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59A-35.110( ) FAC Reporting Requirements;
Electronic Submission

59A-35.110 Reporting Requirements; Electronic
Submission.
{1) During the two year licensure period, any
change or expiration of any information that is
required to be reported under Chapter 408, Part
Wi, F.8., or authorizing statutes for the provider
type as specified in Section 408.803(3), F.S.,
during the license application process must be
reported to the Agency within 21 days of
oceurrence of the change, including:
{a) Insurance coverage renewat;
{b) Bond renewal;
{c} Change of administrator or the similarly titled
person who is responsible for the day-to-day
operation of the provider;
{d) Annual sanitation inspections;
{e) Fire inspections.

i i 1of i
{a) The following required information must be
submitted electronically through the Agency's
Single Sign On Portal located at
hitps: ahca.myflorida i ignOnPo
rtal:
1. Nursing homes:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the cccurrence of the incident as
required in Section 400.147, F.S. on Nursing
Home Adverse incident, AHCA Form 3110-0010
oL, , which is hereby incorporated by
reference and available at:
nttps:/iwww firules org/Gateway/reference.asp?N
0=Ref-08777, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
https://apps.ahca.myflorida.com/SingleSignOnPo
rtal.

cz821

AHCA Form 3

20-0007

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

TLE

(x5 DATE

STATE FORM

115811

It contination sheet 1 of 15




Agency for Health Care

PRINTED: 04/18/2024
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11970032

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

04/03/2024

NAME OF PROVIDER OR SUPPLIER

SHANGRI-LA AT RIVIERA ALF LLC

868 RIVIERA DR NE

PALM BAY,

FL 32965

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION x6)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)

czZ821

Continued From page 1

2. Assisted living facitities:
Adverse incident reports must be submitted
electronically to the Agency within 1 business day
after the ocourrence of the incident, and within 15
calendar days after the occurrence of the incident
as required in Section 428,23, F.S., on Assisted
Living Facility Adverse Incident, AHCA Form
3180-1025 OL, | , which is hereby
incorporated by reference and avaitable at:
hitps:/iwww firules.org/Gateway/reference.asp?N
o=Ref-08778, and thraugh the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps:f/apps.ahca.myfiorida.com/SingleSignOnPo
rtal.
3. Hospitals:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 395.0197, F.S., on Hospitat
Adverse Incident, AHCA Form 3140-5001 OL.,

; , which is hereby incorporated by
reference and available at:
hittps:/iwww firules.org/Gateway/reference.asp?N
0=Ref-08779, and through the Agency’s adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
https: _ahca.myflorida
rtal.
4. Ambulatory Surgical Centers:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the accurrence of the incident as
required in Section 395.0197, £.S., on
Ambulatory Surgical Center Adverse Incident,
AHCA Form 3140-5004 OL, | , which is
hereby incorporated by reference and available

OnPo
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at:
https:/fwww.firules.org/Gateway/reference asp?N
0=Ref-08780, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps:f/apps.ahca.myfiorida.com/SingleSignOnPo
rtal.

5. Hospitals and ambulatory surgical centers
must submit annual reports pursuant to Section
395.0197 F.8,, electronically to the Agency on
Annual Report, AHCA Form 3140-5005 OL,

. which is hereby incorporated by reference
and available at:
http:/vww. firules. asp?No
=Ref-12123, and through the Agency's Single
Sign On Portal located at:
hitps://apps.ahca.myflorida. i ignOnPo
rtal.
6. For the purposes of this rule, the following
applies for submitting adverse incident reports:
a. Abusiness day means any day other than a
Saturday, Sunday, or legal holiday as designated
in Section 110.117, F.S.
b. A preliminary (1-Day) report is deemed late
when submitted more than 1 business day after
the day of the incident.
c. Nursing Homes, Hospitals, and Ambutatory
Surgical Centers: A full report (15- Day) is
deemed late when submitted more than 15
calendar days after the day of the incident.
d. Assisted Living Facilities: A full report (15-Day)
is deemed late when submitted more than 15
calendar days after the day of the incident or
more than 3 business days after the Agency
issues the reminder pursuant to Section
429.23(5), F.8., whichever is later.
e. Assisted Living Facilities and Nursing Homes
that submit reports deemed late may be fined up
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to $50 per day late not to exceed $500.

(b) The licensee must retain a copy of all

documentanon generated at time of repomng as
irmation of f L

(c) if the Agency 's Single Sign On Portal or the

enline adverse incident reporting system is

temporarily out of service the licensee may

contact the Agency directly at 1(888)419-3456 for

assistance. Reporting will resume as soon as

online access is restored.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to electronically submit to the agency
a preliminary report within 1 business day of
incident for 1 of 4 sampled residents (#1).

Findings:

Resident #1 was transferred to and admitted to
the hospital on due to

Areview of resident #1 record revealed he was
admitted on and discharged on
His record contained a Resident Health
Assessment Form (1823) dated . His
diagnoses included: . . and
. The resident requnred supervision
wrth eating and grooming and assistance with all
other activities of daily living. His record did not
contain any documentation of the events leading
to resident #2 transfer to the hospital.

On at 11:30am the administrator confirmed
he did not submit an Adverse Incident Report to
the Agency when resident #2 was discharged to a
higher level of care. He said he was transferred
because he was acting aggressively.
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Unclassified

Initial Comments

A survey for complaint #2024000159 was
conducted on at Shangri-La at Riviera
Assisted Living Facility. There were deficiencies
identified at the time of the survey.

428.26( ) 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 individuat to the facility and for

ining the appropri 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
in law or rule related to admission criteria or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of
appropriateness for admission and continued
residency of an individual in a 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

Cz821
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{c} A facility may admit or retain an individual
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 facility 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
facliity may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
upervision. For purposes of this
term "bedridden” means that a resident is
confined to a bed because of the inability to:
a. Move, turn, or reposition without total physical
assistance;
b. Transfer to a chair or wheelchair without total
physical assistance; or
. Sit safely in a chair or wheelchair without
personal assistance or a physical .
2. Aresident may continue to reside in a facility i,
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.

the

(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 atterney
infact. in the case of a resident who has been

AD10
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placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.

(3}A ici ician assistant, or

practice registered nurse who is employed by an
assisted living facility to provide an 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
admission. As part of the continued residency
criteria, a resident must have a o~
medical ination by a health care
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
isi by in (2)(b)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant to
Section 429 26(1)(c), F.S.
{b) A resident requiring care of a
may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services

AHCA Form 3
STATE FORM

20-0007

s

115811

If continuation sheet 7 of 15




PRINTED: 04/18/2024

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11970032 8. WING 04/03/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
868 RIVIERA DR NE
SHANGRI-LA AT RIVIERA ALF LLC
PALM BAY, FL 32905
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A010| Continued From page 7 AD10

ficense and services are provided pursuantto a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's
record; and,

3. If the resident's condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.

{c}A , it resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions.
are met:

1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
facility, 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
quatifications 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 facility staff may provide any
nursing service permitted under the facility's
ficense and total help with the activities of daity
tiving for residents admitted to hospice; however,
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staff may not exceed the scope of their
professionat licensure or training.

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

This Statute or Rule Is not met as evidenced by:
Based on record review and interview the facility
failed to ensure resident #2 and #3 had an
updated Resident Health Assessment form
{1823) signed by a health care practitioner after a
significant change.

Findings:

On at 9:10am during a tour of the facility
resident #2 was observed in a recliner in the living
room with a bulky gauze _ on his left

Resident #3 was observed during the tour asteep
in her bed. A wheelchair was stored next to her
bed.

Acrecord for resident #2 revealed he was admitted
on . The record contained a Resident
Health Assessment form (1823) dated
His diagnoses included

. B N . and
s . Resident #2 was assessed to need
assistance with all activities of daily living.
Continued record review revealed the resident
was admitted to hospice on with an

o p on an unspecified

heel. The resident was discharged from hospice

care on . He started with home health on
for treatment. Review of a
assessment note dated documented the

size was 1.5cm x 0.6cm x 0.1cm

Areview of resident #3 record revealed she was
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admitted on . The record contained a

heaith assessment (1823) that was dated
. The resident’s diagnoses listed on the

1823 included PR

, an . The healih
assessment form 1823 also documented the
resident was independent with ambulation,
eating, toileting, and transfer. The resident
needed Supervision all other activities of daily
fiving. Further record review of found she was
admitted to hospice care on

On at 10am in an interview with the owner.
She confirmed resident #3 had a

months ago and now required more assistance
than her health assessment form 1823 indicated
because she had . She uses the
wheelchair and is assisted by the staff.

On at 10:20am the Administrator
confirmed the health assessment forms 1823 for
residents #1 and #3 were not updated to reflect
resident#thada . and
resident 3 was admitted to hospice care which
are significant changes.

Class Ili

A028| 429.26(7) FS; 59A-36.007(1) FAC Resident Care
$8=D| - Supervision

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

or has a change of condition
in order to rule out the presence of an underlying
physiclogical condition that may be contributing to
such or - The notification

A025
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Continued From page 10

must ocour within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designes of the need for health care services and
must assist in making |, for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident's
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services fo treat the
condition.

59A-36.007 Resident Care Standards.

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

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

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

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

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

(e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the

A025
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resident is discharged or moves out.

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

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview the facility failed to provide adequate
care and services appropriate to meet the needs
of residents by failing to ensure safety through
proactive measures to minimize the potential for

for 1 of 3 residents sampled.
#2)

Findings:

On at 9:10am resident #2 was observed

sitting reclined in a recliner in the living room. He

had a pillow under his and a butky gauze
. wrapped around his left

Areview of resident #2 record revealed he was
admitted on - The record contained a
Resident Health Assessment for (1823) dated

. His diagnoses included:

, and history of |, . The resident
required assistance for alf activities of daily living.
The record contained a hospice note which
indicated he was admitted to hospice care on

. The Hospice notes indicated he was
admitted with an - .\ on
an unspecified heel.

A Hospice note dated 11/2/23 documented total
care was required, and he was bed bound.
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Unstable left heel and redness to the

AHospice note dated documented an
" left heel

A Hospice note dated documented a left

heel .

AHospice note dated documented an
" left heel .

A Home Health Care note dated

documented pressure deep tissue

damage of left heel.

Review of care doctor's notes dated

size 1.5cm x 0.6cm x 0.1cm

On at 9:50am the assistant Administrator
said resident #2 was no longer being followed by
hospice. He said the resident started with home
heaith on

On at 1:50pm the owner was observed
removing the undated . from resident #2's
teft heel. The heel was observed to be black with
in the center. total surface area
was larger than a silver dollar.
The owner said the nurse comes twice a
week and is doing the treatments. The
resident is also being followed by a care
practitioner.

At 2:52pm an ARNP arrived at the facility to
assess resident #2. Staff A, B, and the owner
were present for the assessment. While
assessing the left heel the ARNP noted
the had deteriorated as compared to the
photos taken during the last visit on . She
explained it was due to a . .
caused by pressure. She staged the at
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Photographic Evidence Obtained

Class Il

58A-36.007(2) FAC Resident Care - Social &
Leisure Activities

(2) SOCIAL AND LEISURE ACTIVITIES,
Residents shall be encouraged to participate in
social, recreational, educationat and other
activities within the facility and the community.
(a) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident's needs, abilities, and interests.
(b} The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facitity must demonstrate residents' participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facitity,

{c) Scheduled activiies must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the
television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose to attend day
programs conducted at adult day care centers,
senior centers, mental heaith centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in common areas where residents
normally congregate.
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{d) If residents assist in planning a speciat activity
such as an outing, seasona festivity, or an
excursion, up to 3 hours may be counted toward
the required activity time.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to provide diversified
individual and group activities in keeping with
each resident’s needs, abilities, and interests.

Findings:

On at 11:50am no activities were observed
from the start of the survey at 9am.

Areview of the facility activity calendar indicated
on a stretch and flex activity were
scheduled at 9:30am-10:30am and Bingo was
scheduled from 3-4pm.

On at 12pm the Administrator confirmed
the above findings.

{Photo Evidence Obtained)
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