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Initial Comments.

A complaint investigation (complaint number
#2023009845) was conducted at Seniors
Residenceon | through y

. Deficiencies were identified at the time of
the investigation.

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

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

- . or has a change of condition
in order to rule out the presence of an underlying
physiclogical condition that may be contributing to
such or - The notification
must oceur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity must notify the resident's representative or
designee of the need for health care services and
must assist in making _, | for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident’s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
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resident diets in accordance with Rule
59A-36.012, FA.C.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

(d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide adequate supervision as
appropriate for each resident to ensure
awareness of the general whereabouts of one out
of three sampled residents (Resident #1).
Resident #1 efoped from the facility. The facility
also failed to maintain a written record, updated
as needed, of any significant changes, any
iiinesses that resulted in medical attention for one
out of three sampled residents {Resident #1).

Findings included:

1) Review of Resident #1's record revealed a
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progress note completed on that stated
"On he eloped and was found later that
day, no injuries detected. he was
discharged to a psych evaluation in [local
hospital] due to becoming combative.

Review of Resident #1's record revealed a heaith
assessment completed on with
diagnoses of .

. » psych .
B . L ve , history of
and prostatic hyperptasia. The resident
was not an elopement risk and needed
supervision with eating and grooming and
assistance with ambulation, bathing,
and transferring.

Review of the facility's record revealed Resident

#1 eloped from the facility on at 6:30

AM. He had a superficial injury as a

The resident was not treated by a physician or
admitted to the hospital. Law enforcement was

notified at 7:19 AM.

During an interview on at 11115 AM
The Administrator stated "On he eloped.
He opened the latch on the front door around
6:30 AM and he left. We have an electric door,
and it was opened that's how we figured he left.
No one saw him go. Around 6:30 AM is when the
staff noticed he was gone. Another employee
[Staff C}} was working and | was there working
that day. The hospice nurse is the one that went
to check on the resident and noticed he was
gone. She knew he was missing because she
sees him every day. So then i called the police
and then the police brought him tothe
faciiity within 10 minutes. He was found on a
street about less than a mile from the facility. He
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was dropped off to the facility by the police,
they gave me his information. | focked the door
and made sure he didn't have access to it. He
had a minor injury to his ; itwas just a scuff it
wasn't fike a real injury.”

On at 12:16 PM when asked for the
police report number, the Administrator stated "
don't have it. They did not leave me a card."

On at 12:27 PM, "We [facility staff]
noticed in the beginning he {Resident #1] would
try to open the door so we put the electronic
switch on, He [Resident #1] did not have any
identification. They told us he was an elopement
risk so we decided to put the lock on; | believe it
was the daughter that informed the owner.”

During an interview on at 11:44 AM,
The Owner stated "He {Resident #1] escaped, |
called the police then the police brought him

. He was gone for a few hours, maybe 2 to
three hours because it was in the very early
morning. We locked for him in the street then
called the police. The police brought him
and 1 called the daughter and informed her of
what happened. The daughter came to the facility
and spoke with the resident then they called the
doctor and the doctor explained what needs to be
done with him and the daughter took him to the
hospital. He came after many days atthe
hospital. | don't know exactly how many days.
After that he became very aggressive because he
wants to go to his house. Then | called the doctor
and the daughter and told them about how he got
very aggressive with staff.”

2) Review of Resident #1's record revealed a
progress note completed in | (no
specific date listed) stated "stable, today
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admitting towards [local] hospital”.

On at 11:10 AM when asked for the
date this incident occurred the Administrator
stated, *| have to look for that." When asked why
he doesn't keep that documentation in the
resident’s record the administrator further stated,
"'k make note of that."

On at 11:18 AM the Administrator
stated "On he was sent for a psych
evaiuation at {focal] hospital. He was combative
that day with the employees. He was combative
many days. He came the next day from the
hospital.”

On at 11:21 AM the Administrator
stated "Around the 23 rd of |, is the day he
[Resident #1] went to [local hospital] after being
combative again with staff.

Further review of Resident #1 records showed
the facility staff was aware of resident elopement
risk. There was no documentation preventative
measures were put in place and no
documentation of resident behavior or significant
changes.

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 istrati

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 ensure the medication observation
record was immediately updated each time the
ication is offered or ini for two out
of three sampled residents { Residents #2 and

Findings included:

Review of the medication observation records
{MOR) for Resident #2 revealed the 7 AM dosage
for was not signed as offered/given for
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Continued From page 6

25 mg tablet,
tab and the 8 am dosage for ,
mg tablet, 8- mg tablet,
50 mcg tablet, 20 mg dr cap was
also not signed as given.

325 mg
325

Review of the medication observation records
{MOR) for Resident #3 revealed the 7 AM dosage
for was not signed as offered/given for
.\ 2.5 mg tab, N hbr 20 mg
tab, ... 2.5 mg tablet, 100 meg
tablet, dr 40 mg cap, Reno caps soft
gel, 325
mg tablet, 25
mg tablet, and

éO mg tablet,
1 mg tablet,
¢ 500 mg tablet.

Review of the medication
the medications were given for
Resident #1 and Resident #2.

packs revealed
for

On at 10:37 AM the Administrator
stated " guess | gave the medicalions for the
day. i guess | forgot”.

Class i

59A-36.015(1) FAC Records - Facility

59A-36.015 Records.

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
tegally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information, For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
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format, upon request.

(1) FACILITY RECORDS, Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facifity.
(b} An up-to-date admission and discharge log
fisting the names of all residents and each
residents:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha =, s and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident fo the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to Rule 59A-36.018,
F.A.C. [f the resident dies while in the care of the
facifity, the log must indicate the date of

{c} Alog listing the names of all termporary
emergency placement and respite care residents
if notincluded on the log described in paragraph
(b).

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

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

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

{g) The admission package presented to new or
prospective residents (less the resident’s
contract) described in Rule 59A-36.006, F.A.C.
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{h) If the facility advertises that it provides special
care for persons with 's or
related , a copy of all such facility
advertissments as required by Section 429.177,

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

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

{k} All fire safety inspection reports issued by the
iocal authority or the State Fire Marshal pursuant
to Section 429.435, F.S., and rule Chapter
69A-40, F.A.C., issued within the last 2 years.

{1} All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S,, and Chapter 64E-12, FAC.,
issued within the last 2 years.

{m) Pursuant to Section 428.35, F.S_, all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
fast b years.

{n} The facility's resident elopement response
policies and procedures.

{o} The facility's documented resident elopement
response drills.

(p} The facility's policies and procedures pursuant
to subsection 58A-36.007(10}, F.A.C;

{a) The facility's prevention poficies and
procedures;

{r) The facility's medication practices;

{s} The facility's policy on physicat 5
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Continued From page 9

{t) The facility's policy on assistive devices;

(1) The facilitys policy on third-party providers;
{v} The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.5.;

{w) For facilities ficensed as limited mentat health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, FAC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an up-to-date admission and
discharge log.

Findings included:

Review of the admission and discharge log
revealed Resident #1 was admitted to the facility
on . Further review of the resident
record revealed no documentation indicating the
date of discharge and no documentation
indicating the reason for discharge.

During an interview on at 12 PM,
When asked about the incomplete admission and
discharge log, the administrator stated she did
not write the Resident #1 discharge date or why.

Class Il

42923( & ) FS Risk Mgmt & QA

429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements.~

{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality

A180
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assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.
{2) Every facility licensed under this partis
required to maintain adverse incident reports. For
purposes of this section, the term, "adverse
incident” means:
{a) An event over which facility personnel could
exercise control rather than as a resuit of the
resident's condition and results in:
1. B
2. or .,
3. Permanent H
) or of bones or joints;
5. Any condition that required medical attention to
which the resident has not given his or her
consent, including faiture to honor advanced
directives;
6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due 1o the incident rather than the
resident's condition before the incident; or
7. An event that is reported to faw enforcement or
its personnel for investigation; or
{b) Resident elopement, if the elopement places
the resident at risk of harm or injury.
(3) Licensed facilities shalt provide within 1
business day after the occurrence of an adverse
incident, through the agency's online portal, or if
the portal is offline, by electronic mail, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse
incident, and the status of the facility's
investigation of the incident.

damage,;
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{4) Licensed facilities shall provide within 156
days, through the agency's online portal, or if the
portal is offine, by electronic mail, a full report fo
the agency on all adverse incidents specified in
this section. The report must include the resuits
of the facility's investigation into the adverse
incident.

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

{7} The information reported to the agency
pursuant to subsection {3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to disciplinary action, in which
case the provisions of s. 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
5. 456.073 apply.

{8} If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable betief
that conduct by a staff member or employee of a
ticensed facility is grounds for disciplinary action
by the appropriate board, the agency shall report
this fact to such regutatory board,

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

{10) The agency may adopt rules necessary to
administer this section.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to submit an adverse incident report, that
involved elopement and was reported to law
enforcement, within 1 and 15 days of an incident
to the Agency for Healthcare Administration
{AHCA) for one out of 3 sampled residents
(Resident # 1).

Findings included:

Review of Resident #1's record revealed a
progress note completed on that stated
"On he eloped and was found later that
day, no injuries detected. he was
discharged to a psych evaluation in [local
hospital] due to becoming combative.

During an interview on at 11:15AM The
Administrator stated "On | he eloped. He
opened the latch on the front door around
6:30AM and he left. We have an electric door,
and it was opened that's how we figured he left.
No one saw him go. Around 6:30AM is when the
staff noticed he was gone. Another employee
[Staff CJ} was working and | was there working
that day. The hospice nurse is the one that went
to check on the resident and noticed he was
gone. She knew he was missing because she
sees him every day. So then § called the police
and then the police brought him to the
facility within 10 minutes. He was found on a
street about less than a mile from the facility. He
was dropped off to the facility by the police,
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they gave me his information. | locked the door
and made sure he didn't have access to it. He
had a minor injury to his ; was just a scuff it
wasn't like a real injury.”

Areview of the online Adverse Incident Reporting
System (AIRS) showed no evidence an incident
report(s) was filed for Resident #1

During an interview on at 11:29AM,
when asked why the incident was not reported to
the Agency, the administrator stated, "l didn't
complete an incident report with AHCA for any of
the incidents. | wilt have to ask the owner.”

During an interview on at 11:36AM,
The Owner stated "l did not do the incident report
with AHCA. | didn't know that | had to complete
any other incident report besides the one with the
police. | didn't do any AHCA reports for any of his
incidents."

Class Il
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