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A000, Initial Comments A 000

A standard re-licensure survey was conducted at
Plaza At Parksquare from through

. The provider had deficiencies at the
time of the survey.

A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
§8=D | - Supervision

429.26
{7) The facility shatl 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 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 heaith 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 o 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
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59A-36.012, F.AC.

{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 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 llinesses
that resulted in medical attention, changes in the
method of medication adminisiration, 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 maintain a written
record updated as needed, of any significant
changes, any llinesses, that resulted in medical
attention, changes in the method of medication
administration, or other changes that resulted in
the provision of additional services for two
{Residents #2, and 3) out of 39 sample residents.

Findings:
h

Observation on at 8:26 AM found

Resident #2 in #
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Avreview of the adverse incident database
showed Resident #2's room was burglarized
including theft of his credit cards, jewelry and
cash on .

Areview of Resident #2's progress notes showed
no documentation on +including a
police case number of the incident,

Interviewed on at 12:49 PM the
Administrator stated that he thought the
information was not supposed to go there.

2)

Interviewed on at 11:01 AM the DON
stated that Resident #5's . levels
dropped to 55 mg/dL. The DON stated further
that her . levels dropped, and she had
0 get a new prescription. However, there was no
new prescription for administration,

Areview of Resident #5's health assessment with
a completion date of showed a
diagnosis of 's . .
History of s

Areview of Resident #5's progress notes showed.

no documentation of . levels

dropping.

The Center for Control and Prevention

states: "A . below 70 mg/dl is

considered low. Low . .aisoknown as
.- . can be very dangerous. it's

important to know what to do so you can treat
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{6) THIRD PARTY SERVICES,

{a) Nothing in this rule chapter is infended to
prohibit a resident or the resident’s representative
from independently arranging, and
paying for services provided by a third party of the
resident's choice, including a ficensed home
health agency or private nurse, or receiving
services through an out-patient clinic, provided
the resident meets the criteria for admission and
continued residency and the resident complies
with the facility's policy relating to the delivery of
servioes in the facility by third parties. The
facility's policies must require the third party to
coordinate with the facility regarding the
resident's condition and the services being
provided.

{b) When residents require or arrange for
services from a third party provider, the facility
administrator or designee must allow for the
receipt of those services, provided that the
resident meets the criteria for admission and
continued residency. The facility, when requested
by residents or representatives, must coordinate
with the provider to facilitate the receipt of care
and services provided to meet the |

resident's needs.

{c) The administrator or designee must ensure
that:

1. Care coordination includes documented
commuinications about the resident's condition
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Interviewed on at 12;49 PM the
Administrator acknowledged that there was an
issue.
Class il
A031 50A-36.007(6) FAC Resident Care - Third Party AQ31
$8=0 Services
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and response fo treatment or services ordered by
the physician which may impact the resident's
approprk for i i inthe
facility;

2. Communications occur at least once every 30
days and whenever there is a significant change
in the resident's condition; and

3. if physician ordered treatments or services
oceur less often than once a month,
communications must be conducted according to
the ordered treatment or service schedule and
whenever there is a significant change in the
resident's condition.

4. When communication with the third party
provider is unsuccessful, at least two attempts at
communication on two separate days must be
documented. Documentation must include the
name of the person from the third party provider
with whom contact was attempted, the method of
communication, and the date and time of the
attempts. This documentation must be included
in the resident's record in accordance with the
timeframes in subparagraphs 59A-36.007(6)(c)2.
and 3.

{d) if residents accept assistance from the facility
in arranging and coordinating third party services,
the facility’s assistance does not represent a
guarantee that third party services wilt be
received. If the facility's efforts to make
arrangements for third party services are
unsuccessiul or declined by residents, the facility
must include documentation in he residents’
record explaining why its efforts were
unsuccessful. This documentation will serve to
demonstrate its compliance with this subsection.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure Resident #5 had an updated
recertification plan for Administration and a
AHCA Form 3020-0001
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daily - I log provided by home

health services. The facility failed to ensure
Resident § had a prescription for

administration on file. The facility failed to
document communications about Resident #5's
condition and response fo treatment or services
ordered by the physician.

Findings:
Interviewed on at 11:00 AM when
asked for the recertification plan and the
iption for i fon, a daily
! log for Resident #5, the

Direct(;r of Nursing (DON) stated that she had to
look for it. However, the DON called the doctor's
office to get the prescription.

A review of Resident #5's health assessment with

a completion date of showed a
diagnosis of 's f ,
History of f N

Interviewed on at 11:01 AM the DON

stated that Resident #5's . levels
dropped to 55 mg/dL. The DON stated further

that her . levels dropped, and she had
1o get a new prescription. However, there was no
new p iption for in ion.

Areview of Resident #5's progress notes showed

no documentation of . levels
dropping.
Interviewed on at 12:48 PM the DON

stated that the information was in the medication
observation record.

Interviewed on at 12:43 PM, the
AHCA Form 3020-0001
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Admini that the

were not onsite.

The Center for Control and Prevention
states: "A .. below 70 mg/dlL is
considered low. Low . . alse known as
P , can be very dangerous. it's
important to know what to do so you can treat

Class il

A 032 59A-36.007(7) FAC Resident Care - Elopement AD32
$8=D| Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopsment.
All residents assessed at risk for elopement or
with any history of elopement must be identified
so 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 facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
(&), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.S., 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 fo determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number, Staff frained

AHCA Form 3020-0001
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pursuant to paragraph 59A-36.011(10)a) or (¢),
F.AC., must be generally aware of the location of
all residents assessed.at high risk for elopement
at all times.

2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facility staff and law enforcement as necessary.
The facitity's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent to
admission. The phote identification may be
provided by the facility, the resident, or the
resident's representative.

{b) Facility Resident Elopement Response
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
premises,

2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities,

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, health 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 Drills. 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 observation, record review and
interview, the facility failed to make at a minimum
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a daily effort to determine that at risk residents
have identification on their persons that includes
their name and the facility's name, address and
telephone number.

Findings:

A review of the elopement risk list showed the
following residents to be at risk: #22, 23, 24, 25,
26, 2, and 28.

Observation on al 12:38 PM after
Staff F (Nursing Supervisor) rolted up both
sleeves on Resident #26's arm found no
tracking device.

or

Observation on at 8:59 AM found
Staff J (Medication Technician) on the Memory
Care Floor.

Interviewed on at 8:59 AM when
asked about residents at risk for elopement, Staff
J stated residents have a tracking watch.

Interviewed on at 12:48 PM when
asked what the elopernent policy for elopement
risk was, the Administrator stated, "Residents at
risk for elopement will have a on their
person and in addition to that, will wear a tracking
device." The Administrator stated further that
Resident #26 takes off her tracker. The
Administrator concluded, "We will keep
checking.”

Interviewed on at 12,48 PM the
Director of Nursing stated.that she identified
some residents as elopement risk, but it does not
mean that they will elope.

The facility elopement policy states: "In the event
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that a resident, at admission is determined to be
at risk for elopement by facility staff, this
information will be documented in the resident's
record. in addition, the resident will have the
following: At a minirmum, a daily effort to
determine that at risk residents have identification
on their persons that include their name, the
facility name, address and telephone number."

Class 1l

AQ36] 50A-36.007(10) CONTROL A038
§8=D | PROCEDURES

{10} CONTROL PROCEDURES.
Facilities must provide services in a manner that
reduces the risk of transmission of

{a) The facility must implement a hygiene
program before and after the provision of
personal services to residents whenever there is
an expectation of possible exposure to
materials or . . hygiene may
include the use of -based rubs, .
handwash, or handwashing with soap and water.
{b) Standard precautions must be used when
there is an N exposure to transmissible
agents in , . '
, nonintact skin, and mucuous

during the provision of personal
services, Standard precautions include:
hygiene, and dependent upon the exposure, use
of gloves, gown, mask, protection, or a
shield.
{c) The facility must clean and reusable
medical equipment and communal assistive
devices that have been designed for use by
multiple residents before and after each use
according to the manufacturer's

AHCA Form 3020-0001
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recommendations.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to reduce the risk of
transmission of for one
{Resident #21) out of 39 sampled residents.

Findings included:

Observation on at 8:26 am showed
Staff G {Medication Technician) entered the
elevator and pressed the button for the sixth floor,
Upon further observation, it was noted that she
accessed the computer to refrieve the resident's
medication observation records {MOR). Staff G
then collected Residents 21's medication

packs. After that, she poured a cup of water and
took an empty cup. Before entering the resident's
room, Staff G knocked and held the doorknob.

Observation on at 8:27 am showed
Staff G popped several medications from a
pack into an empty clear cup and gave it to
Resident #21. Further Observation showed that
Staff G did not perform any hygiene. She
did not wash her or use sanitizer
before, during, or after assisting Resident #21
with medication administration.

Interviewed on at 8:35 am Staff G
stated she received training in controt
policies.

Areview of Staff G employee records showed a
hire date of - Staff G had
Control training on .

During the exit interview on at 12:50
pm the Administrator acknowledged that the staff
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did not implement controf during the

medication administration.

Class il

A 055 59A-36.008(8) FAC Medication - Storage and A0S5
$8=D ! Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order fo accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
{ocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is ined and

by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The facility's rules and regulations require
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central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.008, F.A.C.
{c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

e, except that a i
requiring refrigeration must be kept refrigerated.
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;
3. Accessible to staff responsible for filling
pifk- i assisting with seif inis
of or inistering Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of cther
residents and properly closed or sealed.
{d) Medication that has been discontinued but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident’s request. If
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident’s health care provider.
{e) When a resident’s stay in the facility has
ended, the administrator must return all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
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still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired.and
the disposal must be documented in the
resident's record. The medication may be taken
0 a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may retumn

£ icinal drugs to the dispensi
pharmacy pursuant to Rule 64B16-28.870, F.A.C.

This Statuie or Rute is not met as evidenced by:
Based on observation, interview, and record
review the facility failed to ensure all medications
were kept in a locked cabinet, locked cart, or
other locked storage receptacle room, or area
always.

Findings included:

Observation on at 8:27 am showed
during tour Resident #21 had over the counter
medication Safe . and

on the nightstand.

Areview of Resident 21's health assessment
dated showed the resident needed
i with self- i ion of icati

During the exit interview on at 12:50
pm the Administrator acknowledged that there
was over the counter medication inside of the
resident room.

Class il
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{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 6 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
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 heaith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individuat with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. i any staff member has, oris suspected of
having, a i , such individual
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not

itute a risk of itting & icable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of

ion, training, p ion, and ¥
Staff providing services requiring ticensing or
certification must be appropriately licensed or
certified. All staff must exerciss their
responsibilities, consistent with their
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qualifications, to observe residents, to document
observations on the appropriate resident’s record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter,

{c) All staff must comply with the training
requirements of rule 59A-36.011, F.A.C.

{d) An assisted living facility o

provide services to residents rmust ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rute chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e) For facilities 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

the facility fo provide services to residents,
pursuant 1o sections 408,809 and 429,174, F.S.

by

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed fo ensure Staff J
{Medication Technician), Staff L {Certified Nursing
Assistant) and Staff M (Certified Nursing
Assistant) were able fo demonstrate and

the technigues consistent with their
level of education, training, preparation, and
experience. Staff J, L, and M failed to
and demonstrate the appropriate technique when
performing s
ona
falled to obtam a valid

(
vucnm The Administrator
card.
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Findings:
1

Observation on at 8:59 AM found
Staff J working on the Memory Care fioor.

Interviewed on at 8:59 AM Staff J
stated that she worked from 6:00 AM-2:30 PM.
When asked what she would do if she found a
person unresponsive, Staff J stated that she
would call the [nursing supervisor]. Staff J stated
further, " would do three . . lam not
sure about breath.” When asked if she took s
Staff J stated that she did. When asked if it was
done in person, Staff J stated, Ne. it was online.”

Avreview of Staff J personnel records showed a
hire date of with no valid card on
fite.

2)

Interviewed on al 8:34 AM Staff L
stated that she worked from 10:00 PM-6:30 AM.
When asked what she would check to see if a
person needs . how she would know a
person needs . Staff | stated, "} think it was

s , and i don't know the breaths, |
don't remember."

A review of Staff L personne! records showed a
hire date of with no valid card on
file.

3)
Interviewed on at 3:31 PM Staff M

stated that she worked from 2:00 PM-10:30 PM.
When asked about when she would do -
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Staff M stated that if a person was

Staff M stated that she would call their name.

Staff M stated that she can't remember how many
. . Staff M stated further, "i don't

remember, | forgot.”

Areview of Staff M's personnel records showed a

hire date of and a valid card
dated

4)

A review of the Administrator's personnel records
found no valid card on file.

Interviewed on at 7:04 AM when
asked if he had a valid card, the

Administrator stated that his card was expired.

Interviewed on at 12:49 PM the
Admini ackr that the
did not know the techniques.

According to the American Association,
"For healthcare providers and those trained:
conventionat using ) and
~to- breathing at a ratio of 30:2
-to-breaths.”

Class il

A093 59A-36.012(2) FAC Food Service - Dietary A093
88=D | Standards

{2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facifity must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
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and available for review at:

hittp:y firules. Lasp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
Nationat Academies, 2018, which are
incorporated by reference and available for
review at:

od.nih.gov/k VDietary
R _Intakes. aspx. Tl ic diets must
meet these nutriticnal standards to the extent

possible.
{b) The residents’ nutritionai needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physicai abilities of the
residents, and must be prepared through the use
of standardized recipes. For faciliies with a
licensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident cheoses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.
{c) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
licensed or registered dietitian, a licensed

itionist, or a regi dietetic ici
supervised by a licensed or registered diefitian, or
a licensed nutritionist to ensure the meals meet
the nutritionat standards established in this rule.
The annual review must be documented in the
facility files and include the original signature of
the reviewer, registration or license number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.
1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary {o accommodate resident needs
and preferences.
2. Menu items may be substituted with items of
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comparable nutritional value based on the
seasonal availabifity of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged 1o
participate in menu planning. Planned menus
must be conspicuously posted or easily available
o residents. Regular and therapeutic menus as
served, with subsfitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facility must document a resident's refusal
10 comply with a therapeutic diet and provide
notification to the resident's health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals befween meals must be evenly
distributed throughout the day with not fess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of . the time between meals.
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{g) Food must be served aftractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for alt residents,
including adaptive equipment if needed by any
resident, must be on .
{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration, Water
sufficient for drinking and food preparation must
also be stored, or the facifity must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interviews, the facility failed to ensure two
residents (#6 and 36) out of 39 sampled, without
access to the kitchen were offered at least one
snack per day.

Findings:

Interviewed on at 9:10 AM Resident
#6 stated that she was a vegetarian and nonmally
the facility had bananas. Resident #6 stated
further that it has not been any lately.

Interviewed on at 9:15 AM Resident
#36 stated that they run out of bananas every
week.

Observation at 8:25 AM found only
five bananas in a box which appeared to be

overripen. Photographic evidence obtained.
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Interviewed on at 9:23 AM when
informed that the residents were complaining
about no bananas, the Food Service Director
stated that he had a shipment coming in. The
Food Service Director stated further that he onty
orders so much because they go bad too fast.
However, the Food Service Director provided an
invoice dated for bananas ordered.

Interviewed on at 10:39 AM
acknowledged that there were no bananas.

The Cleveland Clinic states: "Vegetarian diets
continue to increase in popularity. Reason for
following a vegetarian diet vary but the health
benefits. Foflowing a vegetarian diet may reduce
the risk of . and some

. To get most out of a vegetarian diet,
choose a variety of health plant-based foods. It's
easy to see why some call bananas "nature's
perfect snack." It contains: 105 calories, 1 gram
of protein {(making it a high protein fruit), 28
grams of . . 15 grams of sugar
{natural) three grams of , 422 milligrams of
. 10 milligrams of C, 043 MG
86, and 32 milligrams of *

of

Class il

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

{3) OTHER REQUIREMENTS.

{a) All facilities rmust;

1. Provide a safe living environment pursuant fo
section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

A093

A182
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mechanical, elecirical and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 420.27, 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

{ess than 36 inches wide and 72 inches long, with

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

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. A table or nightstand, bedside lamp or floor

famp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms to 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

facifity must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on nbservation and interview, the facility
failed to ensure all that existing architectural,
mechanical, electrical and structural systems,
and appurtenances are maintained in good
waorking order.

Findings included:
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Observation on at 8:40 am showed
during tour in the smoke detector was
missing, and wires were exposed.

Interviewed on at 8:47 am the
Administrator stated, “the Private Duty Aide
ended up removing it because it was making a
beeping sound.”

Observation on at 7:39 am showed
during tour on the 7th floor, the door handle was
missing that had access to the employee
elevator. (corrected while on site)

Observation on at 9:42 am showed
during tour on the 4th floor, the door glass was
found to be cracked upon entering the common
area.

Interviewed on at 9:43 am the
Administrator stated, "I'm getting an estimate."

Class Hil

A 190 50A-36.023( )& (3){b); 429.14( )
S8=E| Administrative Enforcement

59A-36.023( )& (3)(b) FAC
Facility staff must cooperate with agency
personnel during surveys, complaint
investigations, monitoring visits, ficense
application and renewal procedures and other
activities necessary o ensure compliance with
Part |l, Chapter 408, .8, Part |, Chapter 428,
F.8., Rule Chapter 59A-35, F.A.C., and this rule
chapter.

428.41(5)

The agency may use an abbreviated biennial

A182

A 180

AHCA Form 3020-0001
STATE FORM

NOPJ1

1 contingation sheet 24 of 28



PRINTED: 06/26/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11969444 B WING 06/10/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2940 NE 207 STREET
PLAZA AT PARKSQUARE ({THE)
(THE) AVENTURA, FL. 33180
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 190! Continued From page 24 A180

standard licensure inspection that consists of a
review of key quality-of-care standards in lieu of a
full inspection in a facility that has a good record
of past performance. However, a full inspection
must be conducted in a facility that has a history
of class | or class Il violations, uncorrected class
1} violations; or a class 1, Class ||, or uncorrected
class il violation resuiting from a complaint
referred by the State Long-Term Care
Ormbudsman Program, within the previous
ficensure period immediately preceding the
inspection or if a potentially serious problem is
identified during the abbreviated inspection.
(1) Abbreviated Survey.
{a) An applicant for license renewal who does not
have any class | or class |l violations or
uncorrected class Il violations, or a class |, class
I, or uncorrected class il violation resuiting from
a complaint referred by the State Long-Term Care
Ombudsman Program within the two licensing
periods immediately preceding the current
renewal date, is eligible for an abbreviated
biennial survey by the agency. Facilities that do
not have two survey reports on file with the
agency under current ownership are not eligible
for an abbreviated inspection. Upon arrival at the
facility, the agency must inform the facility that it
is eligible for an abbreviated survey, and that an

i survey will be .
{b) Compliance with key quality of care standards
described in the following statutes and rules will
be used by the agency during its abbreviated
survey of eligible facilities:
1. Section 429.26, F.8,, and Rule 58A-5.0181,
F.A.C., relating to residency criteria;
2. Section 428.27, F.S., and Rule 58A-5.021,
F.A.C,, relating to proper management of resident
funds and property;
3. Section 429.28, F.S., and Rule 58A-5.0182,
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F.AC,, relating to respect for resident rights;

4. Section 429.41, F.8,, and Rule 58A-5.0182,
F.A.C., relating to the provision of supetvision,
assistance with the activities of daily living, and
arrangementfor |, | and transportation

SENN :

5. Section 429.256, F.S., and Rule 58A-5.0185,
F.A.C., relating to assistance with or
administration of medications;

6. Section 429.41, F.S., and Rule 58A-5.019,
F.A.C., relating to the provision of sufficient
staffing fo meet resident needs;

7. Section 42841, F.8., and Rule 58A-5.020,
F.A.C., relating to minimum dietary requirements
and proper food hygiene;

8. Section 428.075, F.S., and Rule 58A-5.028,
F.AC., relating to mental health residents’
community support living plan;

8. Section 429.07, F.S., and Rule 58A-5.030,
F.A.C., relating to meeting the environmentat
standards and residency criteria in a facility with
an extended congregate care license; and

10. Section 429.07, F.S., and Rule 58A-5.031,
F.A.C., relating to the provision of care and
staffing in a facility with a limited nursing services
license.

{c) The agency will expand the abbreviated
survey or conduct a full survey if violations which
threaten or potentially threaten the heaith, safety,
or welfare of residents are identified during the
abbreviated survey. The facility must be informed
when a full survey will be conducted. if one or
more of the following serious problems are
identified during an abbreviated survey, a full
biennial survey will be immediately conducted:

1. Violations of Rule Chapter 69A-40, FAC.,
relating to fire safety, that threaten the life or
safety of a resident;

2. Violations relating to staffing standards or
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resident care standards that adversely affect the
heaith, safety, or welfare of a resident;

3. Violations relating to facility staff rendering
services for which the facility is not licensed; or
4, Violations relating to facility medication
practices that are a threat to the heaith, safety, or
welfare of a resident.

{2) Survey Deficiency.

{a) Before or in conjunction with a notice of
violation issued pursuant to Part i, Chapter 408,
F.8., and Section 429.19, F.8., the agency shall
issue a statement of deficiency for class §, Ii, IIi,
and  violations which are observed by agency
personnel during any inspection of the facility.
The deficiency statement must be issued within
10 working days of the agency's inspection and
must include:

1. A description of the deficiency;

2. Acitation to the statute or rule violated; and
3. Atime frame for the correction of the
deficiency.

{b) Additional time may be granted to correct
specific deficiencies if a written request is
received by the agency before the expiration of
the time frame included in the agency's
statement.

{3(b) Dietary Deficiencies.

1. ¥aclass |, class I, or uncorrected class 11t
deficiency directly related to distary standards as
established in Rule 58A-5.020, FA.C.,is
documented by agency pursuant o an inspection
of the facility, the agency must notify the facility in
writing that the facility must employ or contract
the services of a registered or licensed dietitian,
or a licensed nutritionist.

2. The initial on-site consultant visit must take
place within seven working days of the notice of a
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class | or i deficiency or within 14 working days
of the notice of an uncorrected class I
deficiency. The facility must have available for
review by the agency a copy of the license or
registration of the consultant dietitian or
nutritionist and the consuitant's signed and dated
review of the facility's corrective action plan, if a
plan is required by the agency, no later than 10
working days after the initial on-site consultant
visit.

3. i a corrective action plan is required, the
facility must provide the agency with, ata
minimum, quarterly on-site corrective action plan
updates until the agency determines after written
notification by the dietary consultant and facility
administrator, that deficiencies are corrected and
staff has been frained to ensure that proper
dietary standards are followed and consultant
services are no longer required. The agency must
provide the facility with written notification of such
determination.

428.14

{6) As provided under s. 408.814, the agency
shall impose an immediate moratorium on an
assisted living facility that fails to provide the
agency with access 1o the facility or prohibits the
agency from conducting a regulatory inspection.
The ticensee may not restrict agency staff from
accessing and copying records at the agency's
expense or from conducting confidential
interviews with facility staff or any individual who
receives services from the facility.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facility failed to fully cooperate with the agency
personnel during a standard survey for a facility

with a history of Class | and Class Il violations,
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including uncorrected Class |1l violations.
Findings:

Interviewed on at 11:00 AM residents
#19, 29, 30, 31, & 32 records were requested
include heaith assessments and progress notes
due to adverse incidents being filed, the Director
of Nursing only provided progress notes up to the
month of + kriowing that that the
facility changed to an electronic format in

Interviews on at 12:49 PM the
Director of Nursing stated that the facility
switched to electronic records since , of
2025 and that she was very sorry she did not
inform the agency during the survey. The DON
stated further, " am sorry.”

Interviewed on at 12:48 PM the
Administrator stated that he was surprised this
was not known.

Interviewed on at 10:38 AM the
Administrator stated that the facility provided the
records requested.

Class il
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