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{A000) Initial Comments {A 000}

Arevisit to a re-licensure survey was conducted
at Prestige Care Aventura, LLC on to

. Deficiencies were identified at the
time of survey.

A025( 429.26(7) F$; 59A-36.007(1) FAC Resident Care A025
88=D| . 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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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 record review and interview, the facility

failed to ensure the resident health care provider

was notified after a significant change for one out

of seven residents (Resident #7). Resident #7

at the facility, injured the forehead, and received
on the right side of the

Findings included:
Review of the facility's admission and discharge
iog, showed Resident #7 with an admission to the

facitity on

Review of Resident # 7's record showed a health
assessment dated with a diagnosis of

A025
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Continued From page 2

. AN and . The
resident had no special precautions, and needed
assistance with ambulation, grooming, toileting,
and transferring, and needed total assistance
when bathing and . and assistance with
medications. Review of a progress note dated

showed, 'that at around 1:00 PM, the
staff reported that the resident  while walking
in the living room. The resident hit her forehead.
She had no complaints, and was able to walk and
talk without any issues. She had a cut on the
forshead and some on the right side of
the . Family notified; her son is out of the
country. Advise by me to take her to the hospital,
despite her feeling well, just in case, but the son
and [Resident #7] refused.’

Further review Resident #7 record showed no
documentation that the physician was notified of
the . No documentation the resident received
medical care after the

On B at 1:02 PM, the
Administrator stated, "She looked Ok, that's why |
did not send her to the hospital, and she refused
togo.”

On at 12:20 PM, Resident 7's
family member stated, "l was working in Europe
when she |, and they] Administrator] called me
to let me know that she . and that she suffered
a cut on her forehead and on her jaw. My
mom and [, jointly decided not to go to the
hospital because | had a very bad experience
with them last time she was there."

On . at 11:02 PM, when Resident
7's health care provider was asked about the
resident . |, the health care provider stated, " |
was not aware thatshe "

A025
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A 055 59A-36.008(6) FAC Medication - Storage and A D055

88=D| Disposal

{8) MEDICATION STORAGE AND DISPOSAL.
(a} In order to accommodate the needs and
preferences of residents and 1o 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 apariments 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 fist of all medications
being stored pursuant to such a request;

The ication is ined and
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;
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 reguiations require
central storage of medication and that policy has
been provided to the resident before admission
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Continued From page 4

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 receptacie, room, or area at all
times;
2. Located in an area free of dampness and

, except that a i
requiring i ion must be kept
Refrigerated medications must be secured by
being kept in a 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 ication, or inisterd 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 approptiate,
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
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. I, after notification and waiting
at least 16 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance

ADBS
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Continued From page 5

with paragraph (f).

{f) 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.

(g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return
dispensed medicinal drugs to the dispensing
pharmacy pursuant to Rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to maintain ali prescribed or over the
counter medications locked in a cabinet, cart, or
other locked storage receptacie, room or area at
ali times.

Findings included:

On at 12:30 PM, upon arrival,
observed the administrator outside in the
backyard.

On at 12:40 PM, observed an
unlocked closet, accessible fo residents, in the
fiving/dining area, with unsecured medications in
bags for Resident's #2 and #4.

On . at 12:40 PM, the
stated, "They [Resi 's #2 and
#4]received the medications.
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42023( & ) FSRisk Mgmt & QA

429.23 internal risk managerment 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
4. or of bones or joints;

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

6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due 1o the incident rather than the
resident's condition before the incident; or

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

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

(3) Licensed facilities shalt provide within 1
business day after the occurrence of an adverse

damage;

A185
A185
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Continued From page 7

incident, through the agency's onfine portal, or if
the portal is offline, by electronic mail, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse
incident, and the status of the facility's
investigation of the incident.

{4) Licensed facilities shall provide within 16
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 shail
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

A185
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ficensed facility is grounds for disciplinary action
by the appropriate board, the agency shali report
this fact to such reguiatory 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 review and interview, the facility
failed to complete the Agency Incident Report,
involving a resident who at the facility and was
injured for one out of seven residents (Resident

7

Findings included:

Review of Resident 7's record showed an
admission date for - The resident 1823
health health assessment dated
showed diagnosis of | . ,
and . The resident had no special
precautions, and needed assistance with
ambulation, grooming, toileting, and transferring,
and needed total assistance when bathing and

.. and assistance with medications.
Review of a progress note dated
showed that at around 1:00 PM, the staff reported
that the resident . while walking In the living
room. The resident hit her forehead. She had no
complaints, and was able to walk and tatk without
any issues. She had a cut on the forehead and
some on the right side of the
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A165| Continued From page 9 A 165
Review of the agency incident reporting database
showed an incomplete report dated
On at 1:02 PM, the Administrator
stated, "l could not continue writing the incident
report because of the options it gave me, it did
not apply to what happened to her [Resident #71."
Review of the facility records and agency report
showed no decumentation the administrator had
issues with reporting the incident in writing
concerning Resident #7.
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