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Initial Comments.

Ablennial survey, a revisit to

complaint investigation {complaint numbers:
2024000305, 2024000795, and 20240001190), a
complaint investigation {complaint numbers:
2024001293 and 2024003233), and a generator
monitoring were conducted at Oakview Terrace
on . Deficiencies were identified at the
time of survey.

429.26( .)FS; 59A-36.006(4) FAC Admissions ~
Continued Residency

429.26 Appropriateness of placements;
examinations 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 appr 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 criterfa or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of
appropri for ission and
residency of an individual in a facility:
{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

tinued

A0DC

A01Q

AHCA Form 3

20-0007

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TILE (x5 DATE

STATE FORM

)

GREEN

It continuation sheet 1 of 44



Agency for Health Care

PRINTED: 04/11/2024

FORM APPROVED

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

AL11932515

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

c
032712024

NAME OF PROVIDER OR SUPPLIER

7220 BAILLIE DRIVE
NEW PORT RICHEY, FL 34653

OAKVIEW TERRACE

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

AD010

Continued From page 1

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
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.
{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (c), a
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
upervision. For of this the
term "bedridden" means that a resident is
confined to a bed because of the inabifity to:
a. Move, turn, or reposition without total physical
assistance;
b. Transfer to a chair or wheelchair without total
physical assistance; or
¢. Sit safely in a chair or wheelchair 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
in fact. in the case of a resident who has been
placed by the department or the Department of
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Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.

{3} A physician, physician assistant, or

practice registered nurse who is employed by an
assisted fiving facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

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 continued resi
criteria, a resident must have a -to-
medical 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
is incorp 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, unfess the resident is
receiving licensed hospice services pursuant to
Section 429.26(1)(c), F.S.
(b} Aresident requiring care ofa |, |

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

AD10

AHCA Form 3
STATE FORM

20-0007

s

GRSE1

If continuation sheet 3 of 44




Agency for Health Care

PRINTED: 04/11/2024

FORM APPROVED

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

AL11932515

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

c
032712024

NAME OF PROVIDER OR SUPPLIER

7220 BAILLIE DRIVE
NEW PORT RICHEY, FL 34653

OAKVIEW TERRACE

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

AD010

Continued From page 3

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 , i resident who no [onger meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents 1o 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
facitity, 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 alf 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 license,

{f) Assisted living facifity staff may provide any
nursing setvice permitted under the facility's
ficense and total heip with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
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professional ficensure 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 record review and interview, the facility
failed to obtain an updated to health
assessment that noted the required hospice
services. Furthermore, the facility failed to obtain
an interdisciplinary care plan that specified the
care and services provided by hospice and those
provided by the facility and agreed upon by
hospice, the facility, and the resident (or
resident’s responsible party) for three Residents
{#5, #11, and #15) when the residents had a
significant change in condition that necessitated
their admission to hospice services.

Findings included:

A record review for Resident #5, conducted on

, revealed that Resident #5 was
admitted to the facility on and into
hospice services on an unknown date as the date
was not noted in Resident #5's record. Resident
#5's health assessment form dated
did not note the required nursing services of
hospice. Resident #5's record did not contain an
interdisciplinary care plan that specified the care
and services that hospice provided and those that
the facifity provided and agreed upon by hospice,
the facifity, and the resident (or resident's
responsible party).

A record review for Resident #11, conducted on

. revealed that Resident #11 was
admitted to the facifity on and into
hospice services on an unknown date as the date
was not noted in Resident #11's record. Resident
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#11's health assessment form dated

did not note the required nursing services of
hospice. Resident #11's record did not contain an
interdisciplinary care plan that specified the care
and services that hospice provided and those that
the facility provided and agreed upon by hospice,
the facility, and the resident (or resident's
responsible party).

Arecord review for Resident #15, conducted on

, revealed that Resident #15 was
admitted to the facility on and into
hospice services on an unknown date as the date
was not noted in Resident #15's record. Resident
#15's health assessment form dated
did not note the required nursing services of
hospice. Resident #15's record did not contain an
interdisciplinary care plan that specified the care
and services that hospice provided and those that
the facifity provided and agreed upon by hospice,
the facifity, and the resident (or resident's
responsible party).

During an interview with the Weliness Director,
conducted on at 12:30pm, the
Wellness Director agreed that Residents #5, #11,
and #15's health assessments did not note their
required nursing services of hospice. The
Wellness Director agreed that Residents #5, #11,
and #15's records did not contain an
interdisciplinary care plan that specified the care
and services that hospice provided and those that
the facility provided and agreed upon by hospice,
the facility, and the resident (or resident's
responsible party).
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Continued From page 6

429.26(7) FS; 63A-36.007(1) FAC Resident Care
- Supervision

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

" . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such . . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an undertying condition is determined to exist, the
facifity 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
resident diets in accordance with Rule
59A-36.012, F.AC.

{b} Daily observation by designated staff of the
activities of the resident white on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.

A025
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Continued From page 7

{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
rmanager 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 provide care and services appropriate to
meet the needs for for one Resident (#14) of
one sampled resident that had nine

Findings Included:

Arecord review for Resident #14, conducted on
. revealed that Resident #14 was
admitted to the facifity on . Resident
#14's health assessment form dated
noted that the resident required precautions.
There was no documentation of or other
changes in condition in Resident #14's record.
There was no evidence documented in Resident
#14's record that the resident's primary care
provider and responsible party were notified of
any or other changes in conditions. There
were 1o documented interventions for
prevention in Resident #14's record.
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Continued From page 8

A review of in-house incident reports, conducted
on revealed that Resident #14 had a
on at 07:00pm, at
03:00pm, at 12:00am, at
10:30pm, at 08:20pm, at

08:48pm and 12:30pm, at 04:45pm,
and at 09:00am. Notifications were
made to Resident #14's primary care provider for
three of the nine . Notifications were made to
Resident #14's responsible party for two of the
nine . There were two interventions for
prevention noted which include two hours checks
and needs bathroom assistance. None of the
nine incident reports had been reviewed by
management such as Administrator, Wellness
Director, Director of Nursing, or Resident Care
Director or Coordinator.

During an interview with the Administrator,
conducted on at 02:30pm, the
Administrator was unable to provide evidence
that Resident #14's primary care provider and
responsible party were notified for each of the
resident's . The Administrator was unable to
provide evidence that the were documented
in Resident #14's record. The Administrator was
unable to provide evidence that management was
aware of the nine that Resident #14 had
incurred since - The Administrator was
unable to provide the interventions for

prevention that were implemented. The
Administrator stated that the facility was not
following their policy and procedures,

Class Ili

59A-36.007(7) FAC Resident Care - Elopement
Standards
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Continued From page 9

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 eloperment 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 faclity. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
(a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Famifies pursuant to Section 415.105 or
415.1051, F.8,, is exempt from this requirement
for up to 30 days.
1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that inciudes their name and the facility's name,
address, and telephone number. Staff trained
oursuant to paragraph 59A-36,011(10)(a) or (c),
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all imes.
2. The facitity must have a photo identification of
at risk residents on file that is accessible to ali
facitity staff and law enforcement as necessary.
The facility's filte must contain the resident's photo
identification upon admission or upon being
atrisk for to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.
{b) Facility Resident Elopement Response

A032
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Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. Ata
minimum, the policies and procedures must
provide for:

1. An immediate search of the facility and
prerises,

2. The identification of staff responsible for

H ing each part of the

response policies and procedures, including
specific duties and responsibilities,

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

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

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that that all direct care staff and
administration participated in the elopement drills
twice annually.

Findings Included:

A review of the employee roster, conducted on

, revealed that there were thirty-three
direct care staff and administration employed at
the faciiity.

Areview of the elopement drills, conducted on

, revealed that there were ten direct
care staff that had participated in elopement drills
performed on | s
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. , and . There
were no other elopement drills that were
provided. There was no evidence that the

ini , Assistant Administrator, and Staff
B, C, D, and E had participated in an elopement
drill,

An employee record review for the Administrator,
Assistant Administrator, and Staff B, C, D, and E,
conducted on \ revealed that the
Administrator, Assistant Administrator, and Staff
B, C, D, and E had not participated in an
elopement drill. Staff B did not have training in the
facility's elopement policy and procedures. The
Administrator was hired on . The
Assistant Administrator was hired on
Staff B was hired on . Staff C was
hired on . Staff D was hired on

. Steff E was hired on

During an interview with the Administrator,
conducted on at 01:30pm, the
Administrator stated that there were no other
elopement drills. The Administrator agreed that
not all direct care staff and administration had
participated in elopement drills twice per year as
required.

Class i

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, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
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Continued From page 12

an syringe that is prefiffed with the proper
dosage by a pharmacist and an . thatis
prefilled by the manufacturer are considered
medications in previously dispensed, properly
{abeled containers.
(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
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 lifting 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 potring the
p ' pl dose of ication into
the dispensing cup of the .
(4) Assistance with self-administration of
medication does not include:
{a) Mixing, , » converting, or

., medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
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Continued From page 13

crushing a tablet as prescribed.
(b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
{c} Administration of medications by way of a tube
insertedina  , 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

fcation by an unli person as
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.

(a) Any unlicensed person providing assistance
with seif-administration of medication must be

. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, FAC., and
must be available to assist residents with
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Continued From page 14

if- ini ications in ac with
procedures described in Section 429,256, F.S.
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 faciiitate 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 bave been contaminated, must
not be returned to the container.
{d) Trained staff must observe the resident take
the medication. Any concemns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
heaith 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
facitity staff, the following options are available to
enable the resident to take medication as
prescribed:
1. The health care provider may prescribe a
medication schedule 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 feaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
organizer 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,
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Continued From page 16

or
4. i may be i and
dispensed in an easier to use form, such as unit
dose packaging.
{f) Assistance with self-administration of
medication does not include the activities detalled
in Section 429.256(4), F.S.
{0} As used in Section 428.256{4)(h), F.S., the
terms “judgment” and “discretion” mean

preting vital signs and evaluating or
assessing a resident's condition.
{h) All 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 and interview, the facility
failed to ensure proper assistance with
self-administration of medication for sampling 1
of 1 residents (#5). The facility failed to identify
residents before self-administration of medication
for sampting 1 of 1 residents (#5).

Finding

On at 9:40am during observation of
medication administration, Staff A did not pop pills
from medication pack in front of resident and did
not identify the resident. Staff A also did not tell
the name, dose of the medicine, or ensure the
medication was taken for Residents #5.

During the interview with the Health & Wellness
Director on at 12:52pm, she agreed
that Staff A shoutd have popped the pills in front
of the residents and ensured it was taken. The
Health & Wellness Director agreed that residents
should be identified before assisting with
self-administration of medication.
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Continued From page 16
Class Ill

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 fo the use of pill
< i as i in ion (2), 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

ication and any limitati must be
for example, "as needed for |, not to exceed 4
tablets per day." The revised instructions,
including the date they were obtained from the
heaith 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.
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Continued From page 17

{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
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 piace 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 refiled in a timely manner.
(g) Pursuant to Section 465,0276(5), F.S., and
Rule 61N-1,006, 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,

A058

AHCA Form 3
STATE FORM

20-0007

s

GRSE1

f continuation sheet 16 of 44




Agency for Health Care

PRINTED: 04/11/2024

FORM APPROVED

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

AL11932515

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

c
032712024

NAME OF PROVIDER OR SUPPLIER

7220 BAILLIE DRIVE
NEW PORT RICHEY, FL 34653

OAKVIEW TERRACE

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

A056

Continued From page 18

3. Date dispensed,

4. Name and strength of the drug,

5. Directions for use; and,

6. Expiration date.

{h} Pursuant to Section 485.0276(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 observation, record review and
interview, the facility failed to fill or refilf
prescriptions within a timely manner and failed to
notify health care providers when residents did
not receive their prescribed medications as
ordered for two Residents (#5 and #8) of two
sampled residents.

Findings Included:

A review of MORs for Resident #5, conducted on

, revealed that Resident #5' s
prescribed medication | 81mg was
documented as not given on N

and at 07:00am due to

the medication not available. Resident #5's
prescribed s gel was documented
as not given on - and

at 08:00pm, at 09:00am
and 01:00pm, and at 01:00pm due to
medication not available.

A review of MORs for Resident #8, conducted on
, revealed that Resident #8" s
prescribed medication 667mg
was documented as not given on ,
, and at 11:30am and on
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Continued From page 19

. . . and

at 04:30pm due to the medication not
available. Resident #8 ' s prescribed Sevelamer

0.8gram for was
documented as not given on .
. , ,and

at 12:30pm and on .

. ,and at
04:30pm due to medication not available.

During an interview with the Weliness Director,
conducted on at 12:03pm, the
Wellness Director agreed that Residents #5 and
#8 had medications that were documented as not
given due to the unavailability of the medications.
The Weliness Director was unabe to provide
evidence that Resident #5 and #8 ' s primary care
providers were notified that the residents were
not receiving their medications as prescribed.
The Weliness Director agreed that the facility had
no coordinated Resident #8 ' s medications for
the days that the resident went to .

Class Ili

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 § 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
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Continued From page 20

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 health care

orovider 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 col i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of fransmitting a communicable

{b} Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre ion, and
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident’s record,
and to report the observations to the resident's
heaith 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 Lto
provide services 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
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Continued From page 21

specifically describe the services the staffing
agency or contractor wifl provide to residents,

{e) For faciities 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 record review and interview, the facility
failed to ensure one of three (Staff B) employees
whose records was reviewed included written
documentation from a health care provider stating
that they are free from communicable

within 6 months prior to hire or within 30 days of
hire

Findings included:
Areview of employee records conducted on
revealed Staff B was hired on
. There was no statement from a
health care provider indicating Staff B was free
from communicable in the record.

An interview was conducted with the
Administrative Assistant on at
12:47am, she agreed there was no written signed
statement from a health care provider stating
Staff B was free from communicable in
record.

Class Il
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Continued From page 22

429.52(_ ) FS; 59A-36.011(1) FAC Training -
Core & Competency Test

429.52
{2) Administrators and other assisted living facility
staff must meet minimum training and education
requirernents established by the agency by rule.
This training and education is intended to assist
facitities to appropriately respond to the needs of
residents, to maintain resident care and facility
standards, and to meet licensure requirements.
{3) The agency, in conjunction with providers,
shail develop core training requirements for
administrators consisting of core training learning
objectives, a competency test, and a minimum
required score to indicate successful passage of
the core competency test. The required core
competency test must cover at least the following
topics:
{a) State law and rules relating to assisted living
facilities.
(b) Resident rights and identifying and reporting
,neglect, and | B
{c} Special needs of elderly persons, persons with
mental iliness, and persons with B
and how to meet those needs.

{d) Nutrition and food service, including

itation practices for p
storing, and serving food.
(e} icati rec ping, and
proper technigues for assisting residents with
self-administered medication.
{f) Firesafety requirements, including fire
evacuation drill procedures and other emergency
procedures.
{g) Care of persons with 's
related

and

59A-36.011
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Continued From page 23

{1} ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.

{a) The assisted living facility core training
requirements established by the department
pursuant to section 429.52, F.S., shall consist of
a minimum of 26 hours of training plus a
competency test.

{b) Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the testis 75%. ini who
have attended core training priorto . .,

and managers who attended the core training
program priorto | . , shalf not be
required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with chapter 468,
part li, F.S., are exempt from this requirement.
{c} Administrators and managers shall participate
in 12 hours of continuing education in topics
related to assisted living every 2 years,

{d) A newly hired administrator or manager who
has successfully completed the assisted living
facitity core training and continuing education
requirements, shall not be required to retake the
core fraining. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must:

1. Retake the assisted living facility core training;
and,

2. Retake and pass the competency test.
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Continued From page 24

{e) The fees for the competency test shall not
exceed $200.00. The payment for the
competency test fee shall be remitted to the entity
administering the test. A new fee is due each time
the test is taken.

This Statute or Rule is not met as evidenced by:
Scott, Janelle

Based on record review and interview, the facility
failed to provide proof of the Administrator
completing the Assisted Living CORE
Competency Exam.

Findings included:

A review of the Administrator employee record
was conducted on . This review
revealed she was hired on and did
not successfully complete the Assisted Living
Core Competency Exam.

An interview was conducted with the

Administrator on at10:17am. The

administrator agreed the Assisted Living Core
Exam was not

Class Il

429.52(1 & 7) F8; 59A-36.011( ) FAC Training
- Staff In-Service

429.62

{1){a) Each new assisted living facility employee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
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Continued From page 25

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 facility residents. Upon compietion, the
employee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee ' s personnet record.

(b} Each assisted living facility employee must
complete the training required under s. 430.5025.
However, an employee of an assisted fiving
facitity licensed as a limited mental health facility
under s, 429.075 is exempt from the training
requirements under s. 430.5025(4)(d).

{c} If an assisted living facility employee
completes the 1-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
{a).

{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
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 preservice
orientation of at least 2 hours 1o ail new assisted
iving facility employees who have not previously
completed core training as detailed in subsection
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1.
(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. Facility
administrators or managers shail 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
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
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Continued From page 27

emergency evacuation.

(c} Staff who provide direct care to residents, who

have not taken the core training program, shall

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 facifity.

2. Recognizing and reporting resident .

neglect, and . | . The facility 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 59A-8.0095,

F.A.C., must receive 3 hours of in-service training

within 30 days of employment that covers the

following 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 minirmum of 1-hour-in-service training

within 30 days of employment in safe food

handfing practices.

{f) All facility staff shali receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty

{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.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that all staff had required training
within 30 days of hire for 2 of 4 (Staff 8, D)
sampled employees.

Findings Included:

A review of the Staff B employee records,

conducted on . revealed that Staff B,

didn't complete Control, Activities of

Daily Living, Efopement, Reporting Major

Incidents, Resident Rights, Safe Food Handling,
! . and P&P Training.

Areview of the Staff D employee records,

conducted on
didn't complete

Assistant on

Class Il

$8=D
)

. revealed that Staff B,
Control, Reporting Major

Incidents, Resident Rights.

During the interview with the Administrative

at 12:47am, she he

agreed that all staff did not have the required
training within 30 days of hire.

A 082 59A-36.011(4) FAC Training -~/

). Pursuant to section

[
381.0035, F.8., all facility employees, with the
exception of employees subject to the
requirements of section 456.033, F.S., must
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Continued From page 29

complete a one-time education course on
and , including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be

i in with fon (12), of

this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that employees had a one-time
education course on

/o .
[ ) within thirty days of hire for one
employee (Staff B) of four sampled employees.

Findings Included:

Areview of Staff B's employee record, conducted
on , revealed that Staff B's employee
record did not contain a certificate for a one-time
education course regarding ! . Staff B
was hired on .

During an interview with the Administrative
Assistant, conducted on at 12:47pm,
the Administrative Assistant agreed that Staff B
did not have the required i training within
thirty days of hire.

Class Il

58A-36.011(11) FAC Training -

an

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in

A082
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Continued From page 30

resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding .
{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facifity's policy and procedures
regarding within 30 days after
employment.

{c) Training shall consist of the information
included in rule 59A-36.009, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
failed to provide the one-hour required training
regarding the facility's policy and procedures for

} within
30-days of hire for one employee (Staff B) of four
sampled employees.

Findings Include:

Arecord review for Staff B, conducted on

, revealed that Staff B's employee
record did not contain a one-hour training for the
facifity's policy and procedures for within
30-days of hire. Staff B was hired on

During an interview with the Administrative
Assistant, conducted on at 12:47pm,
the Administrative Assistant agreed that Staff B
did not have the required training within
thirty days of hire.

Class Il

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

A0S0
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Continued From page 31

{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

working order.

(b} Pursuant to section 426.27, F.8,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with a mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. . to ensure easy access by the resident,

2. Acloset or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

tamp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate

keys to resident bedrooms 1o 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

facility must be free of tears, stains and must not

be

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

A152
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interview, the facility failed to honor resident rights
by failing to provide a clean and decent
environment free from pests. Furthermore, the
facitity failed to maintain all existing mechanical,
electrical, and structural apparatuses in good
working order.

Findings included:

Observations, conducted on from
10:00am through 03:07pm, revealed that in the
memory care unit, had targe
portable window chillers in their rcoms. On the
first floor in the activity room, there was one of six
fights not lit. There was one recessed light not lit
in the lobby by the piano. in the dining room,
there wre six recessed lights and seven of twelve
tubular lights not lit. There was brown
discoloration to eight celling panels and the trim
surrounding the panels which was consistent with
water leakage. The baseboards were covered in
dust and dirt and there were drips or spifls of an
unknown black substance to the wall and floor
near the kichen entrance. On the second floor,
the temperature was 81.5 degrees with the State
issues Hygrometer just off the elevator. The
carpet throughout the hallways had twelve large
soiled or stained areas and there was one area to
the left hallway that had a large area of black drip
of unknown substance. There were soiled areas
on the carpets at the entrance to .

, and 401. These rooms entry doors were
scratched, had peeling paint, and unsightly scuff
marks. There were four lights in the hallway not
fit.

Areview of the grievance log, conducted on

\ revealed that on
Resident #20's room had a temporary portable
chifler and the temperature was eighty-sight
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degrees and the resident had called the local fire
authority. On , Resident #20
complained about four roaches near the kitchen.

During an interview with Resident #3 in .
conducted on at 10:00am, Resident
#3 stated that her room had been infested with
bed bugs for awhile now. Resident #3 stated that
management was aware of the bed bug
infestation and had not treated.

During an interview with Resident #9, conducted
on at 11:17am, Resident #3 stated
that there were roaches found in another
resident's food. Resident #9 stated that she had
heard that there was a roach and bed bug
infestation. At 12:256pm, Resident #9 stated that it
was hard to breath with the air temperature so
warm.

During an interview with Resident #10, conducted
on at 12:30pm, Resident #10 stated
that the air conditioning had not worked since the
summer or 2023.

During an interview with Resident #21, conducted
on at 01:15pm, Resident #21 stated
that the facility needed a lot of improvement.
Resident #21 refused to elaborate on the needed
improvements,

During an interview with Resident #22, conducted
on at 01:25pm, Resident #22, stated
that the air conditioning unit had been down since
the summer of 2023.

An interview with Resident #19's family member,
conducted on at 04:14pm, the family
stated that the faility's rugs were dirly.
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Areview of the facility's focal health
department sanitation inspection report,
conducted on , revealed that the
facitity had a history of bed bug infestations.

Areview of the facility's bed bug policy and
procedures dated 2024 (no date noted),
conducted on , revealed that upon
finding evidence of bed bugs stated were to:

Resident showered, placed into brand new
clothing that the facility buys them

Resident immediately removed from the room to
a clean temporary room

Resident ciothes and belongings placed into bug
heating bag for treatment

Resident room treated by exterminator more
times

Facility will also then treat resident room

All hard surfaces wiped with 90% or more
Mattress and any material furniture replaced
Revised during survey and added
Since heating until purchased room chemically
treated then heat treated

Areview of a bed bug pamphiet given by the
Administator, conducted on , revealed
that the staff were to limit access to the bed bug
infested room. The staff were to remove
everything that could be laundered in a sealed
bag taken to the hot temperature dryer and heat
treat. There staff were to treat everything else
such as luggage, pillows, shoes, and slippers with
heat.

A review of the bed bug heater and buster
package invoice, conducted on .
revealed that the bed bug heater order #13531C
was ordered during the survey at 01:19pm.
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Areview of the facility's pest control, conducted
on , revealed that pest control was at
the facility on from 08:27ma through
08:58am and provided routine treatment spray of
the restrooms, office, kitchen, food production
areas, and employee break area. The pest
control was at the facility on from
08:38am through 09:18am and provided routine
treatment spray of the restrooms, office, and
kitchen areas. There were no evidence of an
inspection for an infestation of roaches and bed
pugs. There was no evidence that there was any
treatment for roaches and bed bugs to any
resident rooms.

Acreview of the invoice number 26951 dated

for new flooring, conducted on

, revealed that he invoice was for
flooring that was billed to and shipped to another
State and not to the facility.

During an interview with Staff A, conducted on
at 02:15pm, Staff A stated that the
portable window chillers were in
temporarity until the air conditioning unit was
repaired,

During an interview with the Administrator,
conducted on at 10:17am, the
Administrator stated that Resident #3 had
complained about bed bugs two days ago. The
Administrator stated that the bed bugs were
treated with wipes on the day that
Resident #3 complained. The Administrator
stated the facility was putting new floors in and
had ordered a heater to get rid of the bed bugs.
The Administrator stated that staff observed bed
bug residue but not the actual bugs. The
Administrator stated that Resident #3 refused
another room untit her room was treated. At
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10:28am, the Administrator stated that the facility
had not contacted the local health department for
assistance in bed bug abatement. The
Administrator stated that there were four known
active rooms with bed bug issues which included
211 and 306. At 01:56pm, the Administrator
stated the facility did not have any air conditioning
issues. The Administrator stated that the facility
did not have a maintenance person.

Class Il

58A-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 ficensee'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
format, upon request.

{1} FACILITY RECORDS. Facility records must
include:

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

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
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which the resident was discharged. Readmission
of a resident to 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. If the resident dies while in the care of the
facitity, the log must indicate the date of

{c} Aleg listing the names of all temporary
emergency placement and respite care residents
if not included 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 58A-36.019, F.A.C., that must
be readily available by facility staff.

(e) The facility's liability insurance policy required
in Rue 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.
(h} If the facility advertises that it provides special
care for persons with ‘s or
related . a copy of alf such facility
advertisements as required by Section 429.177,
F.8.

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

{i) Alt food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
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food services and the food service contractor's
ficense 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
B89A-40, F.A.C., issued within the last 2 years.

{I) Alt sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 84E-12, FAC,,
igsued within the last 2 years.

{m) Pursuant to Section 428.35, F.8., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.

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

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

{p} The facility's policies and procedures pursuant
to subsection 59A-36.007(10}, FA.C.;

(g} The facility's prevention policies and
procedures;

{r} The facifity's medication practices;

{s} The facility's policy on physicat H

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

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

{w) For faciliies licensed as limited mentai 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 that listed the names of all
residents admitted to the facility and from where
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they were admitted. Furthermore, the admission
and discharge log did not note the date, place,
and reason that former residents were
discharged.

Findings Included:

During an attempt to review the admission and
discharge log, conducted on .
revealed that the facility did not have an
admission and discharge log in place that listed
the names of alf residents admitted to the facility
and from where they were admitted. The
admission and discharge log did not note the
date, place, and reason that former residents
were discharged.

During an interview with the Administrator,
conducted on at 01:20pm, the
Administrator agreed that admission and
discharge fog did not list the names of all
residents admitted to the facility and from where
they were admitted. The Administrator agreed
that the admission and discharge log did not note
the date, place, and reason that former residents
were discharged.

Class Ili

429.23( & ) 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, facility incident
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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 result of the
resident's condition and results in:

1 B

2. or ., damage;

3. Permanent ;

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 fransfer 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 shall 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 mait, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse
incident, and the status of the facility's
investigation of the incident.

{4) Licensed facilities shall provide within 15
days, through the agency's online portal, or if the
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portal is offline, by electronic mail, a fulf 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 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
s. 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
ficensed facility is grounds for disciplinary action
by the appropriate board, the agency shalt report
this fact to such regutatory board.

{9} The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.
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{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 file a one- and fifteen-day adverse
incident report to the Agency for one Resident
{#19) of one sampled resident that was
transferred to an Acute Care Facility due to two
adverse incidents unknown origin. Furthermore,
the facifity failed to have an internat risk
management and quality assurance program in
place as required to assess resident incidents.

Findings included:

During an interview with Resident #19's family
member, conducted on at 04:14pm,
Resident #19's family member stated that
Resident #19 was found with a by
another family member. The other family member
brought this to the staff's attention. Resident
#19's family member stated that one week later,
the facility had not done anything about Resident
#19's . Resident #19 had new injuries
which inciuded _toher and a cut on
ner , . The family member called 911. Resident
#19's family member stated that Resident #19
was sent to the hespital and diagnosed with a

. Resident #19's family member
stated that the facility did not notify any family
memberofa . or injury to the resident.

Arecord review for Resident #19, conducted on
, revealed that Resident #19 was
admitted to the facility on . According
to Resident #19's health assessment form dated
the resident was diagnosed with
. Resident #19 resided in the facility's
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memory care unit. Resident #19 had an incident
report dated at 07:00am that noted
that Resident #19 was taken to the hospital due
to being found at 01:00am with onher |
from an unknown origin. There was no indication
that the facility notified Resident #19's
responsible party and primary care physician.
There was no indication that administration such
as an Administrator, Director of Nursing,
Wellness Director, or Resident Care Coordinator
or Director reviewed the incident or completed an
investigation of the injury of unknown origin.
Resident #19 was seen in the hospital's
emergency department on at
04:35pm that noted that Resident #19 was seen
due to complaints of | and Jforan
unknown amount of time and was diagnosed with
an acute right ankle . There was no
corresponding in-house incident report or
investigation for Resident #19's right
of unknown origin.

During an interview with the Administrator,

conducted on at 02:28pm, the

Administrator stated that the facifity had not filed

an adverse incident report to the Agency for

Resident #19's injuries of unknown origin

that occurred on and the resident's
right on

Class Il
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