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Initiat Coraments

An unannounced Complaint survey, complaint
#2025005595, was conducted at Oasis at
Boynton Beach Assisted Living on .
The facility had deficiencies at the time of the
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

T ible for ining the appropri

of admission of an individual to the facility and for
o N . of

9 P
residence of an individual in the facility, A
determination must be based upon an evatuation
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
confinued residency for the type of license held
by the facility under this pari. 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 facifity may admit or retain a resident who
requires the use of assistive devices.

{c) A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facifity and the resident,
additional care is provided by a licensed hospice,
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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 (¢}, a
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision, For purposes of this paragraph, the
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

c. 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 fo 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) Aresident may not be moved from one facility
1o 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
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.
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{3) A physician, physician assistant, or advanced
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 foliows
in paragraphs {(a) through (¢) of this subsection,
criteria for continued residency in any ficensed
facility must be the same as the criteria for
admission. As part of the continued residency
critetia, 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 i by reference in {2)(p)
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 fo
Section 429.26(1)(c}, F.S.
{b) Aresident requiring care ofa
may be retained provided that:
1. The resident contracts direcly with a licensed
horme health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuant to a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident’s
record; and,
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3. ¥ 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.

{CYA . ill 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 ficensed
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 legat
representative if applicable, and the facility agree
o continued residency;

3. Allicensed hospice, in consuliation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and these
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident's fite.

{d) The facility administrator is responsible for
itoring the i appropri of
placement of a resident in the facility at all 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 facility staff may provide any
nursing service permitted under the facility's
license and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professional licensure or training.

{g} Continued residency criteria for facilities
holding an extended congregate care license are
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described in Rule 50A-36.021, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure a Resident
Health Assessment 1823 form was accurately
completed and reflective of the resident's current
health status and care needs, for 2 of 2 sampled
resident (Resident #1 and #2) requiring
supervision with activities of daily living (ADL).

The findings include:

1. Review of Resident #1's medical record
indicated the resident was admitted to the facility

on . Further review of the record
indicated Resident #1's medical diagnosis’
including ) P { n
, history of . s

. poor appefite, , . . .
and was a smoker.

Review of Resident #1's physician note dated
revealed a medical assessment fo
include the resident had diagnoses of
, functional decline, and
The resident is responsive and remains
- The assessment concluded that the
resident was unsteady on his  hada
history and gait apraxia. Additionally, he had a
poor appetite, and need for personal care. The
note documents a plan to encourage safe
ambulation and recognize and reduce  risk,

Review of Resident #1's medical record revealed
no Resident Health Assessment, 1823 form was
available for review.

In an interview with the Administrator on

AC10

at approximately 2:30 PM she stated
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that Resident #1 was admifted fo the facility and
required daily supervision for activities of daily
fiving. She stated Resident #1 was ambulatory
and paced around the facility. She stated the
resident spent most of his time outside on the
patio but into other residents rooms.
She stated that she could not provide Resident

2. Review of Resident #2's medical record,

resident assessment 1823 form dated

shows diagnosis including , failure,

D deficiency,
L, Land | . The resident is

noted to be independent for all ADLS and

requires ,_ { )asneeded.

Further review of Resident #2's medical record
revealed the resident was admitted to hospice
services on . Review of Resident #2's
Initial Plan of Care dated indicated the
resident was a smoker, and was smoking less
than ¥ pack cigarettes in 5 days. He was
assessed 10 have cand
saturation on room air measured 97%. Further
review of the residents’ hospice Plan of Care
dated indicated an order for  at2
fiters/minute setting via a for

. . Further review indicated on Plan of
Care dated the resident was ordered an
increase in to 3 Liters/minute sefting for

In an interview with the hospice nurse on

at 12:35 PM she stated Resident #2
has . .
{ }and requires continuously, She
stated Resident #2 is non-ambulatory, weak, has
poor appetite, has a decline in condition and
requires assistance with all ADL care.

#1" s current 1823 Health Assessment 1823 form.
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In an interview with the Administrator on
at approximately 2:30 PM she

confirmed that Resident #2 was admitied fo

hospice services. She stated that the resident

was independent with ADL care. She was

unaware of the updated ordersfor |, dueto

, changes. She acknowledged the 1823

form does not accurately reflect Resident #2's

current condition and care needs.

Class #ll

A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025

- 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 ruie out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur 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
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.
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An assisted living facitity must provide care and
services appropriate to the needs of residents
accepted for admission to the facifity.

{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.

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

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

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

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

This Statuie or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to provide the level of
care, services and oversight required to meet the
needs of 2 of 2 sampled residents. This was
evidenced by the failure fo ensure the physical
well-being of Resident #1 and the failure to follow
internal policies to effectively communicate
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Resident #2 had a change in _ condition
and decline requiring assistance with Activity of
Daily living (ADL)care.

The findings include:

1.Review of Resident #1's medical record
indicated the resident was admitted to the facility
on . Further review indicated Resident
#1's medical diagnosis' including ,
N . .. . history
of N . poor appetite,
. Vs N and was a smoker,
Review of Resident #1's physician note dated
revealed a medical history to include
the resident had diagnoses of
functionat decline, and
resident is responsive and remains
The assessment concluded that the resujem was
unsteady on ,hada history and apraxia.
Additionally, he had a poor appetite, and a need
for personat care. The note documents & plan to
encourage safe ambulation and recognize and
reduce sk,

- The

Review of Resident #1's medical record revealed
no Resident Health Assessment, 1823 form was
available for review to document the resident's
care and oversight needs.

Review of facility progress notes dated
indicated Resident #1 was observed pacing
around the facility.

Review of facility progress note dated
indicated Resident #1 was seen by the
psychiatrist who reported he was experiencing
feelings of sadness.

Review of facility progress note dated

indicated a resident’s family reported that
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Resident #1 was observed on camera by a
family member in another resident's room and
had removed items. The note reads when
Resident #1 was asked what he wanted and if he
needed anything, the resident declined, and staff
offered him more food.
Review of facility progress note dated
indicated resident called police to report Resident
#1 had entered her room and removed items.
Further review of the note indicated no actions
were taken by the facility.
Review of facility progress note dated
indicated Resident #1 was observed on the patio
smoking.
Review of facility progress note dated at
8:30 AM indicated Resident#1 appears to be
seeking cigarette remnants and may indicate
cravings or unmet needs. The note
indicated there were no safety concerns
observed. Further review of the note indicated no
actions were taken by the facility.

Review of facility progress note dated at
10AM indicated Resident#! was found with a
lighter, taken from another resident.
Resident #1 sustained a injury to his
The note indicated that the was assessed,
and first aid applied. Resident #1 was alert and
responsive and did not display any signs of
discomfort. The rote indicated that Resident#t
engaged in unsafe behavior, resulting in
self-infiicted injury. Resident#1 required
immediate medical attention, 911 was called and
transported to hospital for evaluation.

In an interview with Wellness Coordinator #1 on
at approximately 11:15 AM stated
Resident #1 "paced"” throughout the facility, but
he was not an elopement risk. Resident #1 spent
most of his time outside on an enclosed patio.
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Coordinator#1 stated that the resident could not
sit stilt and was found numerous times entering
other residents' rooms and taking items including,
cigareties, food, and drinks. Staff would attempt
o redirect him with this activity. Coordinator #1
stated that the resident was a smoker and had

cravings, he would the patio area
looking for discarded cigarstte butfs to smoke.
Facility staff would give him cigarettes throughout
the day, 2 in the morning, 2 in the afternoon and 1
at night. Coordinator #1 stated that Resident #1
would ask other residents for cigarettes. On

at approximately 10AM a caregiver

found the resident with a fighter and
sustained a injury to his and .
Coordinator #1 stated the resident's were

assessed and first aid was applied. Resident #1
was observed to be alert and responsive and did
not display any signs of discomfort. Resident #1
required immediate attention and 911 was called.
The Coordinator stated that the resident refused
to give the lighter to facility staff and police had to
physically remove the fighter from his .
Resident #1 was by police and
transported to hospital for evaluation. When
asked how Resident #1 had obtained a

fighter, Coordinator #1 stated the facility staff
believe he found it on the patio, left there by other
residents. Coordinator #1 stated that Resident
#1 engaged in unsafe behavior, resulting in a
self-inflicted injury. Coordinator #1 stated that
since the incident the facility staff make attempts
1o coflect the discarded cigarette butts but the
residents continue to throw butts on ground. ( see
photographic evidence) . The facility does not
utilize any assessment fo determine smoking
safety but rely on the heaith care provider to
determine smoking safety risk. Coordinator #1
was questioned about facility staff assignments to

ensure residents were receiving the required
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personal care and supervision, the coordinator
stated there were 8 residents that require
assistance with ADL care. Coordinator #1 stated
that the facility does not assign individua) staff to
residents, the staff "all work as a team”.
Coordinator #1 stated that that morning, 2 day
shift caregivers had called out sick, leaving the 2
weliness coordinators and 1 caregiver to provide
care to/monttoring of the 54 inhouse residents on

In an interview with Wellness Coordinator #2 on
at 1115 PM she stated a care staff

brought Resident #1 1o the Nurses Station after
the incident on around 10:20 AM. She
stated Resident #1's around his B
and beard was blackened and the resident's

. onright were also blackened. She
stated she cafled 911, and police arrived.
She stated that Resident #1 refused to give up
the lighter, and the police had to physicaily
remove the lighter from his . She stated
Resident #1 a lot, walking into other
residents’ rooms, he was curious and & non-
threatening person. She stated Resident #1 never
went out of the building, and he paced around the
outside patio looking for cigarettes. She stated
she is not sure where Resident #1 found the
lighter but stated he would pick up discarded
cigarette butts on the patio and most likely
attempted to light one with the lighter and
got . She stated Resident #1 expressed no
. or discomfort after the incident,
Review of Resident #1's hospital records dated

at 10:58 AM indicated the resident

A025

presents via under police for
. his with a fighter. The note
indicated the resident has and was
apparently at some point, used a flame
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and his . Apparent attempt at
self-harm. The note indicated the resident stated
he was not trying to harm himseif but could not
explain why he puta to his . The
medical assessment revealed a 1o tip of the

with no singeing, no and
no .

Review of facility Incident Report dated on

at 10:08 AM completed by Wellness
Coordinator #2 indicated "a resident care staff
reported to Wellness Coordinator #2 that
Resident #1 was using a fighter and
sustained multiple . Resident #1
refused to surrender the lighter to staff. 911 was
called. were noted on the and A
Review of facility Incident Report dated on

at 10:25 AM completed by Wellness
Coordinator #1 indicated "Resident #1 was
transported 911 to hospital for treatment of

. The fighter was confiscated from

Resident#1, and he was counseled on the
potential hazards associated with its use." Further
review of the incident report revealed no
investigation of the incident as to where Resident
#1 found the lighter. There was no smoking
assessment to evaluate potential safety issues
Irisks for residents who smoke,

In an interview with the Administrator on

at approximately 2:30 PM she stated
that Resident #1 was admitted fo the facility and
required daily supervision of activities of daily
fiving. She stated Resident #1 was ambulatory
and paced around the facility. She stated the
resident spent most of his time outside on the
patio but he into other residents rooms.
She stated Resident #1 would look for discarded

cigaretie butts on the ground and smoke them,
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She stated the residents who smoke, throw the
cigarette butts on the ground even though the
facility provided ash trays. (See photographic
evidence} When questioned about Resident #1's
behavior and how the facility was supervising the
resident, she stated that Resident #1 ambulates
everywhere in the facility and had been
observedifound in other resident rooms. The
resident was found with jtems that he took from
other resident rooms, mostly food, soda, and
cigarettes. She stated that due to family member
complaints about Resident#1's behaviors,
entering rooms and taking items, she moved
Resident #1 to another wing of the facility, but his
., did not stop. The Administrator

confirmed that that morning, 2 day shift
caregivers had called out sick, leaving the 2
weliness coordinators and 1 caregiver to provide
care to/monitoring of the 54 inhouse residents on

. She confirmed that the facility staff do
not have specific resident assignments for care
and oversight.

In an interview with the Department of Children
and Families investigator on at 12:16 PM
she stated she had observed Resident #1 ata
{ong-term care facility with a to his . and

area. The investigator stated that
Resident#1 was found with a fighter at the
Assisted Living Facility(ALF) and he made an
attempt to light cigarettes. She stated her findings
were i for i pervision by
ALF staff. She stated that she had notified the
facility of her recommendations including that
staff need to ensure they are rounding and
providing adequate supervision and the facility
needs to ensure adequate staff levels to promote
safety and wellness to the residents.

2. Review of Resident #2's medical record,
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Resident Assessment 1823 form dated
shows diagnosis including | , failure,
D deficiency,

. The resident is
ncted to be |ndependent for alt ADLS and
requires  ,, ( )asneeded.

Further review of Resident #2's medical record
revealed the resident was admitted to hospice
services on . Review of Resident #2's
Initiat Plan of Care dated indicated the
resident was a smoker, and smoking less than %
pack cigarettes in 5 days. He was assessed to
have cand ,_  saturation on room air
measurement was 97%. The resident requires
assistance with ADL care, mobility, bathing, and

- Further review of the Resident #2's
hospice Plan of Care dated indicated a
physician order for  at 2 fiters/minute setting
viaa for , . . The resident is
non-ambulatory and wheelchair bound. Further
review indicated a Plan of Care dated .
Resident #2 was experiencing

and was ordered an increase i
liters/minuie setting continuously,

o3

In an interview with the hospice nurse on

at 12:35 PM she stated Resident #2
has .
{ yand requires  continuously. She
stated Resident #2 is weak, non-ambulatory, has
a poor appetite, has a decline in medical
condition and requires assistance with all ADL
care.

Review of Resident #2's psychiatrist note dated
on indicated that the resident was
assessed to be depressed, he was

and in his room. Further review of (he
note indicated that the resident has short term
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with i and d

Int an observation and interview with Resident#2
on at 10:45 AM the resident was
observed sifting in his wheelchair, inside his room
doorway facing out to the patio area. The resident
was wearing an attached to an
concentrator set at 3L/ minute. Resident #2's
.. were wet and crusted with debris. The skin
on his upper extremities was observed dry and
discolored. Resident#2 was observed very thin,
with his bones showing thru his skin,
The resident’s lower exiremities were observed
thin with no , the skin was
discolored with patches of flaky crusted skin,
Resident #2's and were observed biuish,
with dry skin, and the toenails were long, with
jagged edges. Resident#2 stated that the hospice
nurse comes several times a week to check on
him but does not apply ordered skin cream. He
stated he can no longer apply the cream himself
and wishes staff would assist him. Observed on a
table next to the resident was a haif-smoked
cigarette and 2 lighters, when asked if he
smoked, Resident #2 stated yes but only outside
of his room and he removed his . Directly
outside of Resident #2's room hundreds of
cigarette butts were observed discarded on the
ground {see photo evidence). Resident #2 stated
that if the facility management finds you are
smoking in the room, you will be thrown out.

In an observation on at 1:45 PM,
Resident #2 was sitting in his wheelchair, his
were outside the open door frame and his
roommate was sitting directly outside of the
doorway. As the surveyor approached the room,
Resident #2 was observed with a lighted
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cigarette in his right . The resident was
wearing his at this time.
Resident #2 was observed to drop his with
the cigarette to the right side of his wheelchair
and then slide the . cigarette into the
opening between the door and door frame. When
asked if he was smoking, he stated he was not.

It an interview with the Administrator on

at approximately 2:30 PM she
confirmed that Resident #2 was admitted to
hospice services. She stated that Resident #2
was independent with ADL care. She stated that
Resident #2 was a smoker but was determined to
not be a safety risk, he was aware he could not
smoke in his room and with his in place. She
stated that she was unaware of the updated
ordersfor |, dueto . Changes and
decline in condition. She acknowledged the 1823
form does not accurately reflect Resident #2's
current condition and care needs. She stated that
the 3rd party providers are expected to complete
a 3rd party provider visit form for each visit to the
resident, which informs the facility staff of the
resident's medical status. She was informed that
with surveyor record review of Resident #2's
record, the 3rd party provider forms were
incomplete, noting only a "visit was made” with
the date and no information was noted about the
resident’s status, care provided and response,
The Administrator provided a copy of the “Third
Party Visit Notes" for review. The form instructs
the provider to "provide a brief clinical note for
resident's chart regarding services received
today".

Review of the facility's Third-Party Provider policy
revealed all parties are to sign in upon entering
the facility and upon exiting. Further review of the

third-party policy indicated the policy emphasizes
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open communication between the facility and

third party providers, including regular updates on

the resident's condition, care needs and service

delivery. The policy requires thorough

documentation of alt interactions with the

third-party providers, including service plans, care

ination and financial Further

review of the policy reveals no facility plan or

expectation of review by the facility staff of the

third-party provider communication form.

Class 1t

A165 42023( & ) FS Risk Mgmt & QA A185

428.23 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
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 part is
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 controf rather than as a result of the
resident's condition and results in:
2. or
3. Permanent H
) or of bones or joints;
5. Any condition that required medical attention to

damage,;
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which the resident has not given his or her
consent, including failure to honor advanced
directives;

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

7. An event that is reported fo 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 shail provide within 1
business day after the occurrence of an adverse
incident, through the agency's online portal, or if
the portal is offline, by electronic mail, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse
incident, and the status of the facility's
investigation of the incident.

(4} Licensed facilities shall provide within 15
days, through the agency's online portal, or if the
portal is offline, by electronic mail, a full report to
the agency on alt adverse incidents specified in
this section. The report must include the results
of the facility's investigation into the adverse
incident.

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

{7) The information reported to the agency
pursuant to subsection (3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to disciplinary action, in which
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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
$. 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 belief
that conduct by a staff member or employee of a
ficensed facility is grounds for discipfinary action
by the appropriate board, the agency shall report
this fact to such regulatory board.

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

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

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to file an adverse
incident report with the Agency for 1 of 1 sampled
residents, Resident #1 who sustained a

injury to the requiring transfer to the hospital
for evaluation and treatment.

The findings include::

Review of the facility ' s resident record revealed
that Resident # 1 sustained a injury to the

on froma Tighter, The
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resident required transfer to the hospital for
evaluation and care.

Review of the facility Incident Report dated on
at 10:08 AM completed by Weliness
Coordinator #2 indicated "a resident care staff
reported to Wellness Coordinator #2 that
Resident #1 was using a fighter and
sustained multiple . Resident #1
refused to surrender the lighter to staff. 911 was
called. were noted on the and -
Review of Resident #1's hospital records dated
at 10:59 AM indicated the resident
presents via under police for
. his witha fighter. The hospital
note further indicated that Resident #1 has
and was apparently at some
point, used a flame and his LAn
apparent attempt at self-harm. The note indicated
Resident #1 stated he was not trying to harm
himself but could not explain why he puta
to his . The medical assessment reveated &
to tip of the with no singeing, no
and no

Areview of the Agency's Incident Report
Database revealed that no Adverse Incident
Report was fited by the facility regarding Resident
#1's transfer to a higher level of care for injury
sustained cn

In an interview with the Administrator on

at approximately 2:45 PM, she
confirmed that no Adverse incident Report had
been filed for Resident #1's injury requiring
transfer to a higher leve! of care for treatment.
The Administrator stated she was unaware she
needed to submit a report.
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