of the rescreening results by
the person.

(5} The costs associated with obtaining the
required screening must be borne by the licensee
or the person subject to screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s. 943.053(3).
The agency shall establish a schedule of fees to
cover the costs of screening.

{6)a) As provided in chapter 435, the agency

CZ815
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may grant an exemption from disqualification to a
person who is subject to this section and who:

1. Does not have an active professional license
or certification from the Department of Health; or
2. Has an active professional license or
certification from the Department of Health butis
not providing a service within the scope of that
ficense or certification.

{b} As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itself if there is no board, may
grant an exemption from disqualification to a
person who is subject to this section and who has
received a professional license or certification
from the Department of Health or a regulatory
board within that department and that person is
providing a service within the scope of his or her
ticensed or certified practice.

{7) The agency and the Department of Health
may adopt rules pursuant to ss. 120.536(1) and
120.54 to implement this section, chapter 435,
and authorizing statutes requiring background
screening and to implement and adopt criteria
relating to retaining ., pursuant to s.
943.05(2).

{8) There is no reemployment assistance or other
monetary Kability on the part of, and no cause of
action for damages arising against, an employer
that, upon notice of a disqualifying offense listed
under chapter 435 or this section, terminates the
person against whom the report was issued,
whether or not that person has filed for an
exemption with the Department of Health or the
agency.

435.06 Exclusion from employment.-
{1} If an employer or agency has reasonable

CZ815

AHCA Form 3
STATE FORM

20-0007

s

Jassy

If continuation sheet 6 of 13




PRINTED. 07/21/2022

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
AL11969444 B.WING 07/1212022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2940 NE 207 STREET
PLAZA AT PARKSQUARE (THE)
AVENTURA, FL 33180
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH 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}
C€Z818 | Continued From page 6 CZ815

cause to believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the employee in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. it is the responsibility of
the affected employee to contest his or her

i ification or to request ion from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.
{2){a} An employer may not hire, select, or
otherwise affow an employee to have contact with
any person that would place the
employee in a role that requires background
screening untit the screening process is
completed and demonstrates the absence of any
grounds for the denial or termination of
employment. If the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise allow the employee to have contact
with any person that would place the
employee in a role that requires background
screening unless the employee is granted an
exemption for the disqualification by the agency
as provided under s. 435.07.
{b) If an employer becomes aware that an
employee has been for a disqualifying
offense, the employer must remove the employee
from contact with any person that
places the employee in a role that requires
background screening until the is resolved
in a way that the employer determines that the
employee is still eligible for employment under
this chapter.
{c} The employer must terminate the employment
of any of its personnel found to be in
noncompliance with the minimum standards of
this chapter or place the employee in a position
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for which background screening is not required
unless the employee is granted an exemption
from disqualification pursuant to s. 435.07.

{d) An employer may hire an employee to a
position that requires background screening
before the employee completes the screening
process for training and orientation purposes.
However, the employee may not have direct
contact with persons until the
screening process is completed and the
employee demonstrates that he or she exhibits
no behaviors that warrant the denial or
termination of employment.

(3} Any employee who refuses to cooperate in
such screening or refuses to timely submit the

i fon necessary to plete the ing,
including . . if required, must be
disqualified for employment in such position or, if
employed, must be dismissed.

{4) There is no reemployment assistance or other
monetary lability on the part of, and no cause of
action for damages against, an employer that,
upon notice of a conviction or fora
disqualifying offense listed under this chapter,
terminates the person against whom the report
was issued or whe was , regardiess of
whether or not that person has filed for an
exemption pursuant to this chapter.

435.02 Definitions.-For the purposes of this
chapter, the term:

{2) "Employee” means any person required by
{aw to be screened pursuant to this chapter,
including, but not limited to, persons who are
contractors, licensees, or volunteers.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to ensure that all the
staff had an eligible level Il background screening

CZ815
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for one out of 28 sampled staff (Staff C). The staff
was observed roughly handling a resident with
who subsequently incurred injures. The
staff was repeatedly scheduled to work on the
memory care unit where several
residents were housed. The staff was not
removed from duty for several days after the
facility was aware of the reported behavior.
Findings include:
1) Review of the Background Screening
Clearinghouse roster revealed Staff C's
jver) level Il
determination required a new screening and
furthermore the database showed Staff C's
- were expired.
Observation on at 9:34AM revealed
Staff C working on the memory care unit with 15
residents.
During an interview on at 9:34AM Staff
C stated "I have been working at the facifity for 1
year. | work everywhere in the facility but have
been working on the memory care unit for 3
months. | was placed on this unit on the third
floor because | have a and ankle problem,
so it was hard to walk up and down.”
Review of the staffing schedule for
revealed Staff C was scheduted to work on the
memory care unity from 6AM to 2:30PM.
Review of the staffing schedute for
revealed Staff C was scheduted to work on the
memory care unit from 2PM-10:30PM
Review of the staffing schedule for
revealed Staff C was scheduted to work on the
AHCA Form 3020-0001
STATE FORM e Jasst If continuation sheet 9 of 13
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Continued From page 9

memory care unit from 6AM to 2:30PM.

Review of the staffing schedule for
revealed Staff C was scheduted to work from
B6AM to 2:30PM.

Observation on at 9:35AM revealed
Staff C on duty coming out of a resident’s room
wearing scrubs.

Review of the staffing schedule for
revealed Staff C was scheduted to work from
6AM to 2:30PM.

2) Review of the disciplinary action form
completed on revealed Staff C had a
resident confrontation. The form documented
"Reported by {resident's] family that resident's
room beds were not made up, frash not taken
out. Employee used harsh words in verbat
altercation with resident and was asked to leave
by manager on duty."

Review of the disciplinary action form completed
on revealed Staff C was "found by
manager to be resting in show room during a
tour. Went after shift lead of floor for supposedly
reporting."

Further review of Staff C's record revealed no
identified disciplinary action taken against the
staff member.

3) Review of the staff log completed on

completed by Staff U documented "Resident was

found this morning from overnight with muitiple
on her left Jleft , , and right

CZ815
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Review of photographic evidence taken on
{See attached) revealed Resident #1

had L onthe (black , )and

During an interview on at 1:55PM,
Resident #1's family member stated "l was not
informed about the black , | though my
husband stated he had a photo of a different
black , . There is a lack of transparency at the
building."

During an interview on at 2:32PM,
Resident #1's family member stated "My mother
had sorme black inthe past. She . and hit
her while {Staff C] was present. My mother
is pretty feisty and lashed out and hit the staff, so
maybe they hit her .t haven't received any
calls from the facifity since my mom was moved
to memory care.”

During an interview on at 7:08PM, Staff
AA (caregiver) stated "l heard about Resident
#1's . | worked Friday morning. [Staff C]
and [Staff U] (caregiver) worked that morning at
6:00AM. | came in from my other job at 7:.00AM.
[Staff C] showed me the black _, . When | came
in, they had her facing the window. | cleaned up
Resident #1's room because she crapped on the
bed and floor. [Staff C] told me that she wanted
to show me what happened last night. [Staff U}
took the pictures and told the Administrator and
Director of Resident Care.”

4) Review of the staff log completed on
by Staff U regarding Resident #2 documented
“Had an incident on Friday where she was

. Nobody reported it on Friday or did an
incident report. 1 didn't find out until today when

CZ815
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Administrator], report done today Monday.”

During an interview on at 9:34AM Staff
C stated "[Resident #2} requires two staff to
handle her. She throws furniture or spits at staff.”

During an interview on at 6:25AM, Staff L
{caregiver) stated "l was there the day of this
incident. | asked {Staff C] to help me, we were
going fo bathe her (Resident #2). When she is
agitated, | just leave her alone or l try to
encourage her to shower by telling her that her
family will be coming to visit. She got up watking,
holding the walker. We were going to shower her
but she didn't want to go in the shower. [Staff C]
tried to pull her up, grabbed her and held too tight
on the arm. That will leave on them.
Their skin is so delicate you can't grab them like
that, you have to hold them under their arms.
[Staff C] was dragging her to puif her up and get
her into the shower. This is how she got the

on her . This was a few months age
in or . . [Staff U] documented it in the
pook. No one ever asked me what happened,
wasn't interviewed by the Administrator or the
Director of Resident Care. The nurse just came
down, cleaned up and put tape over Resident
#2's

During an interview on at 12:15PM, the
Director of Resident Care stated that "no one told
me [Resident #2] had been dragged anywhere.
No one knew what happened. They asked me to
bandage the , .1 asked the resident what
happened. Staff said the residenthad a . . The
doctor and family were called.”

Review of Resident #2's record, family incident
reports, and the adverse incident report database
found no documentation of the incident.
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Continued From page 12

During an interview on at 1:55PM,
Resident #1's family member stated regarding
Staff C "She is a very aggressive woman.”

During an interview on at 10:52AM, the
Administrator stated regarding Staff C's expired
. "We have an email ticker from the
background screening clearinghouse that lets us
know that it's expired. The Director of
Administration would know about that."

During an interview on at 10:53AM, the

ini stated "after ir iewing the CNAs
that were a part of [Resident #1] or [Resident
#2's] incident, it showed they had an accident, or
they . , and we assisted them up. We did
not think anything happened that classified as

. You all have an allegation from someone

that wasn't privy to the incident, no one reported it
from months ago."

Areview of facility records found no

ion of the ini s i
of the incident. There was no documented
intervention or plans to prevent reoccurrence of
the incidents.

Areview of facility policies and procedures
regarding staff backgreund screening found that
no documentation was provided.
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59A-36.009 FAC
{ i

{1} POLICIES AND PROCEDURES.
(a} Each assisted living facility must have written
policies and procedures that explain its
implementation of state laws and rules relative to
. An

assisted living facility may not require execution
ofa as a condition of admission or
treatment. The assisted tiving facility must
provide the following to each resident, or
resident’s representative, at the time of
admission:
1. Form SCHS- . “Heaith Care Advance
Directives - The Patient's Right to Decide," |

, or with a copy of some other substantially
simitar document, which incorporates information
regarding advance directives included in chapter
785, F.S. Form SCHS- is available from
the Agency for Health Care Administration, 2727
Mahan Drive, Mail Stop 34, Tallahassee, FL
32308 or the agency's website at:
http:/fahca.myflorida.com/MCHQ/Health_Facility_

i 1C_Advance_Di i v_dir

.pdf; and,
2. DH Form 1896, Florida

Form, . 2004, which is hereby
incorporated by reference, This form may be
obtained by calling the Department of Health's toll
free number 1(800)226-1911, extension 2780 or
online at:
httpi/iwww firules org/Gateway/reference.asp?No
=Ref-04005.
{b} There must be documentation in the
resident's record indicating whether a DH Form
1896 has been executed. If a DH Form 1896 has
been executed, a yeliow copy of that document
must be made a part of the resident's record. If
the assisted living facility does not receive a copy
of a resident's executed DH Form 1896, the

AOQ76
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assisted living facility must document in the
resident’s record that it has requested a copy.
{c} The executed DH Form 1896 must be readily
available to medical staff in the event of an
emergency.
(2) LICENSE REVOCATION. An assisted living
facility's license is subject to revocation pursuant
to section 408.815, £.8., if, as a condition of
treatment or admission, the facility requires an
individual to execute or waive DH Form 1896,
{3) PROCEDURES. Pursuant to section
429.255, F.S., an assisted living facility must
honor a properly executed DH Form 1896 as
follows:
{a} In the event a resident experiences or
, staff trained in .,
{ } or a health care provider
present in the facility, may withhold

and 3
{b} In the event a resident is receiving hospice
services and experiences or

. facility staff must immediately contact
hospice staff. The hospice procedures take
precedence over those of the assisted living
facility.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to honor resident advance directives of an
executed Do Not Order { ) for
one of 118 (Resident # 117) sampled residents.
Staff performed . .

{ }on a resident that had a properly executed

on file.

Findings Included:
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Continued From page 2

Review of the facility admission and discharge log
showed on Resident #117 discharge
was in facility.

On at 12:11 PM, during an telephone
interview, the Administrator stated on

Resident #117 was found unresponsive. She
stated, "my staff called me, it was the afternoon
shift. The resident was unresponsive. 311 was
called and conducted me to do and -l
did - The Administrator was asked did the
resident have advance directives, such as

in place? She stated, "No the resident did not
have a , 1 know for a fact she did not have
a and if she did it is new, because the
family was considering hospice care.”

Review of Resident #117 record found there were
four yellow copies of a properly executed

form dated infile. Further review of
the record found no documentation the resident
or family representative waived the

Class Il

429176 FS; 429.52(  ),59A-36.01(1) FAC
Staffing Standards - Administrators

429.176 Notice of change of administrator.-if,
during the period for which a license is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 80 days
that the new administrator meets educational
quirements and has the i
core educational requirements under s. 429.52. A
facitity may not be operated for more than 120

AD78
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Continued From page 3

o ive days without an ini who
has completed the core educational
requirernents.

429.62
{4} A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Failure to do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in 5. 429.19.

ini: licensed in act with part Il
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.
{5} Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years,

59A-36.010

{1) ADMINISTRATORS. Every facility must be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facifity including the management of al staff
and the provision of appropriate care to alt
residents as required by chapters 408, part I,
429, part |, F.S., and rule chapter 58A-35, FA.C,,
and this rule chapter.

{a) An administrator must:

1. Beatleast .

2. If employed on or after , .
have, at a minimum, a high schooi diploma or
GED.;

3. Be in compliance with Level 2 background
screening requirements pursuant fo sections
408.809 and 428.174,F.S;

4. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.A.C,, no later than 90 days after

AD077
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Continued From page 4

0l as a facility ini 8
Administrators who attended core training prior to
. , are not required to take the

competency test unless specified elsewhere in
this rule; and,
5. Satisfy the continuing education requirements.
pursuant to rute 59A-36.011, F.A.C.

ini who are not in compli; with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the depariment.
{b} In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraph (1){a)4. of this rule, to temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.A.C,; and,
2. Complete ail additional training requirements if
the facility maintains ficensure as an extended
congregate care or limited mental heaith facility.
{c} Administrators may supervise a maximum of
either three assisted fiving facilities or a group of
facilities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

ini supervising a d of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each
other, is only required to appoint two managers to
assist in the operation and maintenance of those
faciiiies.
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Continued From page 5

{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test
requirements, and continuing education
requirements as an administrator pursuant to
paragraph (1){a) of this rule. Managers who
attended the core training program prior to

. . are not required to take the
competency test unless specified elsewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facility, except
as provided in paragraph (1)(c} of this rule, and
may not , serve as an administrator
of any other faciiity.
{e) Pursuant to section 429.176, F.S., faciity
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator
form, AHCA Form 3180-1006, , which
is incorporated by reference and available online
at:
hitp:/iwww. firules.ol asp?No
=Ref-08393.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that it was under the supervision
of a qualified Administrator for more than 120
consecutive days. The Administrator, who was
certified prior to the CORE training and
certification examination were required, failed to
maintain continuing education requirements. The
administrator also faited to prevent and
negtect to three out of 118 residents living in the
facitity (#1, 2, and 3). The administrator failed to
ensure that five out of 28 (A, B, D, P, and Z}
sampled staff recelved required training.
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Continued From page 6

Findings Included:

%

A review of the facility’s roster on the Background
Screening Clearing House database showed that
the Administrator was hired on 11/08/21.

Areview of the Administrator's records showed a
hire date of and a CORE training
certificate dated . Further review showed
no doct ion that the Admini had
taken the CORE competency test, such as a
CORE identification card. The Administrator will
be required to retake the CORE and pass the
test.

On at 3:04 AM the Administrator stated.
"I do not know what happened with all my
trainings, and the trainings of the other staff, |
know we all have them. If you give me 12/hours, |
will produce all the necessary documentation to
you."

Review of Resident #1 health assessment
completed on showed diagnoses of
PYR [N , . Activities of
daily living: Needs assistance with ambulation,
bathing, self-care (grooming), toifeting, needs
supervision with eating, and transferring, Needs
with self- ini ion of i

Review of photographic evidence regarding
Resident #1 showed that she was found to have
ablack , onanundermined date. There was
no documentation of the injury in the resident
record, however staff provided pictures they took
of the resident with their personal telephones.
According to Staff U (CNA/med tech) the photo
was dated | | . The administrator

AD077

denied that the resident was abused. The staff
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Continued From page 7

also provided photographic evidence of o
on the resident's . The resident received
no medicat care. The resident also had two
documented injuries when her wheelchair
allegedly . backwards, and she struck her

on the floor. There was no documented medical
care.

Review of an internal incident log regarding
Resident #2 showed that she had been dragged
across the floor by Staff C (caregiver). There was
no documentation of the incident in the resident's
record. According to a note in the staff log, the
incident happened on or around | , 2022,

Review of Resident #2's health assessment
completed on . Diagnoses: .,
. , Behavioral status: Mild
- , Activities of daily living:
independent with ambulation, eating, foileting,
and transferring, needs supervision with bathing,
» and self-care {grooming).

On at 6:25 AM Staff L (caregiver) stated
that she was present during the incident. She
stated that Resident #2, who was difficult to deal
with due to her of , was refusing
o go to the shower.

Staff L tried to encourage the resident to shower
by telling her that her family was coming 1o visit,
however Staff C became impatient, grabbed
Resident #2 by her left arm (she later stated that
this left a ), and the resident . to the ficor
since she had been holding on to a broken
assistive device (walker). Staff L stated that Staff
C then dragged Resident #2 to the shower.
Resident #2's or became bloody from
the (being dragged across the carpet).
According to Staff L, the Wellness Director
bandaged the residents’ . Staff L stated

AD077
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Continued From page 8

that she was not interviewed by organization
management about the incident.

A review of an internal facility report showed that
Resident #3 was found to have on her
arms and . There was no documentation
of the incident in the resident record, and there
was no documentation of an investigation into the
incident, or any medical care provided to the
resident. Review of Resident #3's health
assessment completed on , Diagnoses:

, Behaviorai status: , The
resident needed total assistance in all activities of
daily living, except Eating, with which she needed
assistance.

On and , the Administrator
stated that her investigation of these incidents
was documented on the internal incident report. A
review of these dosuments found no
investigation. On at 10:53 AM during an
interview, the Administrator stated, "After our
investigation we did not classify it as an , S0
that's why we did not file to your agency neither to
other states agencies.”

3)

Personnel record review showed The
Administrator was hired on and took the
role of Administrator later that month, There was
no fon of continuing education for
Assisted Living Facifity Administrators.

Personnel record review showed Staff 8 (DON)
hired on , and Staff D hired on s
no documentation was found for control,
Adverse Incidents, Resident's rights, and
neglected, resident behavior and needs

i with ADL's, L i
Elopements policy and procedures.
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Continued From page 9

A review of personnel records showed records for
Staff P, hire date and Staff Z, hire

contained no documentation of
Elopement response training.

Class Il

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 not 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
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heslith 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 indivi
must be immediately removed from duties untit a
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written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and experit
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
quatifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 59A-36.011, F.AC.
{d) An assisted living facility Lo
provide setvices 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 or contractor wifl provide to residents,
{e) For facilities 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 by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility

A078
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staff were able to perform their assigned duties
consistent with their level of education, training,
preparation, and experience (Staff N).

Findings included:

On at 11:35 PM, during an interview
with Staff N (direct caretaker) when she was
asked what an elopement drilt was, she stated, "
do not know what that is. | just know that | have
taken so many trainings and | think that is one of
them.”

Review of Staff N's personnel file showed that
she completed 1 hour training on Elopement
Policy and Procedure on

Review of facility records showed an elopement
drill was conducted on in which Staff
N participated.

Class Il

AOT9| 59A-36.010(3) FAC Staffing Standards - Levels
88=1
(3) STAFFING STANDARDS.

{a) Minimum staffing:

1. Facilities must maintain the following minimum
staff hours per week:

Number of Residents, Day Care Participants, and
Respite Care Residents Staff Hours/Week

0-5 168

212
16-26 253
26-35 294
36-45 335
46-55 375
56-65 416
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66-75 457
76-85 498
86-95 539

For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week.
2. Independent living residents, as referenced in
subsection 59A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personal,
timited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
3. Atleast one staff member who has access to
facitity and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facitity administrator, manager or other staff are
absent from the facility.
4. In facifities with 17 or more residents, there
must be at least one staff member awake at alt
hours of the day and night.
5. A staff member who has completed courses in
First Aid and . B
{ )and holds a currently valid card
documenting completion of stich courses must be
in the facility at alf times,
a. Documentation of attendance at First Aid or
courses pursuant to subsection
59A-36.011(5), F.A.C., satisfies this requirement.
b. Anurse is considered as having met the
course requirements for First Aid. An emergency
medicai technician or paramedic currently
certified under chapter 401, part ill, .S, is
considered as having met the course
requirements for both First Ald and

AD079

AHCA Form 3
STATE FORM

20-0007

s

Jassy

If continvation sheet 13 of 150




Agency for Health Care

PRINTED. 07/21/2022

FORM APPROVED

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

AL11969444

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

071122022

NAME OF PROVIDER OR SUPPLIER

2940 NE 20

PLAZA AT PARKSQUARE (THE) AVENTURA, FL 33180

7 STREET

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

AD079

Continued From page 13

6. During periods of temporary absence of the
administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is at least | . Mmust be
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a faclity for a consecutive period of
21 days or more, or for a total of 60 days within a
calendar year, without being an administrator or
manager.

7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours reguirement.

8. The administrator or manager's time may be
counted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facility's staffing schedule.

9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.

(b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
facilities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents’ scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 59A-36.007,
F.AC.

{c} The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facility
must make the daily work schedules of direct
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care staff available to residents or their
representatives.
{d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph {a) are not met. The
facility must immediately increase staff above the
minimum levels established in paragraph (a}, if
the agency determines that adequate supervision
and care are not being provided to residents,
resident care standards described in rule
59A-36.007, F.A.C., are not being met, or that the
facitity is failing to meet the terms of residents’
contracts. The agency will consult with the facility
ini and residents ing any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter
68A-40, F.AC., until such time as the jocal fire
safety authority informs the agency that fire safety
requirements are being met.
1. When additional staff is required above the
minimum, the agency wili require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved to meet
resident service needs. The plan will be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet resident
needs.
2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the facility wilf no
fonger be required to maintain a plan with the
agency.
{e) Facilities that are co-located with a nursing
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home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facilities holding a limited mental heaith,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 59A-36.020,
59A-36.021 or 59A-36.022, F A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that enough qualified staff were
available to provide resident supervision and to
provide or arrange for resident care in
accordance with residents scheduled and
unscheduled service needs. A total of two
hundred and fifty-nine calls were left unanswered
for 30 minutes of more within a period of 23 days.
Of those 259 unanswered call lights, 56 residents
used the call light pendant to call for assistant. 35
of those residents (Residents #58, #102, #113,
#79, #63, #20, #68, #51, #64, #100, #111, #80,
#72 & #73, #24, #76, #86, #96, #28 & #29, #1186,
#83, #18 & #10, #43, #56, #54, #41, #1107, #112,
#78, #27, #50, #97, and #45) who at least once
used the call lights suffered related

or required assistance with activities of daily
tiving. During at least 3 visits to the facility, 6 or
tess staff were observed caring for at least 107
residents.

Findings included:

1. Unanswered call lights.

Review of facility's communication log showed on
P during a "Resident Council

Minutes”, it noted that one resident raised the

AD079
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stating, "] rang pendant 4 times. Nobody came to
check.”

A review of the call lights reflecting the response
by staff to resident calis for assistance by the
residents utilizing the resident's individual calt
pendant showed from through N

. two hundred fifty-nine (259} of these
residents’ calls for assistance were left
unanswered by Respondent's staff for a period in
excess of thirty (30} minutes each.

Review of 38 out of the 56 residents’ record who
used the call light pendent requesting for
assistance more than two times showed those
residents either diagnosed with related
problems or require assistance with their activities
of daily living:

Resident #58 - 17 calls ranged from 30 minutes
{mins} to over 2 hours (hr): (2 calls}
{asted 38mins 2 seconds (s), and 48 mins 55s;
(2 calis } fasted 33 mins 8s, and 33
mins 39s; lasted 538,
lasted 30mins 42s; lasted
31mins 225 ; lasted 35s;
lasted 33mins 31s; lasted
Bs; (3 calls) lasted
53s, 1hr 1min 14s, 32 mins 31s, and

Review of Resident #58's heaith assessment
dated showed medical history and
diagnoses of ASHD (atherosclerotic
) Hx (history)of . { ,
» Coret ., s
{ . . ), Moriba .
e s (,. ). Elevated

AD079
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Resident #102 - 16 calls ranged from 45 minutes
to 5 hours: lasted 16s;
lasted
tasted 47mins 31s;
57s; lasted
(2 calls} lasted
50s; fasted
lasted
lasted 58mins 10s;
lasted B
{2 calls) lasted
23s;

38s;
lasted
45mins 1s;
fasted 58mins 4s;
20s, and
fasted 23s.
Review of Resident #102's heaith Assessment
dated showed medical history and
diagnosis of ; the resident
needs supervision with ambulation, bathing, and
transferring. The resident needs assistance with
seif-administration of medications.

Resident #113 - 9 calls ranged from 32 minutes

fo over 1 hour: lasted 33mins 19s;
tasted 57mins 4s; lasted

37s; lasted

30s; lasted 32mins 35s;

fasted 42mins 53s; lasted

4s; (2 calls) fasted 42mins 13s, and

48mins 4s.

Review of Resident #113's health assessment
completed showed medical history
and diagnoses of , . . .

. ). Resident #113 required
supervision with ambulation, o and
transferring, and needs assistance with bathing
and with self-administration of medication.
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Resident #79 - 3 calls ranged from 31 minutes to
over 2 hours: lasted 34mins 20s;
(2 calis) lasted 31mins 54s, and
7s.

Review of Resident #79's health assessment
dated showed medical history and
diagnoses of c/p exhalation; the
resident needs assistance with ambulation,
Bathing, toileting and transferring; the resident
also needs assistance with seif-administration of
medication.

Resident #63 - 6 calls ranged from 36 minutes to
over 31 hours: lasted 16s;
lasted 36mins 9s; lasted
18s; fasted
18s; lasted 1hr 2mins;
tasted 56s.

Review of Resident #63's health Assessment
dated showed medical history and
diagnoses of 's f

- , ilegible words; the resident
needs supervision with . eating, and
grooming, and needs assistance with bathing; the
resident also needs assistance with

‘-administration and adrministrati

Resident #20 - 2 calls: lasted
52s; lasted 22s.

Review of Resident #20's health assessment
completed on showed medical history
and diagnoses of 91 degree left E
fixation, two degree to non-displaced
, denied tall, HX of
. b (
hoo A . )

AD079
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had physical limitations of decreased ability to

transfer, ambulate short distances; the resident

needs supervision with eating and grooming,

Assistance with ambulation, bathing, -

toileting, and transferring; the resident also needs
with self- ini of

Resident #68 - 23 calls ranged from 33 minutes
to over 10 hours: (2 calls) fasted
26s, and 4s;
calls) lasted 38mins 53s, and 37mins 50s;
(2 calis) lasted 42mins 48s, and
28s; (5 calls) Jasted 47 mins
15s, 03hr 1min 51s, 33mins 16s, 2hr 9mins 33s,
and 36mins 34s; (3 calls} lasted
33mins 16s, 58 mins 11s, and 33mins 29s;
(4 calls) lasted
40s, 48s, and 32mins 245,
lasted 51mins 18s; lasted
39mins 27s; fasted 34 mins 23s;
39mins 53s; lasted
49s.

Review of Resident #68's health Assessment
dated showed medical history and
diagnoses of

e ) the resndent needed assxstance
with all activities of daily fiving including
ambulation, bathing, _. eating, grooming,
toileting, and transferring; resident was in regular
diet; resident needed assistance with
seif-administration of medications.

Resident #51 - 32 calls ranged from 30 minutes
to over 5 hours: lasted
42s; iasted 3hr 8mins 24s;

{5 calls) lasted 18s, thr
7s, 47s, 58s, and 30mins
32s; {2 calls) lasted 4hr 6mins 21s,
and 31mins 18s; (6 calis) lasted 5hr
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37mins 17s, 1hr 2mins 49s, 54mins 30s,
47s, 40mins 38s, and 42mins 58s;
(3 calis) lasted 50s,
41s, and 54mins 16s; lasted
49mins O1s; (2 calls) lasted
, and 39mins 44s; {2 calls)
tasted 41s, and 51s;
lasted 22s;
{asted 50s; (2 calls) lasted
18s, and 2hr i8mins 54s;
tasted 32s; lasted
25s; lasted 35mins 54s;
(2 calls) thr 4mins 43s, and
56s.

Review of Resident #51's heaith assessment
dated showed medical history and
diagnosis of 's and well controf
; the resident required supervision with
ambulation; the resident needs assistance with
self-administration of medications.

Resident #64 - 9 calls ranged from 32 minutes to
9 hours: lasted 37mins 51s;

lasted 1hr Bmins 54s;
fasted 54mins 57s; lasted 46mins
44s; lasted 32mins 14s;
{asted 57s; lasted

33s; lasted 40mins 4s;
lasted 386s.

Review of Resident #64's heaith assessment
dated showed the resident had
medical history and diagnoses of .

, limitation on and . s the
resident needs supervision with all the activities of
daily living (ADLs) such as ambulation, bathing,

. eating, grooming, toileting, and
transferring; the resident needes medications

AD079
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Resident #100 - 2 calls: lasted

40s, and lasted 2hr Smins
34s.
Review of Resident #100's health assessment
completed on showed medical history
and diagnosis of . f
- . Gait Abnormatity, . L. ASHD;
activities of daily living showed the resident needs
supervision with ambulation, eating, toileting and
transferring; the resident needs assistance
needed with bathing, .» and seff-care; the
section for needs assistance with
self-administration of medication and needs
medication administration was left blank.

Resident #111 - 2 calls: lasted 3tmins
25s, and lasted 44mins 27s.
Review of Resident #111's undated heaith
assessment showed medical history and
diagnosis of . recurrent .
o , history of
recent . Activities of daily living
showed the resident needs assistance with
ambulation, bathing, and transferring. Missing
page for self-administration of medication or
medication administration.

Resident #80 - 5 calls ranged from 35 minutes to
over 1 hour: lasted 56mins 29s;
lasted 45mins 27s; lasted
35mins 50s; lasted 22s;
lasted 38mins 57s.
Review of Resident #80's health assessment
dated showed medical history and
diagnoses of | .o
Dyslipidemia, { 3
with formation, Sjogren's s the
resident needs supervision with ambulation,
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resident needs assistance with self-administration
of medication.

Residents #72 and #73 - 2 calls:
fasted 35mins 49s, and lasted 44mins
15s.
Review of Resident #72's health Assessment
dated showed medical history and
diagnoses of right {plus other
observation of [the doctor],

injection; resident needs assistance
thh all activities of daily fiving including
ambulation, bathing, _. eating, grooming,
toileting, and transferring.
Review of Resident #73's health assessment
dated showed no medical history and
diagnoses for the resident; the resident needs
assistance with alt Activities of daily living
including ambutation, _» bathing, eating,
grooming, toileting, and transferring; the resident
also needs assistance with seif-administration of
medication.

Resident #24 - 23 calls ranged from 33 minutes
to 8 hours: fasted 11s;

(5 calls) lasted 5s,
40mins 30s, 34 mins 12s, 42mins 35s, and

37s; lasted 35mins 59s;

(2 calls) lasted 19s,
35mins 52s; (2 calls) lasted 1hr
Smins 17s, and 44mins 9s; lasted

31s; (2 calls) lasted 31mins
32s, and 3s; lasted

29s; (2 calls) lasted 37mins
4s, and 58s; lasted 1hr
4mins; lasted 46mins 53s;

lasted 40mins 50s; lasted
35mins 49s; 227 lasted
4s; lasted 33mins 21s.
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Review of Resident #24's health assessment
completed on showed medical history
and diagnoses of e
N , history of

; the resident has physical limitations of
poor balance, with exertion;
the resident needs supervision with ambulation,
assistance with bathing, . and grooming;
the resident also needs assistance with
seff-administration of medication.

Resident #76 - 2 calls: lasted
38s, and lasted
41s.

Review of Resident #76's health Assessment
dated showed medical history and
diagnoses of . { .. 13
HLD( . - )

. P A ; the
resident needs assistance with all activities of
daily living including ambulation, bathing,

. eating, grooming, foileting, and
transferring; the resident also needs assistance
with self-administration of medications.

Resident #86 - 8 calls ranged from 38 minutes to
over 14 hours: {2 calls) lasted 38mins
52s, and 45 mins 02s; tasted

45s; lasted 48s;

lasted 30s;

tasted 11s; lasted

38s; lasted Bs.
Review of Resident #86's heaith assessment
dated showed medical history and
diagnoses of
.\ . ), Hypolipidemia
(.. ), and ; the resident
needs assistance with ambulation, and eating,

AD079

totat with bathing, .. self-care {grooming),
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toileting and transferring; the resldent also needs
with self- ini of

Resident #96 - 3 calls: (2 calis) lasted
38mins 12s, §5mins 17s; lasted

43s.
No health assessment was found in the resident
record.

Residents #28 and #29 - 9 calls ranged from 30
minutes to over 1 hour: lasted

9s; lasted 1hr Bmins 35s;

lasted 43mins 29s; lasted

37mins 52s; (2 calls) lasted 33mins
43s, and 32mins 32s; {3 calls) tasted
30mins 02s, 38 mins 36s, and 37mins 14s.
Review of Resident #28's heaith assessment
completed on showed medical history
and diagnoses of mild ., . . mild

% L hx of left .
hix of low- grade lymphoma and ,, :
the resident needs supervision with ambuk: at!on
grooming, toileting, and needs assistance with
pathing, _» and transferring; the resident
also needs assistance with self-administration of
medication.

Review of Resident #29's health assessment
completed on showed medical history
and diagnoses of Left |
and ; the resident needs supervislon
with . self-care {grooming), and toileting,
and needs assistance with ambulation, bathing,
and transferring; the restdent also needs

i with selff- of i

Resident #116 - 5 calls ranged from 34 minutes
to over 1 hour: lasted 27s;

AD079
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9mins 45s; {2 calls) lasted 45mins
10s, and 1hr 2mins 31s.

Resident had no health assessment available to
review.

Resident #83 - 3 calls: lasted
21s; lasted 44s;
lasted 57 mins 8s.
Review of Resident #83's health assessment
dated showed medical history and
diagnoses of '

}eft . , functional decline,
frailty, elevated S, .

. ,major s .
. ( .

), and ( .
resident needs assistance with ambulation,
Bathing, toileting and transferring. Diet: Reguiar,
Needs assistance with self-administration of
medication.

) the

Residents #18 and #19 - 6 calls ranged from 32
minutes 1o over 4 hours: lasted
47s; lasted 02s;
lasted 49mins 32s; lasted
15s; lasted 59mins 36s;
210 lasted 32mins 56s.

Review of Resident #18's health assessment
completed on showed medical history
and diagnoses of | | .

); the resident has physical limitations of

replacement, limited . . gait

instability, range movement; the resident needs
supervision with grooming and transferring,
assistance with ambulation, bathing, and

Review of Resident #19's heaith assessment

AD079
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A079| Continued From pa

completed on

{history)
{

Residents #43 and
fasted 32mins 13s;

completed
and diagnoses of

PP | tinni

about 1 hour:

38mins 26s;

bathing and
ambulation, and tra
needed assistance
medication.

b

ge 26

showed medical history

and diagnoses of muscular Jhx

. ( h

), increased lipids, prior

. 1998, sleep ., . and

. ; the resident is legally ithe
resident needs supervision with ambulation,
assistance with bathing, . toileting, and
transferring; the resident also needs assistance
with seif-administration of medication.

#44 - 3 calls:
lasted 38mins

34s; lasted 1hr 3mins 50s.

Review of Resident #43's heaith assessment

showed medical history

. )
prostatic hyperplasia { ¥
itus, tremors.

Resident #56 - 5 calls ranged from 30 minutes to

lasted 47mins 48s;

lasted 58mins §0s; lasted

lasted 34mins 15s;

lasted 33mins 10s.

Review of Resident #56's health assessment

dated showed medical history and
diagnoses of {
. . b .

» , Frequent

); the resident needs assistance with

.» and needed total care with
nsferring; the resident also
with self-administration of

Resident #54 - 3 calls: lasted 42mins

AD079
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§7s; lasted 47mins 58s;
fasted 40s.

Review of Resident #54's heaith assessment
completed showed medical history
and diagnoses of ,, b
. s .. . Resident #54
required supetvision with ambulation, bathing,

- self-care (grooming), toileting and
transferring. The resident needed assistance with
the self-administration of medication.

Resident #41 - 10 calls ranged from 37 minutes

fo over 7 hours: lasted 37mins 35s;
lasted 46mins 30s; lasted

1hr 3mins 10s; lasted

56s; {2 calls) lasted 06s,

and 11s; {2 calls) lasted
38s, and 38 mins 45s;

tasted 1hr 4mins 45s.

Review of Resident #41's health assessment
dated showed medical history and
diagnoses of { ) the
resident needed assistance with alf Activities of
daily fiving including ambutation, »
bathing, eating, grooming, tolleting, and
transferring; the resident also needs assistance
with seff-administration of medication.

Resident #107 - 6 calls ranged from 35 minutes

o over 2 hours: lasted

58s; {2 calls) lasted 44mins 31s, and
22s; lasted

10s; lasted 35mins 47s;

{asted 55s.

Review of Resident #107's health assessment
dated showed medical history and
diagnoses of

AD079
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{ R I3 ,AD
( » (. ) and

... . Resident needs assistance with
medications; activities of daily living showed the
resident needs supervision with ambulation and
eating, and needs assistance with bathing,

.+ self-care and ftolleting.
Resident #112 - 2 calls: lasted
47mins 51s; lasted 23s.
Review of Resident #112's heaith Assessment
dated showed medical history and
diagnoses of Tremor, f

. { . .
), hypercholesteremia,
» D deficiency,
SR ' . Phylicla. Activities of
daily living showed resident needs supervision
with ambulation, bathing, _» self-care,
toileting and transferring; resident also needs
i with self- ini ion of icati

fast 2hr 8mins
18s.

Resident #78 - 2 calls:
24s; lasted

Review of Resident #78's heaith assessment
dated showed medical history and
diagnoses of (. % (Hairy
Cell W ) . .
and ; the resident needs assistance with
ambulation, bathing, eating, toileting; the resident
needs total care with . self-care
{Grooming) and transferring; the resident also
needs assistance with self-administration of
medication.

Resident #27 - 2 calls: lasted 1hr

AD079

Bmins 47s; lasted 5s.
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Review of Resident #27's health assessment
completed on showed medical history
and diagnoses of AMS ( )
HD (. s ) .

PR ' . + MDD (major

) . and
): the resident has physical limitations
of bed bound; the resident needed assistance
with all Activities of daily fiving including
ambulation, .» bathing, eating, grooming,
tolleting, and transferring; there was no
information whether the resident needs
i with self-administration of

Resident #50 - 3 calls: lasted thr
6mins 24s; lasted 58s;
lasted 31mins 14s.

Resident #97 - 2 calls: lasted 37mins
13s, and lasted 4ds.

Review of Resident #97's heaith assessment

completed showed medical history

and diagnoses s/p , , atherosclerotic
(ASHD), hypertensive

o =
. , seborrheic keratosis.
Resident #97 needed assistance with bathing,
. and self-administration of medication.

Resident #45 - 6 calls ranged from 36 minutes to

over 2 hours: lasted 38s;
lasted 2hrs 43mins 4s;

{asted 36mins 26s; (3 calls) lasted

42mins 41s, 20s, 2hr 1min 52s.

AD079
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completed showed medical history
and diagnoses of ' -
prostatic hyperplasia ( Lo . ,

insufficiency, severe .

o . .
Resident #45 required assistance with
ambulation, bathing, .. toileting and

ing and with the self- in ion of
medication.

During an interview on at around
11:156 PM with Resident #114's family member,
the family member stated that staffing was low
because staff were paid $12/hr. She stated that
the front desk is not staffed 24 hours, and the
doors are shout at 10:00 or 11:00 PM, and then it
took 45 minutes or more for her to get into the
building to attend to her mother's needs. She
stated that the facility had been understaffed for
at least a year and a half. Resident #114's family
member then stated that her mother had called
her in NY because the mother had to go to the
bathroom, and staff did not respond to the call
fight for more than 51 minutes. She stated her
mother defecated on herself as a result. At6:30
am the mother needed help getting cleaned up.
Staff did not help, and her mother got assistance
only from her private aide who arrived at 8:30 am
and found her mother trying to clean herself,

On at 07:28 AM, interview with a
private duty aide (PDA)} providing companionship
to Resident #81 stated, "They don't have enough
staff. The new management doesn't know how to
talk to the staff. There were some good staff, and
they quit. Sometimes, | need help, and | press the
button, but it takes them a long time to come, By
the time they come, | already upset about it and

AD079

do it myself. The staff are doing so much, they
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can't get to the call fights on time like they're
supposed to. The staff are probably scared to talk
because they are afraid to lose their job.
Everybody is afraid to taik here. The new
management controls the staff by bullying them.”

2. Staffing shortage

Observation on at 11:00 PM a bulletin
board on the nursing station noted a census of
119 residents, including two residents
hospitafized and one resident in rehabilitation.
Observed 4 staff (Staff D, Staff E, Staff N, and
Staff O) working onsite,

On at around 11:00 PM, Staff O
{Direct Caretaker) stated there were 113
residents currently onsite.

On at 12:34 AM observation showed
Staff D was on duty alone in third floor (memory
care unit) working with 18 residents.

Review of residents’ record on the memory care
unit showed the following:

Reviewed the Health Assessment of Resident #1
completed on showed diagnosis of

p . Atherosclerotic
(ASHD), and . Activities of daily living
showed supervision in transferring, needs
assistance with ambulation, bathing, -
self-care, and toileting and total in bathing.

Review of the Health Assessment of Resident #2

completed on showed diagnosis of
PR and

. Activities of daily showed resident

needs supervision with bathing, _»and

self-care.

AD079
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Review of Resident #3's Health Assessment
showed diagnosis of ; activities of daily
fiving showed resident needs total care with
ambulation, toileting, bathing, ”
transferring, and needs assistance with eating.

Review of Resident #4's heaith assessment
showed diagnosis of |, . Activities of
daily living showed resident needs assistance
with self-grooming and bathing.

Review of Resident #5's health assessment
showed diagnosis of a , s s
wedge of unspecified . Activities
of daily living showed resident needs assistance
with ambulation, bathing, . toileting, and
transferring, and needs supervision with
self-grooming and independence in eating.
Acreview of Resident #6's health assessment
dated showed that the resident has a
medical history and diagnosis of right heet s

N ,and | . As for
activities of daily fiving, the resident required
assistance with all her ADL'S including
ambulation, bathing, . eating,
self-grooming, toileting, and transferring. As for
medications, the resident required medication
administration.

Review of Resident #7's health assessment
showed diagnosis of s ,and

There was no health assessment on file for
Resident #8.

Review of the health assessment of Resident #3
showed , .

.. . - . ( »

AD079
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Continued From page 33

fiving showed resident needes supervision with
ambulation, eating, toileting, and assistance with
bathing, » self-care, toileting and
transferring.
Review of Resident #10's health assessment
showed diagnosis of intracapsular of left
and major | . Activities of

daily living showed resident needs assistance
with ambulation, eating and transferring, and
needs total care with seff-grooming, bathing, and
toileting.
Review of Resident #11's health assessment
showed diagnosis of . , and

. Activities of daily living showed
resrdent needs assistance with ambulation,
pathing, self-grooming, eating, toleting, and
transferring.

Review of the Resident #13's Health Assessment
showed diagnosis of

; activities of dan ly ilving showed
res1dem needed supervision with ambulation,
eating, self-groom, bathing, toileting and
transferring.

Review of Resident #14 health assessment was
diagnosed with | , and

) . Activities of dal ly fiving showed
resldenl needs assistance with bathing, -
self-care, toileting, and transferring, and needs
supervision with ambulation and eating.

Review of Resident #17's health assessment
showed diagnosis of

Activities of daily living showed resident needs
assistance with ambulation, bathing,
self-grooming, eating, toileting, and transferring.

On at 12:34 AM, Staff D stated that

AD079
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Continued From page 34

residents needed assistance with activities of
daily living (ADLs). Staff D then stated that she
doesn't really work night shift; she usually works
from 3:00 PM to 11:00 PM, including tonight,
when she had started at 3:00 PM. She stated that
she was still working because there was not
enough staff to cover the overnight shift. She
further stated that during a week, she worked a
double shift at least once.

During an interview with Staff N on at
around 05:38 AM regarding residents onsite, Staff
N stated that the facility had a census of 118
residents and 6 staff on duty. She stated that she
did not know how many residents were onsite.
She stated, "l don't know how many residents we
have here. | don't really remember how many
staff. Let me see. | think it's me (Staff N}, Staff G,
Staff D, Staff E, Staff X, and Staff K."

Observation on at around 05:38 AM
showed 6 staff working with a total of 106
residents. Further observation at 06:25 AM
showed no staff was available on 6th, 7th, 9th,
and 10th floor.

Interview with Staff K on ataround
06:09 AM, Staff K stated, "the place is not clean
enough. More workers are needed. The staff
don't get along because some people want to be
favorites.” Staff K then stated they are short of
staff three fo four times per week. They are
supposed fo have @ staff all together, but they
sometimes only have 7.

On at 8:30 AM Resident #18 stated,
“"We called, and it takes a very long time for them
to come and assist us in whatever we want. Last
week it took a long time for them to come and
path him (Resident #18) because they told me

AD079
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that they were short on staff. Sometimes when
they finally come, they tell us that we have to
keep waiting because they are short on staff.
They have to work on having more staff.”

Observation on ataround 5:40 AM
showed Resident #1 alone in her room, wearing a8
shirt and an adult brief but no pants, seated in a
wheelchair, secured by a . belt that she could
not remove without staff assistance. Observed
Resident #1 was crying, appearing very
distressed.

On at 5:43 AM, interview with Staff K
regarding Resident #1 tied to a chair, Staff K
stated that she put Resident #1 in the wheelchair
ataround 5:30 am. Staff K further stated that staff
sometimes leave Resident #1 belted in the chair
when thete are 2 staff on duty, otherwise they
cannot care for the other residents. She stated
that she doesn't want Resident #1 to . and get
hurt, but she cannot stay with her,

During another visit to the facility on

at around 08:55 AM, observation showed
Resident #1 was once again belted into the
wheelchair, which was placed at a table in the
dining room.

at 10:51 AM, interview with the
administrator regarding Resident #1 belted onto a
wheelchair, the administrator stayed sitence; she
made no comment.

On at 05:58 AM, Staff Z stated that
she did not know how many residents they had
fast night. She stated that she worked from 2:00
PM to 10:00 PM and was covered for last night.
She stated there were 5 staff working last night:

AD079
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Continued From page 36
Staff X, and her (Staff Z).

On at 10:20 AM, interview with a PDA
for Resident#81, when asked how often the staff
comes to help the resident, the PDA stated that
the staff does not come, except to give
medications. She then stated that someone
comes twice weekly to clean the room. She then
stated that facility staff provides no other services
for the resident, "1 do everything for her, | feed
her. {bathe her. Everything."

Class Il

429.52(1 & 7) FS; 59A-36.011(. ) FAC Training
- Staff In-Service

429.52(1)
{1) Each new assisted living facility employee
who has not previousty 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

AD079
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Continued From page 37

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

A081
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Continued From page 38

compliance with the staff training requirements of

29 CFR 1910.1030, relating 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

A081
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Continued From page 39

{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 Observation, record review and
interview the facility failed to have all the required
in-service frainings prior to interacting with
residents for five out of 28 (A, B, D, P, and Z)
sampled staffs.

Findings included:

On at 11:00 PM during the four was
observed Staff D taking care and interacting with
the residents in 3rd floor, Memory Care Unit,
18/residents, by herself.

Record review showed The Administrator was
hired on , Staff B (DON} hired on
. and Staff D hired on . no

documentation was found for controf,
Adverse Incidents, Resident's rights, and
neglected, resident behavior and needs

i with ADL's, U i
Elopements policy and procedures.

Record review of personal fire for Staff P showed
hired date and Staff Z and
both had missing Elopement response training.

A081
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that they should have all the necessary trainings
and her assistant is the one in charge of getting
all that for thern and she did not know why the
trainings were not in file.
Class Il
A083| 59A-36.011(5) FAC Training - First Aid and A083

88=D
(5) FIRST AID AND

{ ). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
atall times.
(a} Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose training
is accredited by the Commission on Accreditation
for Pre-Hospital Continuing Education satisfies
this requirement.
{b} A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical techrician or paramedic currently
certified under chapter 401, Part {ll, F.S., shaif be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure staff possess a current

. . (T
certification for four out of 28 (A, £, D, N, and L)
sampled staffs.
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Findings included:

Record review showed The Administrator was
hired on 12, Staff £ hired on , Staff
D hired on , Staff N hired on

and Staff L hired on ; the record showed
no training in file and each staff work one in
each floor.

On at 11:45 PM Staff N, Med tech
stated that she has been working in this place for
over three years. She has worked all the shifts
since she is starting working. With reference to
elopement drills and all other trainings like ,
"t do not know what trainings | have taken; | just
know that | have taken so many trainings and |
think that is one of them.” She continues, "my
main work at night is to go and check on the
residents that | have to take care off and make
sure that they are fine and if they need to me
re-position | do it."

On at 2:13 AM the Administrator stated
that we should have all the necessary trainings
and her assistant is the one in charge of getting
all that for them and she did not know why the
trainings were not in file.

Class Il

A083) 59A-36.012(2) FAC Food Service - Dietary
$8=1| standards

{2) DIETARY STANDARDS.

(a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans, 2010,
which are incorporated by reference and

A083

A083
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Continued From page 42

available for review at:

hitp:/iwww. firules.ol e.asp?No
=Ref-04003, and the current summary of Dietary
Reference Intakes established by the Food and
Nutrition Board of the tnstitute of Medicine of the
National Academies, 2010, which are
incorporated by reference and avaiiable for
review at:
hitp:/fiom.edu/Activities/Nutrition/SummaryDRis/~
‘media/Fi tivity%20F il ition/DR1s/New
%20l DRI%20Vaiues %20 yTable
$%2014.pdf. Therapeutic diets must meet these
nutritional standards to the extent possible.

(b} The residents’ nutritional needs must be met
by offering a variety of meals adapted fo the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes, For facilities with a
ticensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c} All reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule,
The annual review must be documented in the
facitity files and include the original signature of
the reviewer, registration or license number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

AD093
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2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facitity for 6 months.

(e} Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facifities that offer residents a varisty of food
choices through a setect menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facitity must document a resident's refusal
to comply with a therapeutic diet and provide
notification to the resident's health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hotrs nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the

AD093
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purposes of ., the time between meals.
(g} Food must be served atiractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaplive equipment if needed by any
resident, must be on
{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents fo serve, must be on

at all imes. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration, Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to ensure dietary needs
were met using standardized recipes for 13 out of
118 sampled residents who had an indicated
special diet, diet, puree, and mechanical
soft food (Residents #39, 8, 11, 41, 48, 114, 56,
78, 113, 118, 64, 104, and 110).

Findings included:

On at 10:30 AM Staff R, the food
manager, stated there was no list of residents
who required a or pureed diet. "We get to
know the residents likes and dislikes ere. We are
fike family here. We have foods like
sugar free Jell-O, cake, fresh fruits. But
the company we order foods from that is
a special order, which we would have to do in

AD093

advance.”

AHCA Form 3
STATE FORM

20-0007

s

Jassy

If continuation sheet 45 of 150




Agency for Health Care

PRINTED. 07/21/2022
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11969444

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

071122022

NAME OF PROVIDER OR SUPPLIER

PLAZA AT PARKSQUARE (THE)

2940 NE 207 STREET

AVENTURA, FL 33180

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 x6)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)

A093

Continued From page 45

On at 8:52 AM Resident #39 stated,
"They don't have food for , there Is no
specific diet for , they don't have a menu.
Alf their food has either too much salt or too much
sugar. | have complained a iot, | complain every
month at the meetings, and | have told the
Director and the Director's Boss, but nothing
changes.”
Record review of Resident #39's heaith
assessment showed diagnoses:

, . . , Special
diet: Calories Controlted.

During an interview with Staff R, he stated that
there was no list of residents who required
special diet. Resident record review showed that
Resident #114, and 104 required puree diet,
Resident #64 required mechanical soft foods and
Residents #8, 11, 41, 48, 114, 56, 79, 113, 118,
and 110 required diets.

Review of Resident #104's record revealed no
ion of a health

On at 8:20 AM during an interview with
Staff AD she stated, "we have a few residents
who are under puree diet, for example resident in

, Resident #104, but we give him the
puree only for lunch and dinner.

Observation on at 9:30 AM revealed
Resident #104 in his room with a delivered
breakfast tray of scrambled eggs, a muffin, and
yogurt.

On at $:40 AM The PDA stated "He eals
this for breakfast. For lunch he has soup, and for
dinner | sometimes make him something

AD093
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him because he is . but if | put a cup of juice
inhis then he can drink it himself."

According to the National Institute of Health,
People with ., ... ., . have difficulty swallowing
and may even experience , while swaliowing
{ ... ...) Some people may be completely
unable to swallow or may have trouble safely
swallowing liquids, foods, or saliva. When that
happens, eating becomes a challenge. Often,
.o ... Makes it difficult to take in enough
calories and fluids to nourish the body and can
fead to additional serious medical problems.

On at 2:49 PM on a phone interview with
the son of resident #104 he stated, "my father is

and since he has been living in that place he
has been eating fine and eating puree. | know
that if he wants to eat something eise.”

Review of resident #11's health assessment
showed diagnoses: | ' s

T ) { . »
Behavioral status: OBS {organic . 3

o . Special diet: No added sait.
Review of Resident #41's health assessment
showed diagnoses: { IN
Speciat diet:

Review of Resident's #48's health assessment
showed diagnoses of .
PR . Special diet:
diet.
Review of Resident #114’s health assessment
showed diagnoses; Blank, Special diet: Regular
Diet - Other: Ground nectar thick liquid.

Review of Resident #56's heath assessment

AD093
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showed diagnoses; P .
" , Frequent { .

) Speciat diet: Calories controlied,

Review of Resident #79's health assessment

showed diagnoses; c/p exhalation,

Speciat diet: Low fat.

Review of Resident #113's health assessment
showed diagnosis of ,
, Overactive '

P . [ - »
Spacial diet: Regular and no added salt.

Review of Resident #118's health assessment
showed diagnosis of acute left MCA {Middie
s Type b » Vs un
hyponatremia. Special dietary instructions: soft
and bite sized diet with thin liquids- consistent

Review of Resident #110's health assessment
showed diagnosis of . .
. ;o , vand

. Special diet: Regular and no added sait.

Review of the resident record showed Resident
#8's health assessment was missing.

Observation on and revealed
Resident # 8 eating sliced hotdogs for breakfast
and/or funch. A review of the resident record
found no documentation of the resident
requesting hot dogs. On at8:AMina
phone interview, Resident #8's niece stated; "My
aunt has been living in that place since |, of
this year and | put her in that place because it
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food that they were giving her looked very good
and she was very happy with it, | did not know
that they had been giving her for breakfast: hot
dog; lunch and dinner: hot dog and mashed
potatoes or grilled chicken . | thought that
they were giving her good food. | am right now in
Chicago, and | wilf call them and ask what
happened.”

Review of Resident's #64's health assessment
showed diagnoses of health assessment
diagnoses of . limitation on

and \ : Special diet: no added
salt diet and puree,

Review of all resident records found no
documentation that any resident waived their
therapeutic diet.

Class Il

A 152| 59A-36.014(3) FAC Physical Plant - Safe Living
$8=1| 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
waorking order.

{b} Pursuant to section 428.27, F.S., residents
must be given the option of using their own
belongings as space permits. When the facility
supplies the furnishings, each resident bedroom
or steeping area must have at least the following
furnishings:

AD093
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1. Aclean, comfortable bed with a matiress no

iess 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. Acloset or wardrobe space for hanging

clothes,

3. A dresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside tamp or fioor

famp, 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 available linens and

personal laundry services for residents who

require such services. Linens provided by a

facitity must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to provide a clean and
safe environment for all residents.  There were
insufficient cleaning supplies and sanitary
products availble for resident use. Roaches were
cbserved in the facility.

Findings Include:

1

On at 1:05AM, the Administrator
stated “We have pest problems. We do

preventive kitchen for roaches, kitchen sink for
flies there are maintained every two weeks.
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On at approximately 8:14 AM was
observed a roach on the floor in # s
where resident #112 was staying.

On at 8:16 AM staff Q stated, "l have
not seen any pest service that have come to this
place.

On at 9:30AM, Resident #118 stated,
"I saw a roach in my drawer last week and | told
management, but | don't know whether they
sprayed my room.”

Observation on at 9:30 AM showed in

# » were residents # 109 and 110 were
staying, around the window the paint was peeling.
On at 9:35 AM Resident # 109 stated,
"that has been like that for a while, they need to
come and fixit"

On at 10:17AM, Resident #112 stated
that the facility was clean but there was a roach in
her drawer last week, the week of

On at 10:15 AM the Administrator
stated, "the facility has had contract with one pest
control company for a few months already, but it
was not working, and the facility had to hire a new
pest control company to take over and give the
proper treatment to the room infested with bed
bugs."

2)

On at 10:23 am, observation revealed
40 rolls of toilet paper, no sanitizer or
cleaning solution in the facility storage area. Staff
AC stated that there was one bettle of cleaning
solution that was being rationed out on all 10
fioors . She stated that there was no working

A152
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vacuum cleaner and that the carpets were bing
swept when families complained that the floors
wer dirty. She stated that the houskeeing
manager had said that supplies were too
expensive, and so none had been ordered. She
further stated that staff had "no gloves, no
sanitizer, nathing to protect ourselves.” She
stated that many of the residents were

of feces, and it was difficult to clean without the
supplies,

On observation at around 11:00 am in
the staff office: Assistant Wellness Director
asked housekeeping staff to go to the third floor
to remove feces from and clean the sink in unit
310. Observed the housekeeper to have a bottle
of cleaning solution. She stated 'this is the only
cleaner | have'. The Assistant Wellness Director
told her to keep the bottle with her and spray
some of the solution in the area so that it could be
cleaned.

On at around 10:00 the storage room
where all the cleaning supplies and sanitary
products were kept for the facility was observed
to have two small containers of sanitizer.
There were no cleaning supplies, paper towels, or
toilet paper.

On at 10:30 AM during and interview
with the supervisor of maintenance he stated, "l
placed the order yesterday at around 5:30 PM
and usually takes 24 to 48 hours for the supplies
to come, but for now we have enough to keep the
facliity clean and keep cover all the resident's
necessities.”
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Continued From page 52
Class Il

59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
(a) Resident demographic data as follows:

1. Name,

2. .

3. Race,

4. Date of birth,

5. Place of birth, if known,

6. Social security number,

7. Medicaid and/or Medicare number, or name of
other health insurance '

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and telephone number of the
health care provider and case manager, if
applicable.

(b} A copy of the Resident Health Assessment
form, AHCA Form 1823 described in rule
59A-36.006, F.A.C.

{c} Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.

{d} Documentation of a resident's refusal of a
therapeutic diet pursuant to rule 59A-36.012,
F.A.C., if applicable.

{e} The resident care record described in
paragraph 59A-36.007(1)(e), F.AC.

HA . . record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents

A152
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Continued From page 53

receiving assistance with the activities of daily
fiving must have their recorded
semi-annually.
{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 58A-36.006, FA.C., if
such consent is not included in the resident's
contract.
(h} For facilities that manage a pill crganizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to rule 59A-36.008, F.A.C.
{i) A copy of the resident’s contract with the
facitity, including any addendums to the contract
as described in rule 59A-36.018, F.A.C.
(j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in section 428.27, F.S,
{k} For any facility that maintains a separate trust
fund to receive funds or other property beionging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in section 429.27, F.S.
{I) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
.. ), CF-ES 1008,

. which is hereby incorporated by reference
and available for review at:
http/iwww. firules.ol asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facitity i the facility can demonstrate that it has
made a good faith effort fo obtain the required
documentation from the Department of Children

A162
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and Famifies.
(m) Documentation of the | ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in rule 59A-36.006,
F.A.C.
(0) The resident's ,DH
Forrn 1886, if applicable.
{p} For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to the following at
the discretion of the facility:
1. Alog listing the names of residents
participating in this arrangement,
2. The resident demographic data required in this
paragraph,
3. The health assessment described in rule
59A-36.006, FAC.,
4. The resident's contract described in rule
59A-36.018, FA.C; and,
5. A heaith care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the
facility,
{q) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a tonger period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.
{r} it resident records for
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facitities holding a limited mental heaith, extended
congregate care, or imited nursing services
ticense are provided in rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a completed health assessment for
28 out of 118 sampled residents (Residents # 4,
6,20, 21, 25, 27, 28, 30, 32, 33, 40, 43, 48, 49,
70,73, 79, 80, 85, 87, 88, 91, 92, 100, 107, 110,
113, 114).

Findings included:

Review of Resident #4's health assessment
showed the special precautions section was left
blank.

Review of Resident #6's health assessment
showed the special precautions and elopement
risk sections were left blank.

Review of Resident #20's health assessment
showed the special precautions section was left
blank.

Review of Resident #21's heaith assessment
showed the special precautions and elopement
risk sections were left blank.

Review of Resident #25's health assessment
showed the special precautions section was left
blank.

Review of Resident #27's heaith assessment
showed the elopement risk section was left blank.

Review of Resident #29's heaith assessment
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showed the special precautions section was left
blank.

Review of Resident #30's heaith assessment
showed the special precautions section was left
blank.

Review of Resident #32's heaith assessment
showed the special precautions section was left
blank.

Review of Resident #33's heaith assessment
showed the physical or sensory limitations,

o . »and special precautions sections
were left blank. Also, the section on the first page
that should be completed by the facility was
incomplete and the last page was left blank.

Review of Resident #40's health assessment
showed the special precautions section was left
blank.

Review of Resident #43's health assessment
completed showed that the
nursing/treatment/ ., service requirements
section was left blank.

Review of Resident #46's heaith assessment
completed showed the first page was
missing.

Review of Resident #49's heaith assessment
showed that the health care provider did not date
it and the section on the first page that should be
completed by the faclility was incomplete.

Review of Resident #70's health assessment
showed the special precautions and elopement
risk sections were left blank.
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Review of Resident #73's health assessment
showed the elopement risk section was left blank.

Review of Resident #79's heaith assessment
showed the special precautions section was left
blank.

Review of Resident #80's heaith assessment
showed the special precautions section was left
blank.

Review of Resident #85's heaith assessment
showed the special precautions section was left
blank.

Review of Resident #87's heaith assessment
showed the special precautions section was left
blank.

Review of Resident #88's heaith assessment
completed showed the health care
provider's credentials were missing.

Review of Resident #91's heaith assessment
completed showed the special
precautions section was left blank,

Review of Resident #92's heaith assessment
completed showed the type of
assistance needed with medications was left

and the i s
service requirements and special precautions
sections were left blank. Also, the section on the
first page that should be completed by the facility
was incomplete.

Review of Resident #100's health assessment
showed the special precautions section was left
blank.
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Review of Resident #107's health assessment
showed the special precautions section was left
blank.

Review of Resident #110's health assessment
showed the special precautions section was left
blank.

Review of Resident #113's health assessment
completed showed the special
precautions section was left blank.

Review of Resident #114's health assessment
completed showed the first page was
missing.

On at 10:51 AM, the Administrator
stated that when the health assessments were
done, they tried to have them completely from the
physician or family members who brought them
and ensure was complete. The Administrator
further stated that physicians never done the
health assessments correctly on the first time.

Class i

42023( & ) FSRisk 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, facifity incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond

A162
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quickly to identify quality differences.

(2) Every facility licensed under this part is
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 result of the
resident’s condition and results in:

2. or damage;

3. Permanent - 4

4. or of bones or joints;

5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;

6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due to the incident rather than the
resident’s condition before the incident; or

7. An event that is reported to law enforcement or
its personnel for investigation; or

{b) Resident elopement, if the elopement places
the resident at risk of harm or injury.

{3} Licensed facilities 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
rust 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 onfine portal, or if the
portal is offline, by electronic mail, a full reportto
the agency on all adverse incidents specified in
this section. The report must include the resuits

A185
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of the facility’s investigation into the adverse
incident.

{6) , negtect, or | must be
reported to the Department of Children and
Families as required under chapter 415.

({7} The information reported to the agency
pursuant o subsection {3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 485 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
$.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 disciptinary action
by the appropriate board, the agency shaii report
this fact to such regulatory board.

(9) The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10) The agency may adopt rules necessary to
administer this section.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
faited to submit an adverse incident within one
business day and within 15 days after the incident
to The Agency for Healthcare Administration
{AHCA) for three out of 118 sampled residents
{#1, 2 and 3). The facility also failed to report

to the Department of Children and
Families for one of 118 sampled residents.

Findings included:

Review of AHCA Incident Reporting System
{AIRS)on at 3:03 PM showed that the
facility did not have an adverse incident report on
file for the fast six months.

Review of Resident #1's health assessment
showed completed on Diagnoses:

PP T . . Activities of
daily living: Needs assistance with ambulation,
bathing, self-care (grooming), toileting, needs
supervision with eating, and transferring.

Review of Resident #1 internal incident report
showed that she was found to have a black
on an undermined date.
On al 8:32 AM Staff U stated that
regarding the black , and the dragging- L.ate

. orearly , when she came to work the
next day, the night crew (Staff D and K) said that
Resident #1 out of bed. Her daughter was
notified, the administrator and the Director of
Nursing (DON) were notified on at 9:00
the Administrator stated that she was not aware
of anyone being dragged by their hair and was
not aware of other injuries.

A185
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no documentation of the injury in the resident
record, however staff provided pictures they took
of the resident with their personal telephones.
According to Staff U (CNA/med tech) the photo
was dated ., ., . The administrator
denies that the resident was abused, and she
appeared to be unaware of the incident. The staff
also provided photographic evidence of -
on the resident's . The resident received
no medicai care. The resident also had two
documented injuries when her wheelichair
allegedly backwards, and she struck her

on the floor. There was no documented medical
care.

A review of the facility’s internal incident reports
related to the showed that the DON {Director
of Nursing) placed an ice pack on the resident's

. The form showed that the resident's family
and physician were contacted for the
backward of the resident.

On at 2:35 PM on a phone intetview, the
family member (Daughter) stated that they had
not been called regarding the 7 injuries/
black , . The family further stated that they had
taken a picture of Resident #1 in Ly at
which time she also had a black , and stitches.
They had not been contacted by the facility
regarding this incident either.

Review of Resident #2 internal incident log
showed that she had had been dragged across
the floor by Staff C. There was no documentation
of the incident in the resident's record.

According to a note in the staff log, the incident
happened on or around . 2022.

Review of Resident #2's health assessment

A185

completed on showed Diagnoses:
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» S . Behavioral
status: Mild  Activities of daily
fiving: Independent with ambulation, eating,
tolleting, and transferring, needs supervision with
pathing, . and self-care (grooming).

On at 6:25 AM Staff L (caregiver) stated
that she was present during the incident of the
Resident #2 being dragged across the floor by
Staff C. She stated that Resident #2, who was
difficult to deal with due to her of

, was refusing to go to the shower.

Staff L tried to encourage the resident to shower
by telling her that her family was coming to visit,
nhowever Staff C became impatient, grabbed
Resident #2 by her left arm (she later stated that
this left a ), and the resident o the floor
since she had been holding on to a broken
assistive device {walker). Staff L stated that Staff
C then dragged Resident #2 to the shower.
Resident #2's or became bloody from
the (being dragged across the carpet).
DON {Director of Nursing) bandaged the
residents’

On at 8:25 AM, the DON claimed that
no one told her about the

Areview of an internal Facility incident report
showed that Resident #3 was found to have

on her arms and . This resident
was also in the memory care unit. There was no
documentation of the incident in the resident
record, and there was no documentation of an
investigation into the incident, or any medical care
provided to the resident.

Review of Resident #3's health assessment
completed on , Diagnoses: .
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Behavioral status: . Activities of daily
fiving, ADL's: Total in alf of them. The resident
needed total care with ali activities of daily living
except Eating, with which she needed assistance.

On and , the Administrator
stated that her investigation of these incidents
was documented on the internal incident report. A
review of these documents found no
investigation,

On at 10:53 AM during the interview
with the administrators she stated, after our
investigation we did not classify it as an . 80
that's why we did not file an AIRS or report to
other state agency.

On at 6:30 AM Staff L stated that
regarding whether she was on duty or if she knew
anything about Resident #2 being dragged, "It
was me and Staff . .. ) asked her to help me.
We were going to bathe her, When she's
{Resident #2) agitated, | just leave her alone untit
she calms down. | say some things to motivate
her, like | tell her the family is coming, her son or
her granddaughter, just tell that to motivate her.
8he had a watker there. It was unbalanced. She
got up walking, holding the watker. We were
going to shower her, but she didn't want to go to
the shower. She held the walker, and the handle
came out. Staff C tried to pull her up, grabbed
her and held too tightfly] on the arm. Staff C was
dragging her to pull her up and get her into the
shower. This is how she got the on her

. This was a few months ago in or

. Staff U documented it in the book."

Class Il
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Continued From page 65

59A-36.019(3) FAC Emergency Mgmt - Plan
Implementation

{3) PLAN IMPLEMENTATION.
{a) All staff must be trained in their duties and are
responsible for implementing the emergency
management plan.
{b} If telephone service is not available during an
emergency, the facility must request assistance
from local faw enforcement or emergency

in

communication.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facitity faled to implement the emergency
management plan for 13 out of 13 sampled
residents, The facility failed to maintain trained
and qualified staff that are required to implement
the emergency management plan.

Findings.

The staff on and did not
know the full facility census, including the number
of residents on their assigned floors.

Interviewed on at 11:00 PM, Staff O
stated that she was the shift leader for the
overnight shift. Staff O stated further that she did
not know the census, nor could she explain the
elopement drilt. She (Staff O) referred to an
elopement drilf as a fire drill.

Interviewed on at 11:05 PM Staff £
stated, ") don't know how many residents are in
the building.”

A182

A182

Interviewed on at 11:16 PM Staff O
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Continued From page 66

stated that she worked every floor but was
assigned fo the Memory Care Floor (3rd) and did
not know the facility census.

Areview of the fire department report on

showed that the fire department was
dispatched to the facility on at 11:23
PM. The report stated further, "Arrived and found
slight odor of burnt food on the 3rd floor. No sign
of fire. Employee advised that they were cooking
popcorn in the microwave when they began to
smell it .- Employee stated that they threw
food away, but odor persisted. Fire crew assisted
employees with by using fire
department fan. Fire crew cleared scene after
finding no emergency.”
Areview of the facility census showed 13
residents on the Memory Care Unit (3rd floor):

Acreview of Adverse Incident database found no
report of a fire or fire department being
dispatched on on the Memory Care
Unit (3rd floor). There was no noted
documentation of the incident on

showing the floors that were evacuated. The
facility provided no docurnentation for the past
two years of fire drills involving residents upon
request.

Resident #1 was admitted on .
Reviewed the Health Assessment of Resident #1
completed on showed a diagnosis of

, , Atherosclerotic
{ASHD), and . Resident was not listed as
a precaution. Activities of daily fiving showed
supervision in transferring, but assistance needed
in ambulation, bathing, . self-care, and
toileting and total in bathing.
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Resident #2 was admitted on LA
review of the Health Assessment of Resident #2
completed on showed a diagnosis of
P and
. Resident has no . precautions and
not fisted as an elopement risk. Activities of daily
showed independence in ambulation, eating,
tolleting and transferring, but needed supervision
in bathing, . and self-care.

Resident #9 was admitted on LA
review of the heaith assessment showed

Co b
. Behavioral Status: Alert, awake
and oriented x1. Special precautions.
Activities of daily living showed resident needed
supervision with ambutation, eating, toileting, and
assistance with bathing, . self-care,
tolleting and transferring.

Resident #3 was admitted on and is
under hospice care A review of Resident #3's
Health Assessment showed a diagnosis of

. Activities of daily living showed
resident needed total care in ambutation, toileting,
bathing, » transferring but needed
assistance in eating.

Resident #13 was admitted on andis
under hospice care. A review of the Resident
#13's Health Assessment showed a diagnosis of

Agctivities of daily living showed resident needed
supervision in ambulation, eating, self-groom,
bathing, toileting and transferring. Resident was
a . precaution.

Resident #14 was admitted on A
review of Resident #14 health assessment was
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diagnosed with . . and
) . Activities of da‘ly living showed
resudent needed assistance in bathing, -

self-care, toileting, and transferring but needed
supervision in ambulation and eating. Resident
was listed as a precaution.

Resident #4 was admitted on A
review of Resident #4's health assessment
showed a diagnosis of | . Activities of

daily living showed independence in ambulation,
eating, toileting and transferring, but resident
needed assistance in seif-grooming and bathing.

Resident #5 was admitted on A
review of Resident #5s health assessment
showed a diagnosis of a , .

. wedge of unspecified

Activities of daily living showed resident needed
assistance with ambulation, bathing, -

toileting, and transferring, but needed supervision
in self-grooming and independence in eating.

Resident #7 was admitted on A
review of Resident #7's health assessmer\t
showed a diagnosis of . ,and

. Activities of daily living showed
res!dent independent ambulation, eating, bathing,
self-grooming, toileting, and transferring.

Resident #10 was admitted on andis
under hospice care. Areview of Resident #10's
health assessment showed a diagnosis of
intracapsutar of feft and major

. Activities of daily fiving
showed resident needed assistance with
ambulation, eating and transferring, but needed
total care in self-grooming, bathing, and toileting.

Resident #17 was admitted on . A
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Continued From page 69

review of Resident #17's health assessment
showed a diagnosis of

Residentisa . risk. Activities of daily hvmg
showed resident needed assistance with
ambulation, bathing, self-grooming, eating,
toileting and transferring.

Resident #11 was admitted on LA
review of Resident #11's health assessment
showed a diagnosis of and

. Activities of daily fiving showed
resident needed assistance in ambulation,
pathing, self-grooming, eating, toileting, and
transferring.

In addition to the residents on the memory care
unit, there are residents on other floors receiving
hospice care services that needed to be
evacuated as well to include:

Resident #27 resided on the 2nd floor

# and is under hospice care. Activities of
daily tiving showed resident needed assistance in
ambulation, bathing, .« eating, toileting,
and transferring. Resident is listed as a
precaution.

Resident #56 resided on the 7th floor #
and was under hospice care. Activities of daily
fiving showed resident needed assistance in
ambulation and bathing and is independent in
eating, toileting and transferring. Resident was
listed as a precaution.

Resident #88 resided on the 9th floor #
and was admitted and is under
hospice care. Areview of the health assessment
showed medical history and diagnoses of

( b [
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right sided . atherosclerotic

(ASHD), . Activities of
daily living showed resident need assistance in
ambulation bathing, . eating, toileting and
transferring.

Resident #1189 resided on the 6th floor

# and is under hospice care. Activities of
daily living showed resident needed total care in
ambulation, bathing, . eating, toileting
and transferring.

Interviewed on at 12:15PM, the
Administrator stated that the fire alarm went off
when on . The administrator stated
that it was the panel downstairs on the first floor
behind the reception desk that went off. We
started to evacuate. The fire department came
out.”

Interviewed on at 7.08PM Staff AA
stated that her last day working was ., .,

, and the fire was on the memory care floor,
Staff AA stated further, "A staff called me and told
me. When it happened, someone posted it on
the group chat. There was a fot of smoke. They
(administration) covered it up. The staff did not
know what to do. Just look in their files. We did
not do fire drills when | was there. | was there
since this place opened."

Interviewed on at 10:23AM Staff AB
stated that she has been working at the facifity for
seven months. Staff AB stated further, "More
people on the 9th floor are able to help
themselves, but more people on the 6th floor
need help. | work the 6th and 8th floor alone.”
When asked what she would do if there was @
fire, Staff AB stated, "l would use the stairs, but
would be unable to evacuate the since most of

A182
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would need to come and get us.”

Class Il
AQGO| Initial Comments. A000

A Complaint Investigation (complaints numbered
2022005161 and 2022009263) was conducted at
Plaza at Parksquare (The} on to

. Deficiencies were identified at the
time of the survey.

A008) 429.26(. ) FS; 50A-36.006(2) FAC Admissions - A008
$8=F | Health Assessment

429.26

(5) 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 facifity, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner's form or on a
form adopted by agency rule. The medical
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 i of the resident's issi

to or continued residency in the facility. The
medical examination form may only be used to
record the practitioner's direct observation of the
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
facility and must be used only as an informative
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Continued From page 72

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
facliity'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 medicat
examination under this subsection and s.
429.07(3)(b)6.

{B) 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
individual has been by a p: iatrist,
clinical psychologist, clinical social worker, or
s 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
be in the facility within 30 days after the mental
health resident has been admitted to the facility.
An evaluation completed upon discharge from a
state mental hospital meets the requirements of
this ion refated to appropri for

A008
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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 personnel
shail 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 shail advise
and assist the facility administrator when the
special needs of residents who are recipients of
e require such

assistance.

59A-36.008

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-fo- 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 60

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 limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of dally living,

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

A008
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with the administration of medication,
6. Whether the individual has signs or symptoms
of R

.. . or any other
communicable . which are fikely to be
transmitted to other residents or staff,
7. A statemnent 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 &
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 availabte onfine at:
http:/iwww firules.org/Gateway/reference.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 to the facility.
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
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provided.
{c) Medical examinations of residents placed by
the department, by the Depariment of Children
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.S. 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 practiti
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
415.1051, F.8,, 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
facility's admission and discharge log and
counted in the facifity census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule Is not met as evidenced by:

A008

Based on record review and interview, the facility
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failed to ensure that five out of 118 residents
(Resident #8, #96, #101, #104, and #116) had a
health assessment within 30 days of placement
into the facility.

Findings included:

Review of Resident #8's record revealed he was
admitted to the facility on . Further review
revealed no documentation of & health
assessment (AHCA Form 1823).

Review of Resident #96's record revealed she
was adrmitted to the facility on . Further
review revealed no documentation of a health
assessment (AHCA Form 1823).

Review of Resident #101's record revealed he
was admitted to the facility on . Further

review revealed no documentation of a health
assessment {AHCA Form 1823).

Review of Resident #104's record revealed he
was admitted to the facility on . Further
review revealed no documentation of a health
assessment (AHCA Form 1823).

Review of Resident #118's record revealed he
was admitted to the facility on . Further
review revealed no documentation of a health
assessment (AHCA Form 1823).

During an interview on at 10:48AM, The
administrator stated "the health assessments
couid have been getting updated. When a
physician comes in we pull them so we can
have them updated by the physician on their
visit."

Class Ili
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428.26( ) FS; 59A-36.006(4) FAC Admissions -~
Continued Residency

429.26 Appropriateness of placements;
exatninations of residents.-
{1) The owner or administrator of a facility is

ible for ining the appropri
of admission of an individual to the facility and for

ining the conti approp 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
infaw or rule related 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 facifity:
{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 all 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 individuat
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
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 facifity and the hospice will meet the
scheduted and unscheduled needs of the
resident, including, if applicable, staffing for

A01Q
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nursing care.

(d)1. Except for a resident who is receiving
hospice services as provided in paragraph (¢), 2
facitity may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, 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

c. Sit safely in a chair or wheelichair without
personal assistance or a physical .

2. Aresident may continue to reside in a facility 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
infact. In the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.

(3}A ici ician assistant, or

practice registered nurse who is employed by an
assisted living facility to provide an al
examination for admission purposes may not
have financial interests in the facility.
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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-
medicaf examination by a health care practitioner
at least 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 the
practitioner's form or on AHCA Form 1823, which
s by in (2)b)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving ficensed hospice services pursuant to
Section 429.26(1)(c), F.S.
{b} A resident requiring care of a
may be retained provided that:
1. The resident contracts directly with a 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 practitioner,
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
practitioner, the resident must be discharged
from the facility.
{c}A , it resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions.
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are met:

1. The resident qualifies for, is admitted to, and
consents to 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
faciiity, develops and implements an
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 all 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 ficense.

{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ticense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or training.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, FA.C.

This Statute or Rule Is not met as evidenced by:
Based on observation, and interview the facility
failed to ensure the appropriateness of continued
residency for one out of 118 sampled residents
{Resident #104).
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Continued From page 81

Findings included:

Observation on at 9:30 AM revealed
Resident #104 in bed with two half bed rails in the
up position, bag for the attached to
the hospital bed, ,, tankand
concentrator in room.

During an interview with Resident #104's private
duty aide on at 9:32 AM, she stated "l
give him ait his medication and his care. The staff
here doesn't do anything for the resident except
cleaning two times a week."

During an interview on at 9:42 AM,
Resident #104's family member stated "No he's
not on hospice yet. He uses a wheelchair; he can
walk a fittle bit, but he is scared to walk because
helis

Review of Resident #104's record revealed he
was adrmitted to the facility on . Further
review of Resident #104’s record revealed no

ion of a heaith
(AHGA Form 1823).

Class Ili

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

AD10
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Continued From page 82

must ocour 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
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 fo 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 fo 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
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resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilnesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview, the facility
failed to provide adequate supervision as
appropriate for each resident to ensure
awareness of the general health, safety, physical
and emational well-being for 11 out of 119
sampled residents (Residents
#1,2,11,27,38.41.61,73, 78, 86,97). Resident #3
sustained a \ . and
Resident #78 sustained a left after a

. Residents #11, #27, and #61 suffered
hematomas to the - Residents #1 and
#73 sustained at multiple places on
their bodies. Resident #39 suffered a hematoma
to the right

Findings:

1) Areview of an incident report dated

showed at around 3 PM, "[Resident #1] was out

herroom,  on the floor. She was helped by

staff to her room she was put into bed.” The
resident was assisted inside her room. The
staff noted that the resident had no apparent
injuries.

Areview of a second incident report dated
showed,” CNA noticed this morning
and brought to my attention resident

has a on the right that wasn't there

while on her shift helping a coworker with the

A025
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A review of a third incident report dated

at showed at 2:21 PM showed
Resident #1 tilted her chair backward, resulting in
the resident falling over and hitting her on
the floor. Staff did not notate if the resident
sustained any injuries.

Areview of Resident #1's progress notes dated

. "Resident extremely agitated, she
rocked her wheelchair backward and it tilted over,
resident hit her .No sustained.”

Areview of a fourth incident report dated
showed the resident . in the dining

area on the 3rd floor at 5:28 PM. "Resident was
having her meal in the dining area when she
started tilting her wheelchair backward, resulting
in her chair tilting over and resident hitting the

of her " The resident was observed
with a to her .
Areview of the facility's post-  policy and
procedures showed if the resident has a
injury, the staff is to call 911 and "document in the
Resident's service notes any information about
the incident.”

On at 11:04 AM, when asked about
the process when a resident . the
Administrator stated, "The CNA (Certified Nursing
Assistant) and MedTech let us know of any |
MedTech assesses them, any injury they
should be sent out.”

Areview of Resident #1's progress notes showed
no documentation of the resident's  nor that
911 was cailed. Further review showed no
documentation of follow-up care with a physician.
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Resident #1's daughter stated, "End of .
that's when they moved my mother to the third
fioor. She had a black _, . with stitches on her
. . They said she . She went to rehab
because of the . . | didn't know if my mom had
again. They never calted me about her
failing."

Areview of Resident #1's health assessment
dated showed medical diagnoses and
ahistory of N , hyperlipemia,
. ,and

. The resident needed supervision with
eating and transferring and assistance with
ambudation, bathing, .+ grooming, toileting,
and transferring. The health assessment
indicated that the resident had no . precautions.
Further review of Resident #1's records showed
no documentation of an updated health
assessment after the resident

On at 11:04 AM, when asked about
the facility's preventive measures for the
residents with reoccurring , the Administrator
stated, "We don't have residents that have
multiple A

2) Areview of Resident #3's records revealed
doctor notes dated stating, "Follow up
atALF for home health and skilled nursing for
status post with wedge . and

Areview of the agency's adverse incident
database showed Resident #3's with injury
was not reported.

Areview of the facility's post-  policy and
procedures showed the facility completes "an
incident report. The time, date, and name of the
family member notified, including notification of

A025
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included. The time, date, and name of the
personal Physician notified if necessary.

A review of the facility records showed no
documentation of an internal incident report
completed for Resident #3's

A review of the facility’s incident report dated

showed, "CNA (certified nursing
assistant} noticed resident has on the left
and right arms. CNA stated were not
there yesterday during her shift.”

Areview of a second incident report dated

showed at 11:45 PM, during rounds,
Resident #3 was found on the ficor near her bed.
The resident had no apparent injuries.

A review of the facility's 24-hour communication
iog dated showed during the day shift
{6 AM- 2:30 PM)}, "Overnight said [Resident #3]
was found on the floor. No -

A review of Resident #3's progress notes showed
no documentation of any of the resident's

On at 12:10 PM, when asked why
there is no documentation regarding and
other injuries in the resident's records, the
Administrator stated, "staff received instruction
from the previous DON {Director of Nursing) not
to write anything down in the records. | am trying
to reverse this."

Areview of Resident #3's health assessment
dated showed medical diagnoses and
ahistory of ,, . o

,and ;

A025
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total care with assistance with ambulfation,
bathing, » grooming, toileting, and
transferring. The heaith assessment indicated
that the resident had no precautions. Further
review of Resident #3's records showed no
documentation of an updated health assessment
after the resident

3) Areview of the facility's 24-hour
communication report dated showed
during the day shift (6 AM- 2:30 PM), Resident
#11 while frying to get out bed. Staff noted that
the resident had no .

Areview of the facility's post-  policy and
procedures showed the faclity completes "an
incident report. The time, date, and name of the
family member notified, including notification of
the Responsible part, if different, should be
included. The time, date, and name of personal
Physician notified if necessary."

A review of the facility records showed no
fon of an incident for
Resident #11's

Areview of an incident report dated

showed at 4:10 PM: "Resident was walking in the
hallway, she turned around when she reached
[room]and .. as she tumned in front of the room."
The resident sustained a hematoma to the
forehead.

Areview of the facility's post- . policy and
procedures showed if the resident has a

injury, the staff is to call 911 and "document in the
Resident's service notes any information about
the incident.”

On at 11:04 AM, when asked about
the process when a resident . the
Administrator stated, "The CNA (Certified Nursing

A025
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Assistant) and MedTech let us know of any
MedTech assesses them, any injury they
should be sent out.”

Areview of Resident #11's progress notes
showed no documentation of the resident's

on and - Further review
showed no notation that 911 was called or if there
any follow up care with the resident's health care
provider.

Acreview of Resident #11's health assessment
dated showed medical diagnoses and
ahistory of ,, , right injury,
. , hyperfipemia,
, COVID-18 post status, and

s ,and

. The resident needed assistance with
ambulation, eating, bathing, » grooming,
toileting, and transferring. The special
precautions section on Resident #11's health
assessment was left blank.

Further review of Resident #11's records showed
no documentation of an updated health
assessment after the resident's

4) Areview of Resident #27's progress notes
dated showed, "[Resident #27] came
having ice cream shake with son. She |
passed out 2x, and was lifeless in his arms, he
said , . were flattening in her . and she
was very ; she drank the entire shake." Staff
assessed the resident and recommended that
Resident #27's son take his mother o the
hospital to be evaluated. Resident #27's son
transported the resident to the hospital.
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Areview of Resident #27's heaith assessment
dated showed medical diagnoses and
a history of |
PR e and ,, .
The resident needed assistance with ambulation,
eating, bathing, » grooming, toileting, and
transferring. The heaith assessment also
indicated the resident had ~ precautions.

During an interview on at 10:21 AM,
Resident #27 stated, "l don't bother using my
pendant to call the staff anymore because they
take too ong to come. | just knock on walls for
the staff to come. The staff doesn't yelt or treat
me badly. | fast week out of bed, and | had a
pump. They didn't send me 1o any hospital. They
just did what they had to do here.”

Areview of the facility's incident report dated

showed at 1:19 AM, Resident #27
was found on her on the floor. The resident
had no apparent injuries.

A review of Resident #27's progress notes
showed no documentation of the resident's . .
Further review showed no documentation that the
physiclan was contacted for follow-up care.

5) Areview of the facility's incident report dated
showed at 7:05 AM, Resident #39's
private duty aide informed staff that on the way to
use the bathroom without assistance, the resident
fost her batance and . . Staff noted that the
resident sustained no injuries. Resident #39 was
assisted by staff from the floor to the bathroom.

Areview of a second facility incident report dated

showed at 7:15 AM, "Resident’s PDA
{private duty aide) reported that resident was
trying to pick up her dog when she lost her

A025
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balance and . . She sustained a concussion to
herright _ " Staff assisted the resident from the
floor, and she was transferred to the hospital.

Areview of Resident #39's progress notes dated
showed, "transported to [hospital] due
to . . Resident sustained concussion to right
. . All parties aware.”

A review of Resident #39's hospital records dated
showed a History of Present liiness’

that showed "female presents to the emergency
department brought in by (emergency
medical services) for astipand . Patient was
bending over to pick up her dog forward hit
her . no loss of . Positive

strike, patient states she felt , prior to
falling. Patient complaining of hematoma over
right ., .. Patient lives at an ALF she states she's
been falling a lot lately.”

A review of the third facility incident report dated
showed at 7:30 PM, Resident #39

used her call light to notify staff she needed
assistance. Upon arrival, the resident was sitting
on her kitchen floor. When asked how she
Resident #39 stated that she felt a little . and

backward. She stated no | and refused
911. Staff notated the resident had no injuries or
redness.

A review of the facility's post-  policy and
procedures showed the facility "document in the
Resident's service notes any information about
the incident.”

Areview of Resident #39's progress notes
showed no documentation of the resident's
on and
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Areview of Resident #39's heaith assessment
dated showed medical diagnoses and
a history of . .

. The resident needed assistance with
ambulation, bathing, eating, self-care, toileting,
and fransferring. The health assessment also
indicated that Resident #39 had . precautions.
During an interview on at 10:30 AM,
the Director of Resident Care stated, "if | see the
resident has once or twice, | talk to the
doctor. Maybe the resident needs a walker or

Areview of Resident #39's progress notes
showed no documentation of the physician being
contacted or recommendations to prevent the
reoccurrence of . .

On at 11:04 AM, when asked about
the facifity's preventive measures for the
residents with reoccurring , the Administrator
stated, "We don't have resident's that have
multiple A

6) Areview of the facility's 24-hour
communication report dated showed
that Resident #41 was found on the floor.

A review of the facility's incident report dated
showed at 2:30 AM, "Resident #41
stated she was climbing onto her bed when she
{ost her bed when she lost her balance and .~ 1o
the floor. Resident stated that she hit the of
her on the footstool at her bedside." The
resident was observed to have a area on
the of her - The resident refused 911
and was assisted to the bed.
Areview of the facility's post- . policy and
procedures showed if the resident has a
injury, the staff is to call 911 and "document in the
Resident's service notes any information about

A025

AHCA Form 3
STATE FORM

20-0007

s

Jassy

If continuation sheet 92 of 150




Agency for Health Care

PRINTED. 07/21/2022

FORM APPROVED

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

AL11969444

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

071122022

NAME OF PROVIDER OR SUPPLIER

PLAZA AT PARKSQUARE (THE)

2940 NE 207 STREET

AVENTURA, FL 33180

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

A025

Continued From page 92

the incident.”

On at 11:04 AM, when asked about
the process when a resident . the
Administrator stated, "The CNA (Certified Nursing
Assistant) and MedTech let us know of any f
MedTech assesses them, any injury they
should be sent out.”

Areview of Resident #41's progress notes
showed no documentation of the resident's
nor that 911 was called.

Areview of Resident #41's heaith assessment
dated showed medical diagnoses and
a history of . The resident
needed assistance with ambulation, bathing,

. eating, grooming, toileting, and
transferring. The heaith assessment indicated
that the resident had no precautions.

Further review of Resident #41's records showed
no documentation of an updated health
assessment after the resident’s

7) Areview of the facility's incident report dated

showed at 10:36 AM, Resident #61
contacted the front desk for assistance. Upon
arrival, the resident was found on the fioor in a
sitting position. When asked how she .
Resident #61 stated that she felt L. The
resident’s family transported her fo the
emergency room.

Areview of the facility's post-  policy and
procedures showed the facllity "document in the
Resident's service notes any information about
the incident.”

Areview of Resident #61's progress notes

A025

showed no documentation of the resident's
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Further review of hospital records showed that
the CT (Computed o . L)scan
revealed that Resident #81 sustained a large
hematoma on the top of her

Avreview of Resident #61's heaith assessment
dated showed medical diagnoses and
a history of o . .
» overactive ,
The resident needed
- and assistance

supervision bathing,
i . The

with  toileting, and
resident had no . precautions.

Further review of Resident #61's records showed
no documentation of an updated health
assessment after the resident’s

8) Areview of the facility's incident report dated
showed at 2:35 PM, staff found
Resident #73 on the floor in his bedroom.

Areview of Resident #73's progress notes dated

showed, "Resident was found on the
floor in bedroom laying on . Did not explain
what happened. toleft _ cleaned and
dressed.”

Areview of Resident #73's heaith assessment
dated showed the medical diagnosis
section was blank. The resident needed
assistance with ambulation, bathing,

aating, grooming, toileting and transferring. The
health assessment indicated that Resident #73
had precautions.

A review of Resident #73's records showed a

A025
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.., services due to "declmlng functionat
status and balance

Further review of Resident #73's records showed
no documentation of the resident receiving
., ., or any interventions after the
resident . There also no documentation that
the physician was contacted for follow-up care.
9) Areview of the facility's incident report dated
showed at 11 AM, "Private duty aide
was with resident; she doesn't speak English and
couid not state what happened.” The resident
was assessed and picked up from the floor. No
apparent injuries were noted.

A review of a second incident report dated
showed at 8:30 AM, Staff was alerted
by a pendant light that Resident #78 was on the
floor. Upon arrival, the resident was found on the
fioor near the dining table. When interviewed, the
private duty aide stated, ") was in the bathroom
and resident was eating breakfast, and a hear a
big boom." Staff called 911 to have the resident
evaiuated and picked up from the floor.

Areview of Resident #78's progress notes
showed no documentation of the resident's
on and

Areview of Resident #78's heaith assessment
dated showed medical diagnoses and
a history of . s

sand . The
resident needed assistance eating and needed
totat care with ambulation, bathing,

grooming, toileting, and transferring. The heatth
assessment indicated that the resident had no
precautions.

A025
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no documentation of any interventions after the
resident first  on . Further review
revealed no documentation that the physician
was contacted for recommendations to prevent
the reoccurrence of

10} In an interview on at 10:30 AM,
Resident #86's son stated, "My mom has been
there since last year. She . in

.. She spent about 2 month in the hospital
and has been in rehab. She was getting out of the
bed, thenshe . ."

Areview of Resident #86's record showed a
prescription dated foran , ofthe
fight |, ,and | due to painfut -
Further review showed another prescription dated
for a wheelchair duetoa  with the
cage.

Areview of the facility's post~ . policy and
procedures showed the facility "decument in the
Resident's service notes any information about
the incident.”

Areview of Resident #86's progress notes
showed no documentation of the resident's

A review of Resident #86's hospital records dated

showed a 'History of Present iliness’
that showed, "Patient send from [facility] today
after she . Was found on ground this morning
and does not know why she . . She was seen
here two days ago for similar and found to have a
feft, which she complains stilf
hurts.”

Areview of the agency's adverse incident
database showed Resident #86's . and injury

A025

were not reported.
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Areview of the facility's post~ . policy and
procedures showed the facility completes "an
incident report. The time, date, and name of the
family member notified, including notification of
the Responsible part, if different, should be
included, The time, date, and name of personal
Physician notified if necessary."

A review of the facility records showed no
documentation of an internal incident report
completed for Resident #86's

On at 11:04 AM, when asked whether
the facility follows its prevention policy, the
Administrator stated, "Everything that's on there is
what we do.”

A review of Resident #86's heaith assessment
dated showed medical diagnoses and
a history of ‘s |

s . ,and

. . The resident was independent with
ambulation, eating, self-care (grooming),
transferring, and needed supervision with
bathing, _, and toileting. The health
assessment indicated that the resident had no
precautions.

Further review of Resident #86's records showed
no documentation of an updated health
assessment after the resident

11} Areview of the facility's incident report dated

showed at 6:10 PM, "Resident was
found in the dining on her . Presented with a
fump in the of the . She is awake and
alert. 911 was calied. Transported to {hospital]. All
appropriate parties notified.”

A025
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Areview of Resident #97's hospital records dated

showed a 'Chief Complaint’ of
"presented at the emergency department after
mechanical ground-level while ambulating
with her walker, hitting her watker on something
causing her to tip over, hitting the right occiput
with a bump on her -

Areview of Resident #97's heaith assessment

dated showed medical diagnoses and
a history of f
post-status , . . hypertensive

s . . and Seborrheic
Keratosis. The Resident is independent
ambulation, eating, grooming, toileting, and
transferring and needed assistance with bathing
and - The health assessment indicated
that the Resident had no precautions.

Further review of Resident #97’s records showed
no documentation of an updated health
assessment after the Resident

Areview of the facility's post policy and
procedures showed the facility completes "a

compl Isive to the
resident status, evaluate the need for 911
transfer, determine the risk of injury and

conduct follow up.”

On at 11:04 AM, when asked whether
the facility follows its prevention policy, the
Administrator stated, "Everything that's on there is
what we do.”

A review of all resident’s records showed no
fon of any

after the resident's
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Class |
A027| 59A-36.007(3) FAC Resident Care - Arrangement A027

88=K| for Health Care

{3) ARRANGEMENT FOR HEALTH CARE. in
order to facilitate resident access to health care
as needed, the facility must:

{a) Assist residents in making |, and
remind residents about scheduled ., ,

for medical, dental, nursing, or mental health
services.

{b} Provide transportation to needed medical,
dental, nursing or mental health services, or
arrange for transportation through family and
friends, volunteers, taxi cabs, public buses, and
agencies providing transportation.

{c} The facility may not require residents to
receive services froma | health care
provider.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to assist residents with arrangements for
heaith care services for at least fifteen out of 119
sampled residents (Residents #1, #2, #7, #11,
#15, #16, #36, #41, #43, #46, #73, #78, #83, #89,
and#115). Resident #36 complained of

and for 4 days before she was found
unresponsive then ultimately . Resident #1,
#11, #15, and #16 sustained muitiple with
injuries but received no medical intervention.
Resident #16 sustained a  with injuries but did
not receive any medical intervention until 2 days
after; Resident #16 was diagnosed witha |

Findings included:
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1.
Review of the facifity's 24- Hour Communication
Report dated showed that the facility
noted, "[Resident #36] complains of
Please keep ., .. on her". There is no
documentation that the medical provider was
notified of the situation. The 24-hour
communication report dated showed
“{Resident #38] resident complaints of
and . Please keep , onher". Thereis
no documentation that the medical provider was
notified about the situation. The 24-hour
communication report report dated
showed that during the day shift, [Resident #36]
“resident still complaints of and
. . . There

is no documentation that the medical provider
was notified about the situation. Report dated

showed that during the day shift
{second entry), [Resident #36] "resident was
found unresponsive. She was transported to
Aventura Hospital (locat hospital) via 911. All
parties aware”.

Review of Resident #36 Nurse's Notes dated

at 2:35 PM showed, "resident was found
unresponsive in her room. She was transferred to
iocal hospital via 911. All parties were notified."
Review of Resident #36's health Assessment
dated showed medical history and
diagnosis of . ,

. . ( ), and

. . ( >
For activities of daily fiving, ADL's, the resident
needed assistance with ambulation, bathing, and
transferring.

Review of Resident #36's Hospital Discharge
Summary dated showed that the

A027

resident was admitted to the hospital on
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Continued From page 100

. The reports stated "
female with a past medical history of
. and on
to the Dep: with
(. Hand for 3
days and with
and for 1 day. Intubated in the
D due to Acute Hypoxemi
_ Failure (AHRF} and
{AMS). Admitted to the for further
management. The resident was diagnosed with
Acute . , Failure and /
) . On ,a,
extubating was performed. The resident was
transferred to inpatient hospice for ongoing end of
{ife care.” The resident at the hospital on an
unknown date.

Interviewed on at10:45 AM e
regarding Resident #36 complaining of

for a couple of days and not receiving care, the
Director of Patient Care stated, "if a resident has
a medical complaint, | wiff assess the resident
since | am the only nurse in the facility. in this
specific case, | do not know what happened. In
general, the 24-hours communication report is
review by all direct care staff. if a resident has a
medical complaint for example . will not
necessarily see the resident the next day
especially if the staff gave the resident something
for the and the resident does not
complaint anymore."

2.
Resident #1

Review of the facility's incident reports dated
showed Resident #1 sustained

A027

. toright . Staff noted, "CNA
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on right

intervention.

red areas on both

sustained a

intervention.

to left

{Certified Nursing Assistant) noticed this morning

and brought to my attention resident has
that wasn't there while on
her shift, helping a coworker with resident.” Staff
did not know if the resident

Review of the facility's incident reports dated
showed Resident#1  and

sustained hematoma to the . There was no

documentation Resident #1 received medical

Review of the facility's incident reports dated

showed Resident #1 sustained large
.- There was no
documentation indicating if that was from a
There was no documentation that the resident
received any medical intervention.

Review of the facility's incident reports dated
showed Resident#1 . and

documentation Resident #1 received medical

Review of the facility's incident reports dated

showed Resident #1 sustained
multiple on left . There was no
documentation indicating if that was from a
There was no documentation that the resident
received any medical intervention.

Review of the facility's incident reports dated

showed Resident #1 sustained
and right arm. There was no
documentation indicating if that was from a
There was no documentation that the resident
received any medical intervention.

Review of Resident #1's heaith assessment

o the . There was no
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Continued From page 102

completed on showed medical history
and diagnoses of , f '

Atherosclerotic {ASHD), and

. Activities of daily living showed the
residents needed supervision with ambulation,
and transferring, needed assistance with
ambudation, . seff-care, and toileting, and
needed total care with bathing; the resident also
needed assistance with self-administration of
medication.

Resident #11

Review of the facility's incident reports dated
showed Resident #11 sustained a
onright ., .. There was no documentation
about how the resident received the injury. There
was no documentation about if that was from a
, and about whether or not the resident
received any medical intervention.

Review of the facility's incident reports dated
showed Resident #11 and

sustained on right - Resident #11

received no documented medical intervention.

Review of the facifity's incident reports dated
showed Resident #11 . and

sustained hematoma to the . Resident #11

received no documented medical intervention.

Review of Resident #11's health assessment
showed medical history and diagnoses of | y
. . h
. ) [T .
); activities of daily living (ADLs): the
resident needed assistance with all ADLS
including ambulation, bathing, . eating,

A027

grooming, tolleting, and transferring; the resident
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also needed assistance with self-administration of
medication.
Resident #15

Review of Resident #15's record showed an

. feport dated 0/02/2022 revesling that
Resident #15 sustained an "acute at the

diaphysis. Bony structures are
". However, there was no

documentation regarding the incident. Also, there
was no health assessment on the resident's
record.

Review of the facility's incident reports dated
showed Resident #15  and

sustained on forehead. There was no
documentation that the resident received medical
intervention.

Review of the facility's incident reports dated

showed Resident#15 . Resident
#15 was observed  on left side of
There was no documentation that the resident
received medical intervention.

Resident #16

Review of the facility's 24-hour communication
report dated showed Resident #16

and sustained a to left arm. There
was no documentation that the resident received
medical intervention.

Review of the facility's 24-hour communication
report dated revealed, "[Resident 16}
out to Aventura. from fast night -
non-emergency.”

Review of Resident #16's record showed no
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documentation that the resident . on

Review of Resident #16's hospital report showed,
o, mate with PMH (past medical
history) of s and

{ Jon

{ . . and } was brought into
ED {(Emergency Department) from ALF (Assisted
Living Facility) in which he resided due to
unwitnessed GLF (ground level .. ). Patient

onto his right side. He is usually ambuiatory with
RW {Rolling walker) but has been unable to
ambulate since the and was complaining of R
{righty ., . .Noreported injury.” Further
review of the hospital report showed, "Single view
the , and two views of the right
demonstrates a total right , prothesis in
satisfactory anatomical afignment. There is a
{ucency along the greater adjacent to
the , component concerning for a
superimposed nondisplaced fine."

Review of Resident #16's heaith assessment
showed medical history and diagnoses of
. Major | .

. and B
activities of daily fiving, ADL's: resident needed
supervision with ., and toileting, and
needed assistance with ambulation, bathing, and
toileting; the resident also needed assistance with
seif-administration of medication.

Other residents

Review of the facility's incident reports dated
showed Resident #2 . and was

observed . from . There was no

documentation indicating if that was from &

A027

There was no documentation that the resident
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received any medical intervention.

Review of the facility's incident reports dated
showed Resident #3 sustained
on left and right arms. There was no
documentation indicating if that was from a
There was no documentation that the resident
received any medical intervention.

Review of the facifity's incident reports dated

showed Resident #7 sustained
on right . There was no documentation
indicating if that was froma . . There was no
documentation that the resident received any
medical intervention.

Review of the facility's incident reports dated

showed Resident#41  and was
observed to the of - There was
no documentation that the resident received any
medical intervention.

Review of the facility's incident reports dated
showed Resident #43  and sustained
onright ., .. There was no
documentation that the resident received any
medical intervention.

Review of the facility's incident reports dated
showed Resident #46 sustained
toleft , .. There was no documentation
indicating if that was froma . There was no
documentation that the resident received any
medical intervention.

Review of the facility's incident reports dated

22 showed Resident#73 . and
sustained . There was no documentation
that the resident received any medical
intervention.
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Review of the facifity's incident reports dated

showed Resident #78 . and
sustained {no location specified). There
was no documentation that the resident received
any medical intervention,

Review of the facility's incident reports dated

showed Resident #83 = and
sustained hematoma to the . There was no
documentation that the resident received any
medical intervention.

Review of the facifity's incident reports dated

showed Resident #89 . and
sustained on left . There was no
documentation that the resident received any
medical intervention.

Review of the facility's incident reports dated

showed Resident #1156 . and
sustained toleft , . There was no
documentation that the resident received any
medicat intervention.

Interviewed on at 10:15 AM the
Director of Patient Care provided a document
tittled " Assessment Risk Tool", then she
stated, “This is what we're supposed to use when
aresident " When asked if resident records
have that document, Director of Patient Care
stated, "No. | don't think they have it.” When
asked if she completed the document when a
resident sustains a |, the director of patient care
then stated, "No. { have never completed one.
Remember 1 just started. | started end of

" When asked if any resident ever sustains
a  since she started, the director of patient
care then stated, "Yes. We have residents who

A027

.1 don't know what to tell you. | never filled out
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Continued From page 107

one." When asked if the are recorded on the
residents’ record, she stated, "I don't know."

Class |

59A-36.007(5) FAC; 429.28( ) FS 429.27
Resident Care - Rights & Facility Procedures

59A-36.007

{8} 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-36.006, F.A.C.

{b} In accordance with Section 429.28, F.S_, the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to aflow
residents to recommend changes to facility
policies and procedures, The facility must be able
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 alt
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.

A027
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{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
facility's policies regarding:
1. Resident responsibilities;

and tobacco use;
3. Medication storage;
4. Resident elopement;

5. Reporting resident , neglect, and
6. ini ive and he

and requirements;

7. control, sanitation, and standard
precautions;

8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and

10. Physicat R

{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
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident’s right to unrestricted and private
communication, pursuant to Section 428.28(1)(d),
F.8. 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
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.
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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
{iving 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 tights of
other residents.

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

corr , access to a telephone, 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
simitar situations.

(e} Freedom to participate in and benefit from
community services and activities and to pursue
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 5. 429.27.

A030
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{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
e , and the performance of health
care services in accordance with s. 429.255
which are consistent with established and
within the ity.
{k} At least 45 days' notice of relocation or
termination of residency from the facility uniess,
for medicat reasons, the resident is certified by a
ician to require an iontoa
facitity providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful 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
Ombudsman Program for assistance with
relocation and must include the statewide toll-free
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telephone number of the program. In order for a
facifity 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, Land
prohibitions set forth in this part is posted ina
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 Famifies, 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 & focal
{ong-term care ombudsman council, 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
retaliatory 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

A030
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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
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
resident.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility faited to ensure that three of
118 sampled residents (Residents #1, 2, 3,) lived
in a safe and decent living environment, free from
and neglect. Residents #1 and 3 were
found to have unexplained injuries including
bodily and ablack , . Resident #2
suffered ., injuries after rough handling by staff.

Findings:
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Areview of the 24-hour communication report
dated noted that Resident #2 had an
incident on the prior Friday ( ) where her

. were .- The note stated that 'nobody
reported the injury’ on that Friday or did an
incident report.

Areview of Resident #2's health assessment
showed the residentwas a . . female
diagnosed with | ,and

. The resident was identified as
independent with ambulation, eating, foileting,
and ing, and needing supervision with
bathing, ., and self-grooming.

Interviewed on at 6:30 AM Staff L
stated that she was on duty when Resident #2
was dragged. Staff L stated, "It was {Staff C] and
I { asked her to help me. We were going to
bathe her {Resident #2]. When [Resident #2] is
agitated, | just leave her alone untit she calms
down. | say some things to motivate her, fike | tell
her family is coming, her son or her
granddaughter, just fo motivate her. She had a
walker there. It was unbalanced. She gotup
walking, holding the walker. We were going to
shower her, but she didn't want to go to the
shower. She held the walker, and the handle
came out. The broken walker is stif in the room.
[Staff C] tried to pull her up, grabbed her and held
her too tightly on the arm. That wilf leave

on them. Their skin is so delicate you can't grab
them like that. You have to hold them under their
arms. [Staff C} was dragging her to pulf her up
and get her into the shower. This is how she got
the on her . This was a few months
ago. in or . [Staff U]

A030

documented it in the book.” Staff L further stated
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Continued From page 114

that no one asked her what happened nor was
she interviewed by the Administrator or the DON
{Director of Nursing) about it. Staff L stated that
she reported it to Staff U and that the DON came
down and cleaned the from the

and put tape over Resident #2's

Interviewed on at 7.08 PM Staff AA
{caregiver) stated that she saw Resident #2's
injuries.

Acreview of Resident #2's record found no
documentation of the incident.

Interviewed on , the DON stated that
the staff told her that Resident #2 . There was
no documentation that the DON cleaned or
covered the resident's injuries, and no
documentation that the resident’s physician was
contacted.

A review of facility incident reports found no
documentation of the incident. There was no
fon that the i i i

the incident.

Areview of Staff C's employee records found two
Employee Disciplinary Action Forms (warnings)
dated and . Staff C was
involved in a verbal aftercation involving
Residents in #. . and was asked to leave
by staff. The record indicated the staff was
issued a warning for harsh words. Further review
showed Staff C received another warning on

when she confronted the shift leader
who found her resting on the memory care unit
while she was on duty.

Review of the Background Screening

A030

Clearinghouse roster revealed Staff C's
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Continued From page 118

giver) level )| ing
ination required a new ing and
furthermore the database showed Staff C's
were expired.

Observation on at 9:34 AM revealed
Staff C working on the memory care unit with 15
residents.

During an interview on at 9:34 AM Staff
C stated "l have been working at the facility for 1
year. | work everywhere in the facility but have
been working on the memory care unit for 3
months. | was placed on this unit on the third
floor because | have a and ankle problem,
so it was hard to walk up and down.”

Review of the staffing schedule for
revealed Staff C was scheduted to work on the
memory care unit from 6 AM to 2:30 PM.

Review of the staffing schedule for
revealed Staff C was scheduted to work on the
memory care unit from 2 PM-10:30 PM

Review of the staffing schedule for
revealed Staff C was scheduted to work on the
memory care unit from 6 AM to 2:30 PM.

Review of the staffing schedule for
revealed Staff C was scheduted to work from 6
AM to 2:30 PM.

Observation on at 9:35 AM revealed
Staff C on duty coming out of a resident’s room
wearing scrubs.

Review of the staffing schedule for
revealed Staff C was scheduted to work from 6

A030

AM to 2:30 PM.
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Continued From page 116

Interviewed on at 7:08 AM the
Administrator denied any and stated that
they did not classify Resident #1 and Resident
#2's situations as an and that was why
they did not report them.

2)

Observation on at 12:34 am revealed
Staff D (caregiver) on duty alone on the third floor
{memory care) unit. Staff D stated that there
were 18 residents on the unit, and that all of them
needed assistance with activities of daily fiving.

Areview of the facility's staff roster in the
background screening database revealed that
Staff D was not listed as an employee although
she did have an eligible level Il background
screening.

Areview of Staff D's personnel record found no
documentation of any training.

Acreview of Resident #1's health assessment
dated showed that she was . ., and
diagnosed with of , ,

Atherosclerotic {ASHD), and
. The resident needed assistance with
ambulation, bathing, self-grooming, eating,
transferring and foileting, and supervision with
. and eating. There was no indication on
the health assessment of ‘s or
, and no documentation of why the
resident needed to be on the locked memory care
unit.

Review of a partial hospital record in the
resident's file showed Resident #1 had been

A030

diagnosed with during a hospitafization
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Continued From page 117
in .
Interviewed on at approximately 8:15
am regarding a reported black , that Resident
#1 had recently had, Staff K stated, referringto a
photo of the black , , "Thatday | was off.
heard about it before that through texts. When |
iooked at it, it was dark, just like the picture. |
wasn't sure if she . butifshe . it should have
been , but it was just dark." Staff K further
stated that Staff £ and Staff D had worked on the
night that the black , had appeared, and that
Staff C took over care of the resident the
following morning.

A review of photographic evidence revealed two
pictures of Resident #1 with a black ., . and a
photo of the resident's left arm with reddish
brown, circular marks that appeared to be

. According to the date of the photo, the

plack was notedon .,

Interviewed on , the administrator
stated that the black , was caused by Resident
#1 rocking her wheelchair and falling over and
hitting the of her . She stated that the
injury didn't show up untif the day afterthe . . A
review of the resident record, the staff log, and
facitity incident reports found no documentation of
a on
A progress notes dated showed that
Resident #1's wheelchair had over
backward due to the resident rocking it. The note
stated that the resident had no injuries. There
was no documentation that the resident received
medical care or assessment after the

Further review of Resident #1's record found no
documentation of the resident having a black

A030
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Continued From page 118

or

Interviewed on at 8:32 AM Staff U
{caregiver) stated regarding the black , of
Resident # . have occurred infate ,  or
early . She stated that when she came to
work the next day, the night shift worker, Staff D
{caregiver) said that Resident #1 out the bed.
Staff U stated that Resident #1's daughter was
notified, and that the Administrator, and the
Director of Nursing about the injury were notified
of the injury.

Interviewed at 12:10 PM, the
ini , when asked for dox fon of
her investigation regarding Resident #1's black
stated that the investigation notes could be
found on the facility's incident reports.

A review of the staff log, internal incident reports
and Adverse incident reports found no
documentation of the resident having a black , .

Interviewed on at 1:55 PM, Resident
#1's daughter/Power of Attorney for Health Care
stated that she was not informed about the black
. .- She further stated that there was a lack of
transparency at the building. She said, "The
place is a hot mess." The daughter stated that
she hired a nurse 24 hours per day/7 days per
week because there was no care for her mother.
The daughter stated that she paid $10,000.00 per
month for six months for private care for her
mother. The daughter stated that her mother
transitioned to the 3rd floor within the prior 6
months and that she never received calls unless
her mother had to be transported to the
emergency room, The daughter stated,
“Everything you want, they want you to pay them.
My husband was there on

A030

AHCA Form 3
STATE FORM

20-0007

s

Jassy

# continuation sheet 11 of 150




PRINTED. 07/21/2022

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
AL11969444 e — 0771212022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2940 NE 207 STREET
PLAZA AT PARKSQUARE (THE)
AVENTURA, FL 33180
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH 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}
A030| Continued From page 119 AD30

when my mother moved. My husband took
photos on that day because my mother had a
black ., . with stitches. The prior manager
dismissed our concerns.” The daughter stated
that Staff C worked with them when she was off
duty from the facility, until two months ago. The
daughter stated regarding Staff C, "She is a very
aggressive woman.” The daughter stated that
she was paying Staff C and another staff up to
two months prior and when the money stopped
flowing, she noticed that the care that Resident
#1 was receiving declined.

On , the Office Manager at Resident
#1's physician's office reviewed the Resident's file
and stated that the doctor had not been notified
that the Resident had a black

Interviewed on at 7:08 PM Staff AA
stated that Staff C and Staff U were working the
morning when she reported to work at 7:00 AM.
Staff AA stated that Staff D worked the overnight
shift. Staff AA Stated that Staff C who showed
her Resident #1's black , . She stated, "When |
came in, they had her facing the window. 1
cleaned up Resident #1's room because she
[defecated] over her bed and floor. Staff C told
me she wanted to show me what happened last
night. | took pictures and told the Administrator
and DON. What happened to Resident #1 was
sometime in | on a Friday."

Interviewed on at 12:29 PM Staff D
stated that she saw the black , and the
Administrator called her about it. Staff D stated
that the Administrator sent her a picture via her
phone, and, she said "l told her | don't know
about it." Staff D stated it was her and Staff E that
cleaned up the fecal matter in Resident #1's
room, but she could not remember the date.
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Continued From page 120

Interviewed on at 10:50 AM the
Administrator denied that the residents were
abused and stated that it was an allegation made
by di ployees. The Admini

stated, "We did not classify it as . Thatis
why we did not report it. After interviewing the
Certified Nursing Assistants {CNA), the resident
{Resident #1) had an accident. We assisted her
up off the floor. You guys had an allegation.”

1b. Observation on at 5:40 AM found
Resident #1 on the memory care unit alone in her
room wearing a t-shirt and an adult brief. The
resident was strapped into a wheelchair. The
resident could not remove the without
assistance and was crying and appeared to be
very distressed,

Interviewed on at 5:43 AM Staff K
stated that she belted the resident in because the
resident had gotten out of bed and was walking
around with , and she was afraid the
residentwould  and be injured. She stated
that she had too many patients to care for and
therefore, was unable to stay with the resident to
make sure that she didn't . Staff K stated that
she did not know a doctor's order was needed for
the and that she recorded the resident
with her personal celf phone.

Acreview of Resident #1's record found no
documentation of a doctor's order or care plan for

A review of facility records found no
documentation of a policy or staff training
regarding how staff would recognize signs of
distress for restrained residents.

A030
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Observation on at 6:55 AM found
Resident #1 belted into the wheelchair again.
The resident was seated alone at a table in the
dining room.

Interviewed on at7:12 AM Staff v
stated that she did not know who belted resident
#1 into wheelchair and that it was probably the
overnight staff.

Interviewed on at 10:50 AM the
Administrator was asked about why Resident #1
was restrained again. The administrator did not
respond.

3)

A review of facility's internal incident reports
revealed that Resident #3 was also found with
unexplained on her arms on

The report documented that the DON was
notified of the

Areview of Resident #3's records found no
documentation of the injuries. There was no
documentation that the resident received medical
care for the injuries. Interviewed on s
the Administrator stated that she was not aware
of the incident.

A review of facility records found no
documentation that the incident was investigated.

Areview of the facility's policy showed the
following: " neglector . ofa
resident and/or failure to report the suspicion or
knowledge of same by a facility employee is
considered unacceptable conduct and may result
in disciplinary action, up to and include

A030

termination. Any resident, family member, or
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Continued From page 122

caregiver who feels they have been subjected to

. neglector . or anyone who has
witnessed . neglect, or | , has the
right and responsibility to report information and
to pursue their concerns through a formal
process fo have their concerns investigated. All
residents, thelr family members, and caregivers
shail be notified on admission of the State's

. Neglect, or ., Hotline contact
information. Employees at the facility must report

, neglect, or | of residents, where
the employee knows or suspects that such

, neglect, or ., has occurred. This
includes dependent adults, elders, spousal or
pariner , heglect, or | . Facility
staff shall receive in-service training on s
neglect, or . | detection reporting within
30 days of employment and more often if
necessary.”

Class |

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

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessad at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopement must be identified
s0 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 facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)

A030

A032
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{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 Families 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 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
all 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 fo alf
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 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 efopement. Ata
minimurm, the policies and procedures must
provide for:
1. An immediate search of the facility and
premises,
2. The identification of staff responsible for

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,
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Continued From page 124

guardian, health 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
facitity in the event of an elopement.

(c) Facility Resident Elopement Drills. The facility
rust 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 record review and interview, the facility
failed to follow its policies and procedures
regarding elopement after two of 118 sampled
residents (Residents #33 and 116) left the facility
without staff knowledge.

Findings include:

1

Areview of facility records revealed an incident
report dated , which showed that
Resident #33 went through the front door (lobby)
and went on the busy street. Then, a staff
member went after the resident and caught her at
the time when Resident #33 was stepping right
into a moving car.

Areview of Resident #33's heaith assessment
completed on showed medical history
and diagnosis of without behavioral
disturbance and L. The or
behavioral status section showed the resident
had a moderate . . Resident
#33 was identified as not at risk for elopement.
The resident needed assistance with the
seif-administration of medication.

On at 10:57 AM, the Administrator

A032

stated that she heard about Resident #33
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. in the building, but that happened
before she began working at the facility. When
asked when she started working at the facility, the
Administrator stated that she began on

. Per facility records, the incident
occurred on

On at 10:57 AM, the Administrator
stated that after an elopement, the physician
would come to the facility to evaluate the resident.

On at 1:37 PM, during a telephone
interview with Resident #33' son, he stated that
his was aware that his mother had eloped from
the facility a couple of times. He said that could
not remember the exact date but during the latest

occasion, his mother went about a away,
then, tripped and scraped her . He further
stated that the resident was not taken to the
hospital. Instead, she was brought to the

facitity and treated there.

Areview of the resident record found no
documentation of the incident. There was no
documentation that the resident received a
medical evaluation or care. There was no
documentation of an updated heaith assessment
. There were no documented elopement
precautions put in place for the resident.

2)
Areview of Resident #116's record revealed the
following progress notes dated "Staff
reported approximately 6:37 AM she found
resident . outside the staff entrance of
the building. She stated he seemed very

and didn't know where he was going.
Staff directed the resident to weliness, and he

was escorted to his room by Staff. Further review
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showed no documentation of Resident #118
health assessment.
On at 10:57 AM, the Administrator
stated that after an elopement, the physician
would come to the facility to evaluate the resident.
Areview of the resident record found no
documentation that the resident received a
medical evaluation or care. There was no
documentation of an updated health assessment.
There were no documented elopement
precautions put in place for the resident.
Class Il
A 033 59A-36.007(8) PHYSICAL A033

SS=F
(8) PHYSICAL

of the physical

to have the

symptoms of

whom a physician has prescribed a physical
must have a written care plan for the use

developed within 14 days of the device being
prescribed, and prior to use on the resident.
{a) The care plan must specify:

1. The device prescribed for use;

2. The maximum amount of time the resident is

3. In what manner and frequency staff will
monitor, observe, and report to the physician any
injuries, increase in agitation, signs and

function refated to the use of the prescribed

{b}) Facility staff must ensure that the device is
applied appropriately and safely.

{c} The resident's physician must review the
appropriateness of the continued use of the
physical annually, and documentation of

- Residents for

. The care plan must be

applied each day; and,

, or decline in mobility or
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this review must be maintained in the resident's
record. If the resident's ability to independently
remove or avoid the device fluctuates, the device
must be considered a physical and all
requirements of this subsection apply.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to ensure residents for
whom a physician has prescribed a physical
have a written care plan for the use of
the physicat (bed rails) for two out of 118
sampled residents (Resident #88 and #1).

Findings Included:
b

Observation on at 9 AM revealed
Resident #88 at in bed with full bed rails.

Review of Resident #88's record revealed no
documentation that a care plan was implemented
for the use of the {ped rails).

During an interview on at 9:43 AM the
administrator stated, "l didn't know about this new
regutation.”

2)

Observation on at 5:40 AM revealed
Resident #1 seated in a wheelchair alone in her
room wearing a shirt and adult briefs secured by
a ., belt that she could not remove without staff
assistance. Further observation revealed
Resident #1 was crying and appeared very
distressed.

During an interview on at 5:43 AM Staff

A033
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K stated "l put her in the wheelchair at around
5:30 AM. | didn't know that a doctor's order was
needed for the . The resident was out of
bed before 5 am. Staff sometimes leave
[Resident #1] belted in the chair when there are 2
staff on duty, otherwise they cannot care for the
other residents. | don't want [Resident #1] to

and get hurt but | cannot stay with her.”

Observation on at 6:55 AM revealed
Resident #1 belted in a wheelchair in the
common area on the memory care unit.

During an interview on at 7:12 AM Staff
V stated "l don't know who belted [Resident #1]
into the wheelchair. It was probably the overnight
staff.”

Review of Resident #1's record revealed no
documentation that a care plan was implemented
for the use of the

During an interview on at 11:03 AM
the administrator stated, "We are making an
assistive device and physical policy now.

Class Il

59A-36.007(9) ASSISTIVE DEVICES

{9) ASSISTIVE DEVICES. Facilities are
responsible for ensuring the safe usage of a
resident’s assistive devices.

{a) The facility must have policies and procedures
that include the requirements and methods for
assessing the physical condition of assistive
devices that may injure the resident and
procedures for recommending repair or
replacement for the continuing safety of a

A033

A034

AHCA Form 3
STATE FORM

20-0007

s

Jassy

f continuation shest 128 of 150




Agency for Health Care

PRINTED. 07/21/2022

FORM APPROVED

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

AL11969444

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

071122022

NAME OF PROVIDER OR SUPPLIER

2940 NE 20

PLAZA AT PARKSQUARE (THE) AVENTURA, FL 33180

7 STREET

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

A034

Continued From page 129

resident's assistive device.

(b} Documentation of each assistive device a
resident uses must be included in the resident's
record.

{c} Direct care staff using assistive devices while
rendering personal services to residents must
know how to operate and utilize the equipment.
{d) All assistive devices must be clean, in good
repair, and free of hazards.

(e} The facility must encourage and allow the
resident to function with independence when
using the assistive device.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure they had
policies and procedures for resident's assistive
devices for three out of 118 sampled residents
{Resident#3, #97 &Resident #108).

Findings included:

During an interview on at 8:25 AM, Staff
L stated "[Resident #2] got up walking, holding
the walker. She held the walker, and the handle
came out. The broken walker is still in the room.”

Observation on at 7:46 AM revealed
Resident #108 ambutating in the hallway using a
walker.

Observation on at 9:18 AM revealed
Resident #97 ambulating in the haliway using a
walker.

Review of facility policies and procedures as well
as Residents #2, 97 and 108's record revealed no
documentation of assistive device policies and
procedures that included the requirements and
methods for assessing the physicat condition of

A034
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assistive devices that may injure the resident and
procedures for recommending repair or
replacement for the continuing safety of a
resident's assistive device.

During an interview on at 9:43 AM the
administrator stated, "l didn't know about this new
regutation.”

During an interview on at 11:03 AM, the
administrator stated "We are making an assistive
device and physical poticy now.”

Class Il

429.256( ), 59A-36.008(3) Medication -
Assistance with Self-Admin

429.256

{3) Assistance with self-administration of
medication includes:

{a) Taking the medication, in its previously
dispensed, properly labeled container, including
an syringe that is prefilled with the proper
dosage by a pharmacist and an , . thatis
prefilled by the manufacturer, from where itis
stored, and bringing it to the resident.

(b) In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the

A034

A052
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resident's medications or dosages change.

{c) Placing an oral dosage in the resident's

or placing the dosage in another container and

helping the resident by fifting the container to his

or her .

(d) Applying | medications.

{e) Returning the medication container to proper

storage.

{f) Keeping a record of when a resident receives

assistance with self-administration under this

section.

{g) Assisting with the use of a . including

removing the cap of a . opening the unit

dose of solution, and pouring the

p i p dose of ication into

the dispensing cup of the .

{hyUsinga , to perform -

ievel checks.

{i) Assisting with putting on and taking off
stockings.

{j) Assisting with applying and removing an

» but not with titrating the

prescribed . settings.

{k} Assisting with the use of a continuous positive

airway pressure device but not with titrating the

prescribed setting of the device.

{) Assisting with measuring vitai signs.

{m) Assisting with , bags.

(4) Assistance with self-administration does not
include:
{a) Mixing, . ., converting, or
., medication doses, except for

measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b} The preparation of syringes for injection or the

inistration of medications by any inj

route.
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{c} Administration of medications by way of a tube
inserted in a . of the body.
{d) Administration of | preparations.
{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
(f) Assisting with , Jor
preparations.
{0) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
uniess the order is written with specific

that preciude i judgment
on the part of the unlicensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{h} Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.

5) with the self-administration of
medication by an unficensed person as described
in this section shall not be considered
administration as defined in 5. 465.003.

59A-36.008
(3) ASSISTANCE WITH
SELF-ADMINISTRATION.
{a) Any uniicensed person providing assistance
with seff-administration of medication must be
. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, F.A.C., and
must be available to assist residents with

i i ications in with
procedures described in Section 429.256, F.S.

A05B2
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and this rule.

(b} In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
to take medications as prescribed.

{c} In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container,

{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.

{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident fo take medication as
prescribed:

1. The health care provider may prescribe a
medication schedute that coincides with the
resident’s presence in the facility,

2. The medication container may be given to the
resident, a friend, or family member upon leaving
the facifity, with this fact noted in the resident's
medication record,

3. The medication may be transferred to a pill
erganizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or

4. may be ( and

A05B2
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dispensed in an easier to use form, such as unit
dose packaging.
{f) Assistance with self-administration of
medication does not include the activities detailed
in Section 420.256(4), F.S.
(9) As used in Section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean

preting vital signs and juating or
assessing a resident's condition.
(h) Al trained staff must adhere to the facility's

control policy and procedures when

assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to follow proper
procedures as it relates to the assistance with
self-administration of medications for one out of
116 sample residents (Resident #100).

Finding include

Areview of Resident #100's 1823 AHCA Health
Assessment dated showed that the
resident had a medical history and diagnoses of
" . P . gait
abnormality, w.. ,yand
(ASHD). The resident needed
assistance with self-administration of
medications.

In an interview on at 9:30 AM, Staff P
stated that she was going to crush the
medications for Resident #100. A review of the
resident record showed there was no medicat

A05B2

order to crush the resident medications.
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At 9:30 AM on , during mediation
observation, it was observed that Staff P crushed
the medications from the pack and placed
the medications inside the apple sauce. The staff
mixed the medications and apple sauce and fed it
to Resident #100 by placing it in her . After
she administered the medication, the staff signed
the medication observation record.

Class Il

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

ni ications in act with a
health care provider's order or prescription labet.
{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 heaith 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 o 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 federal CLIA Certificate must be

A05B2
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maintained in the facility. A 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 federal CLIA Certificate if
facility staff assist residents in performing clinical
{aboratory testing with the residents’ equipment.
Information about the federal CLIA Certificate is
available from the Laboratory and In-Home
Services Unit, Agency for Health Care
Administration, 2727 Mahan Drive, Mail Stop 32,
Tallahassee, FL 32308 telephone
(850)412-4500.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facitity failed to ensure that a licensed staff
administer the medications for one out of 116
sample residents (Resident #6).

Finding include:
]

Areview of Resident #6 1823 AHCA Health
Assessment dated , showed that the
resident has a medical history and diagnosis of
right heel . .
f cand . As
for activities of daily living, the resident required
assistance with alt her activities of daily living
{ADL). As for medications, the resident required
medication administration.

Areview of Resident # Medication
Observation Record (MOR) on .
showed that all the resident medications were
ini by the icati ich The
medication technicians are not licensed nurses.
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(r an interview with Staff W on at 10:10
AM, Staff W stated that she gave Resident #6 her
medications. When fold that the resident required
medication administration, Staff W stated, "l did
not know”.

In an interview with Staff B on at 10:45
AM, Staff B stated that doctors make that error all
the time, marking medication administration in the
health assessment instead of assistance with
self-administration of medication.

2)

Observation on at 7:09 am during
medication pass revealed that Staff U (Medication
Technician) while providing medications to
Resident #5: put the medications in a spoon and
placed the spoon into the resident's after
identifying them. The resident did not assist at
all. Medications administered: Certirizine 10 mg,
100 mg, 20 mg,

100 myg, . 100
mg, 0.5 mg.
On at 7:15 am, Staff U confirmed that
she was not a nurse or any other type of licensed
health care worker. She stated that she must
administer the medications to all 15 residents on
the memory care unit because none of them
couid assist with their own medications.

Observation on at 9:27 AM revealed
Staff P administering crushed medication to
Resident #107. The resident was unable to be
interviewed. A review of the resident record found
no documentation of a crush medication order.

Observation on at 9:30 AM revealed

AD053

Staff P providing medication to Resident #8 . The
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staff sanitized her , named the medications
and dosage. The staff stated that she was geing
to crush her medications outside of her room.
She crushed the medicatians from the

packs and bottles and placed them in a cup,
mixed it with apple sauce, mixed it up and fed it to
the resident by placing it in her . After she
administered it in the resident's . she
signed the electronic MOR. A review of the
resident record found no documentation of a
crush medication order.

Areview of Staff P's record showed no
documentation of Staff P having a medical
ticense.

Interviewed on at approximately 9:35
am, Resident # 8 stated to Staff P that she was
not receiving her . Resident # 8 stated
that they don't bring it every day. Resident # 8
stated that since last week, they didn’t give her
to her. Resident # 8 stated, "} did not
complain because { had some from
when | was in rehabilitation. 1 take the
three time per day. | have ., . . and some of
the Med-Techs don't know what there are doing.
One med-tech let the nozzle touched my

Class Il

59A-36.008(5) FAC Medication - Records

(5} MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
efther the original labeled medication container,
ora ication listing with the pl ipti

number, the name and address of the issuing
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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
ications or medication inistrati

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 heaith 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 to take
medication as prescribed, or medication 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 evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an accurate and up to date
Medication Observation Record (MOR) for 12 out
of 116 sample residents {Resident #1, Resident
#2, Resident #5, Resident #7, Resident #10,
Resident #11, Resident #13, Resident #186,
Resident #17, Resident #50, Resident #110, and
Resident #111).

Finding include:
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A review of Resident #1's MOR on
showed that staff did not sign the MOR
on multiple occasions. The MOR did not include
the resident .. history nor the physician
telephone number.
Acreview of Resident #'s MOR on
showed that staff did not sign the
morning medications on several occasions. The
MOR did not include the resident .. history
nor the physician telephone number.
Areview of Resident #5's MOR on
showed that staff did not sign the MOR
on several days.
Areview of Resident #7's MOR on
showed that the staff did not sign the
morning medications on
Areview of Resident #10's MOR on
showed that the staff failed to sign the
MOR on several days.
Areview of Resident #11's MOR on
showed that the staff failed to sign the
MOR on several days.
Areview of Resident #13's MOR on
showed that the staff failed to sign the
MOR on several days.
Areview of Resident #16's MOR on
showed that the staff have not sign the
MOR since .
Areview of Resident #17's MOR on
showed that the staff did not sign the
MOR on several days.
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A review of Resident #50's MOR on

showed that the staff did not sign the
MOR on several days.

Areview of Resident #111's MOR on
showed that the staff did not sign the
MOR on several days.

In an interview at 10:45 AM, Staff B
stated that she did not know why the MOR were
not signed by the medication technicians.

B.

Areview of Resident #110's Health Assessment
dated showed that the resident has a
medical history and diagnosis of s .

P e . »and
. As for medications, the resident
required assistance with self-administration of
medications.

A review of Resident #110's Physician Order
Sheet dated showed that the resident
had a medical order for: , 10 mg take
one tablet once daily on Monday, Wednesday,
and Friday( , ).

Areview of Resident #110's MOR on
showed the following medication order:

. 10 mg take one tablet once daily on
Monday, Wednesday, and Friday (. . ,. .), butit
showed that the medication should be given twice
a day at 8:00 AM and 5:00 PM. The medication
technictans were providing this medication to the
resident daily at 8:00 AM and 5:00 PM.

A review of the National Library of Medicine
showed that ) is used alone or in
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Continued From page 142

combination with other medications to treat high
in adults and children 6 years and
older. It is also used to treat certain types of
- . Jand . .
{narrowing of the that supply
to the ). Finally, symptoms of overdose may
include , fainting, and rapid heartbeat.

Ir an interview on at 10:45 AM, Staff B
that she did not know anything about it.

Class Il

59A-36.008(6) FAC Medication - Storage and
Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
iocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is and dos

by the heaith care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;
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4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;
5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or
6. The faciiity's rules and regufations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.006, F.A.C.
{c} Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

fol , except that a i
requiring refrigeration must be kept
Refrigerated medications must be secured by
being kept in & locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;
3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of or inisteri ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed,
{d) Medication that has been discontinued but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued

ADBS
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medication.” Such medication may be reused if
prescribed by the resident's health care provider.
{e) When a resident's stay in the facility has
ended, the administrator must return all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
atleast 15 days, the resident’s medications are
stifl at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{fy Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{0) Facilities that hold a Special-ALF permit
tssued by the Board of Pharmacy may re(urn

icinal drugs fo the di
pharmacy pursuant to Rule 64816-28.870, F.AC.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that all medications were centrally
stored and kept in a locked cabinet, locked cart,
or other focked storage receptacle, room, or area
always. (8 out of 118 sample residents) Resident
#89, 110, 111, 106, 61, 35, 5 and 14.

Findings included:

On 22 at 5:30 AM at the time of arrival at
the facility and went to the Nurse station on
second floor. Door was unlocked and on a carton
box on top of the counter were bags with
medication for different residents. Resident

#89- 200 mg, Resident
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#110-Sevelamer500 mg, Resident

#111- 500 mg, Resident #106-
. 25 mg, and Resident

#61- 25 mg.

On at 11:00 AM in the resident's #
, Resident #35, on top of the table in the living
room were the following medications:
Diskus 250-50 1puff by every 12 hours,
80/4.4-2puffs inhalation ones a day,
90 meg, and over the counter
medication (OTC) , Extra Strength 500/mg.

On at 10:58 AM Resident #35 stated,
"That medication { always have it with me
because | can administer to myseif with no
problem, only some pills are the ones that come
to give me them."

On at 7.20 AM Staff W could not find
the 20 mg twice a day and

. 100 mg daily for Resident# 5. She
found the medications at 8:24 AM; she stated that
she was nervous and that she would give those 2
medications now.

On at 7:20 AM Staff W took a

5% patch out of the medication drawer and put it
on top of the med cart stating that she would
have to take the resident to her room to apply the
path, and then went to give the resident the
medications leaving the unlocked cart
unattended. She retuned to the med cart at 7:30
AM and grabbed the patch and took
the resident to her room to apply it.
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59A-36.008(7) FAC Medication - Labeling and
Orders

{7} MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.8., and
Rule 64B16-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individual container:

1. The resident's name; and,

2. The identification of each medicinal drug in the
container.

{b) Except with respect to the use of pill

organizers as ibed in (), no
individual other than a pharmacist may transfer
medications from one storage container to
another.

{c} If the directions for use are “as needed” or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed” prescription, the
circumstances under which it would be
appropriate for the resident to request the
medication and any limitations must be specified;
for example, “as needed for, , not to exceed 4
tablets per day." The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.

{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must

A058
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be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e} A nurse may take a medication order by
telephone. Such order must be promptly
in the resident's icati

observation record, The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
(f) The facility must make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of

ication or ication inistration are filled
or refilled in a timely manner.
{g) Pursuant to Section 485.0276(5), F.S., and
Rule 61N-1.008, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident's name for whom they were dispensed,
and the date they were dispensed. if the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
{abel containing the following:
1. Practitioner’s name,
2. Resident's name,
3. Date dispensed,
4. Name and strength of the drug,
5. Directions for use; and,
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6. Expiration date.

(h) Pursuant to Section 465.,0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide a medication that was ordered by
a medical provider for one out of 116 sample
residents (Resident #3).

Findings:

Areview of Resident #3's Health Assessment
dated showed that the resident had a
medical history and diagnoses of of
common bile duct, . .

, and - and
. The resident is under hospice care.
The resident needed assistance with
self-administration of medication.

Areview of Resident #3's Medication
Observation Record (MOR) on MOR
showed that the resident had a medical order for:
1,000 meg/ml inject 1 mi
. each month. The medication was
due on . According to the MOR, the
medication was not administered. Staff U's
reason for not ini the
medication was "other”.

Areview of the MOR showed no documentation
of a licensed health care provider giving the
injection.
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Areview of National Library of Medicine showed
that | Injection is used to treat
and prevent a lack of that may be

caused by any of the following: |
{lack of a natural substance needed to absorb
from the ) certain

, or medications that decrease the
amount of absorbed from food. Lack
of may cause {condition in
which the do not bring enough
to the ) and permanent damage o

the

In an interview with Staff B on at10:45
AW, Staff B stated that that she did not know
what happened.
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