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A 000 Initial Comments AD00

A complaint investigation #2023007304 was
conducted at Brookdale Dr. Phitlips memory care
on . The facility had deficiencies at the
time of the survey.

A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
88=G| . Supervision

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

o . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or | . The notification
must 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
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Continued From page 1

59A-36.012, FA.C.

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

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

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

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
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 observations, record reviews and
interviews, the facility failed to provide care and
services appropriate to meet the needs of
residents by failing to provide adequate
supervision and ensure safety through proactive
measures to minimize the potential for and
injuries for 3 of 3 sampled residents (#1, #3, #4).

Findings:

1. Review of resident #1's record revealed a
facitity admission date of . Her medical
history included with .
following affecting left

A025

non-dominant side,
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Continued From page 2

. { ), history of a
{ Y)and

without residual , and systemic
inflammatory response of
non- . She was alert and oriented with

. She had no physical or sensory
{imitations. She required assistance with bathing,

» grooming, toileting, ambutation and

transferring.

Facility notes revealed the following:
On at 9:45 pm she was found on the floor
near her bed. She was trying to reach her phone

and slid to the floor. No injuries.

A risk evaluation scored her ata 3
(high risk).

On a home health physicat and
o tional evaluations were

On at 7:15 am she was sitting on the bed
and slid to the floor.

On a "high toilet chair" and bed were
put in place.

On an alert was received from "safely
you" {camera system in the resident's room) on
that morning. The resident was then found on her

near her bed, holding her with both

. She was then lowered by staff to the floor.
Review of the safely you video revealed the
resident's left was on the floor first followed
by her right one. She struggied to get into
bed and finally got on her

On a heaith care provider ordered a gait

A025

belt to help with transfers and a bed to help
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Continued From page 3

with transferring.

On at 1:05 am she was found on the
fioor. She was at her bedside. She was helped to
her wheelchair. She sustained a near
her left and one on her left . The staff
was alerted to the by the safely you system.
"Keep  precaution in place”.

On at 7:26 pm she had non pitting
to both of her fower 20 milligrams.
{mg) twice daily was prescribed.
A personal service plan indicated she
on . ,and .
Universal precautions were listed, which
appl |ed to all Brookdale residents and not
fo the cii Ll
resident's

this

On
her bed.

the air mattress was removed from

On at 12:15pmshehada  inher
room. Her caught on something.
A Physical went to free the cord while
the resident was standing and holding on to her
walker. The resident turned around to see what
happened and lost her balance, falling backward
onto the ground. She said she was trying o it in
her wheelchair, No injuries.

On a heaith care provider ordered a
wheelchair and walker for mobility. The
physiclan's progress note indicated the resident
had a diagnosis of

On at 1:26 pm she refused to walk with
, stating she wanted to stop ,

A025
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Continued From page 4

An physician progress note indicated the
resident was receiving physical and occupational
therapies for deconditioned status, gait and
strengthening. The note also indicated she had a
diagnosis of mild to moderate

On at 9:53 pm she was seen by a
caregiver walking in “C" haliway. She was seen
falling but the caregiver could not get to herin
time. The resident said she got out of bed to fook
for her husband. She complained of | in her

On at 10:36 am a purple discoloration
was seen on her right side from the previous

. ' s and post
evaiuations did not contain any prevention
interventions.

During an interview on at 2:10 pm, the
resident acknowledged her history of . She
said it was her own fault because she did not calt
for help even though staff instructed her to. She
said when she , she was looking for her
husband because they were closing on a house,
and he needed to be there.

2. Review of resident #3's record revealed an
admission date of . Her medical history
included Progressive Supranuctear . (PSP),
due to PSP, cand .
She required assistance with ambulation and a
wheelchair for distance. Her gait was unsteady.
She had difficulty speaking due to PSP but was
able to use gestures to refay her needs. She
required precautions. She needed assistance
with bathing, ., grooming, tofleting and

A025

transferring.
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A risk evaluation scored herata 3
(high risk).
A health care provider progress note

On at5:41 am

plece of tissue to wipe
away and the resident
was called.

she was seen after a

of her

wheelchair for mobility.
A and
resident.

During an interview on

and .. ofher and
of 2and 4 . She also

indicated "continue with  precautions”,

a caregiver was assisting

the resident after using the bathroom. The
resident’s was running. The caregiver got a

it, turned around to put it
and hit her .8

A hospital after visit surnmary indicated

. ACT of her and
showed

sustained a on her left and the

A post evaluation did not contain any
prevention interventions.

A s Land doctor progress
notes indicated "continue precautions
including wheelchair use for ambulation”.

On a health care provider ordered a gait
beit to help with transfers.

On a heaith care provider ordered a

personal service plans had

universal  precautions, not specific to this

at 9:29 am, the

resident was seen sitting in a recliner in her room.
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Continued From page 6

Awheelchair was nearby. Her room was free of
clutter, She wore nonskid socks. She was
aphasic. She answered questions by nodding her
and putting a thumbs up or by shaking her
and putting a thumbs down. She indicated
she did not have prior to the one that
occurred on and that she had since
but did not have injuries from the subsequent
. She indicated she now used the wheelchair.
She indicated she was not independent with
transferring and that she was compliant with
using a call box next to her to call for help. She
indicated the staff responded in a timely manner.
When told what the report read about the
, she indicated the details were accurate. She
indicated the facility staff couid have done more
to prevent the . . When asked to give more
specific details, she wrote on a dry erase board,
but the writing was illegible.

During an interview on at 12:22 pm, the
resident’s family member said that when the
resident on the caregiver who was
with her used a rolling walker when only a
wheelchair was to be used. The family member
said that when the resident was first admitted, the
resident's walker was brought with her, but the
family gave specific instructions during the
pre-admission assessment that the resident was
not able to ambulate. The family member said
she spoke with the administrator after the .,
who appeared very upset to see what happened
and said there was only one person working that
morning. The family member said the
administrator said she had a talk with the staff
about the incident.

During an interview on at12:35 am
another of the resident’s family member said that

A025

during the resident’s initial preadmission
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Continued From page 7

assessment she told the health and welfness
director that the resident could not ambulate. The
family member said the assessment consisted
only of having the resident demonstrate that she
was able to stand and pivot. The family member
said the resident's gait was shuffied and during
transferring she can take only steps before
having to turn then sit down in the wheelchair.
The family member said the rolling walker was
used only for the resident to sit on the seat and
be pushed around the home because the
wheelchair did not fit through the doors.

Review of the safely you footage on
1:20 pm revealed that on at
approximately 5:42 am a female caregiver
entered the resident's room and assisted her to
stand from her bed then use the rolling walker to
walk to the bathroom. The aide had one of her
on the resident’s and stood next to
the resident while ambulating. At approximately
5:47 am the resident, using the walker, and the
aide exited the bathroom. Nearly halfway to the
resident’s bed, the aide reached to her left,
grabbed tissue from a box on the resident's table,
wiped the resident's then left the resident
standing there and went into the bathroom. While
the aide was stiff in the bathroom, the resident
straight onto the floor and the walker tipped
on top of her,

During an interview on at 3 pm, the health
and wellness director said she did conduct a
preadmission assessment on the resident as the
family said. The health and wellness director said
the results of that assessment were used to
create a personal service plan, which did not
indicate the resident used a rolling watker for
ambulation.

A025
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During an interview on at 3:20 pm, the

health and weliness director said she recalled
that during the preadmission assessment the
resident’s family member said the resident mainly
used a wheelchair for mobility.

During an interview on at 3:53 pm,
caregiver D, who was the one with the resident
whenshe . on . said there had always

been both a rolling walker and & wheelchair in the
resident’s room. She said she usually used the
walker to take the resident to the bathroom and
the resident did fine using it. The caregiver said
she did not know she was not supposed to use
the walker. She said following the Incident the
administrator instructed her to not care for
resident #3 by herself anymore. The caregiver
said resident care plans were in the nurse's
station and she had access to them. She said
she did read resident #3's care plan.

During an interview on at 4:03 pm, the
administrator said that following the resident's
her family asked why the caregiver used the
walker. The administrator said her reply to that
was "because she's walking”. She said the family
said they told faciiity staff the walker was not to
be used. The administrator said the walker was
removed from the room after the . . She said
she met with staff, viewed the safely you video
and discussed what could be done differently to
prevent a reoceurrence.

During an interview on at 4:24 pm, the
health and wellness coordinator said that when
resident #3 was first admitted her family was
pushing the walker while the resident sat on its
seat. The health and weliness coordinator told the
family the walker could not be used like that, so
the family brought in a wheelchair. The health and
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Continued From page 9

wellness coordinator said that although not
documented, she trained the staff on general
prevention strategles, but none specific to
resident #3.

3. Review of resident #4's record revealed an
admission date of . Her medical history
included ‘s B B

and difficulty in walking. She was alert
and oriented and had no special precautions, She
required supervision with bathing, -
toileting, and ambulation with a front wheele:
walker.

A risk evaluation scored her a 2.

A personal service plan was not made available
for this resident.

A 1:20 pm admission note indicated she
was able to ambulate slowly with a watker with
stand-by assistance and her were
permanently bent.

A 11:03 am facility note indicated she was
at a high risk for . She tried several times to
walk by herself without an assistive device. Her
gait was unsteady. Her . was

. She said, “my . was always
fow",

A 6:34 pm facility note indicated her gait
was unsteady and she was at high risk for

A 11:50 am facility note indicated she
gets up and walks around her room, fixing things
on the tables. She was encouraged to stay
seated in & chair.

A025

A 1:18 pm facility note indicated she was
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Continued From page 10

very difficult to redirect, she did not respond welf
to command, she constantly got up with a shaky
and unsteady gait and walked around.

A 4:14 pm facility note indicated she was
found by her assigned resident aide lying on the
floor beside her recliner and walker. No injuries.
She said, "I was just walking around". Will
continue to monitor.

A post . evaluation indicated her
occurred at midnight. She sustained a
on the of her

A hospital after visit surmmary indicated
she was seen for a with a injury,

A 7:20 pm facility note indicated she had
a  in the haillway between the dining room and
common area. No injuries.

On a heaith care provider ordered a gait
belt to help with transfers and a bed to help
with transferring.

A 1823 heaith assessment form indicated
the resident was alert and oriented to self only.
She required . precautions and assistance with
all activities of daily living, ambulation and
transferring.

A 7:22 am facility note indicated she
near the toilet in front of her closed bathroom
door. She said, "l don't know, I guess | was
walking™. No injuries.

On a health care provider ordered a
wheelchair and walker for mobility.

A025
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Continued From page 11

A s and post
evaluations did not have any prevention
interventions.

A and health care provider
progress notes indicated to continue
precautions.

Review of her medication list revealed she took
A PR . and

During an interview on at 10 am, the
resident was seen sitting in a chair in the
dayroom. Her ., .. were closed. She wore
sandals that were buckied. She responed easily
when her name was said. She said she'd

enly twice in 15 years. She said one of those was
at the facility and it did not result in injuries. She
said she ambulated independently. She said the
staff tells her to ask for assistance.

During an interview on at 2:17 pm,
caregiver A said she receives training every
year. She said each resident's service plan was in
the nurse's station and she has access to them.
8he said she reviewed them whenever she
needed to or whenever there was a problem.

During an interview on at 2:25 pm,
caregiver B said when a resident was first
admitted the staff are told what the resident’s
needs are, what their condition is, whether they're
mobile, use a wheelchair or walker and whether
their or - 8he was asked
twice if she received training specific to
residents #1, #3 and #4. She did not answer yes
or o but replied "we know it's our duty every
minute to make sure they don't . ". She said she

A025

was familiar with what a personal service plan
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was, but she did not know where they were
{ocated. She said she'd never seen resident #3's
personal service plan then said, "but | know what
to do for her cause they told me what her
condition is". When asked who told her she
replied it was either a nurse or the health and
wellness coordinator. She sald she'd never used
a walker with resident #3 because "she's not
stable, she can't stand on her own".

During an interview on at 3:27 pm,
caregiver C said, "l don't know anything about the
care profile”. She said she received general
training on & computer but nothing specific to any
resident. She said resident #3 used a wheelchair
and never a walker.

During an interview on at 3:58 pm,
caregiver E said resident #4 was stubborn and
always got up. She said residents #1 and #4 used
either a wheelchair or a walker. She said resident
care plans were in the nurse's station, which she
had access to.

The facility's management policy
defineda  as unintentionally coming to rest on
the ground, floor, or other lower level either
witnessed or unwitnessed, with or without injury.
It read, in part, that residents who score 2 or 3 on
a  risk evaluation will have additional
interventions for consideration related to the
resident's individual medicat condition, functional
status, environmental factors and safety
awareness indicated on the personal service
plan.

Class Il
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59A-36.007(5) FAC; 429.28( ) FS429.27
Resident Care - Rights & Facility Procedures

59A-36.007

{6} RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a}) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.006, FA.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 allow
residents to recommend changes fo facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

() The telephone nusmber 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 accessibie by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rutes and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.008, F.A.C. The rules
and procedures must at a minimum address the

A030
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facility's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and

6. inistrative and h

and requirements;

A 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. Physical .

{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 confract 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 429.28(1)(d),
F.S. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capagcity 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.

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
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of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shalf 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 personal 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
fiving quarters, 50 as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

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

[ access to a 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 fo extend visiting hours for
caregivers and out-of-town guests, and in other
simifar 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.
{fy Manage his or her financial affairs unless the
resident or, if appficable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facitity to provide safekeeping for funds as
provided in s, 429.27.

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

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

A030
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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.
{i) 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 heaith care services, the provision of or
arrangement of transportation to health care

. , and the performance of health
care services in accordance with s. 429.255
which are consistent with established and
recognized standards within the community.
(k) At least 45 days' notice of relocation or
termination of residency from the facifity unless,
for medicat reasons, the resident is certified by a
physician to require an emergency relocation to a
facility 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 s , 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
telephone number of the program. in order for a
facitity to terminate the residency of an individual
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.
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{l) 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 grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.
{2) The administrator of a facility shall ensure that
a written notice of the rights, .and
prohibitions set forth in this part is posted ina
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 ocal ombudsman
council, the Elder Hotline operated by the
Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a focal
fong-term care ombudsman councll, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retafiatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access to a telephene to
call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Elder
Hotline operated by the Department of
Children and Families, and . Rights
Florida.
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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 adrission of a resident to & facility and
his or her presence therein sha 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 personat 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 record reviews and interview, the
facility failed to follow its , neglect, and

. policy by failing to notify the
Department of Children and Family Services
{DCF8) Central Hotline when there was an
allegation of , for 1 of 1 sampled
resident (#3).

Findings:

Review of resident #3's record revealed an

admission date of . Her medical history

included Progressive Supranuclear ., (PSP),
due to PSP, cand .

A030

During an interview on at 12:35 pm, the
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Continued From page 19

resident's family member said that approximatety
two months ago the resident told her that a
redhaired traveling nurse slapped the resident's

. The family member said she told both the
administrator and the health and wellness
coordinator, who said the nurse would either not
return to the facility or not take care of the
resident going forward.

During an interview on at 2:35 pm, the
health and wellness coordinator confirmed the
allegation that a temporary nurse slapped the

resident on her

A facility incident investigation report
read, in part, that on at approximately
2:15 pm, resident #3's family member reported to
the health and wellness coordinator that the
resident said someone hit her. The health and
weliness coordinator questioned the resident,
who responded non-verbally and in writing, that a
femate caregiver with short, curly red hair and
fighter skin hit her. Afacility investigation was
initiated and concluded with no substantiated
findings.

During an interview on at 3:05 pm, the

it said the ion was not
reported to DCF because the facility's
investigation did not find anything fo substantiate
the allegation.

The facility's . neglect and

s policy read, in part, the executive
director or designee, in consultation with the
district/regional director of operations, should
report known or suspected . neglect or

. and all allegations of \ neglect
or ., to the DCFS central hotline.
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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
quickly to identify quality differences.
{2) Every facility licensed under this partis
required to maintain adverse incident reports. For
purposes of this section, the term, "adverse
incident” means:
{a) An event over which facility personnel could
exercise control rather than as a resuit of the
resident's condition and results in:
2. or .,
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.

damage,;

A030
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{3) Licensed facilities shall provide within 1
business day after the occurrence of an adverse
incident, through the agency's ontine 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
of the facility's investigation into the adverse
incident.

[ , 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 shal
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to discipiinary 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
s. 456.073 apply.

(8) If the agency, through its receipt of the
adverse incident reports prescribed in this part or

A185
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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 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.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interview, the
faciiity failed to notify the Department of Children
and Family Services {DCFS) Central
Hotline when there was an allegation of ,

for 1 of 1 sampled resident (£3).

Findings:

Review of resident #3's record revealed an

admission date of . Her medical history

included Progressive Supranuctear . (PSP),
due to PSP, cand .

During an interview on at 12:35 pm, the
resident’s family member said that approximately
two months ago the resident told her that a
redhaired traveling nurse slapped the resident's

. The family member said she told both the
administrator and the health and wellness
coordinator, who said the nurse would either not
return to the facility or not take care of the
resident going forward.
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During an interview on at 2:35 pm, the
health and wellness coordinator confirmed the
allegation that a temporary nurse slapped the

resident on her

A facility incident investigation report
read, in part, that on at approximately
2:15 pm, resident #3's family member reported to
the health and wellness coordinator that the
resident said someone hit her. The health and
wellness coordinator questioned the resident,
who responded non-verbally and in writing, that a
female caregiver with short, curly red hair and
tighter skin hit her, A facility investigation was
initiated and concluded with no substantiated
findings.

During an interview on at 3:05 pm, the

ini said the for was not
reported to DCF because the facility's
investigation did not find anything to substantiate
the allegation.

The facility's . neglect and

; policy read, in part, the executive
director or designee, in consultation with the
distri director of i should
report known or suspected , heglect or

. and all allegations of . neglect
or to the DCFS central hotline.
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