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Initiat Coraments

A complaint (complaint numbers 2025013696) in
conjunction with a generator monitoring survey
was conducted at Angel Care Assisted Living ont

. Deficiencies were identified at the
time of survey.

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

{3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to

section 429.28(1)(a}, F.S,,

2. Be maintained free of hazards,; and,

3. Ensure that alt existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 420.27, F.S, 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
. toensure 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
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Continued From page 1

commodes must be provided with privacy during
use.

{e) Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facility must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on observation, and interview, the facility
failed to ensure that all existing structural systems
are maintained in good working order within the
facility.

Findings included:

During an observation conducted on
at 8:30am it was noted the ceiling outside of

was sagging, discolored and had chipping
paint. Furthermore, the wall outside had
bubbling under the paint. (Photographic evidence
obtained)

During an interview conducted on at
10:10am with the Administrator he confirmed the
damage that had been outside fora
month had not been repaired.

Class 1l

59A-36.015(1) FAC Records - Facility

59A-36.015 Records.

The facitity must maintain required records in a
manner that makes such records readily available
at the licenses's physical address for review by a
{egally authorized entity. If records are maintained.
in an electronic format, facility staff must be
readily available 1o access the data and produce
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the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1} EACILITY RECORDS. Facility records must
include:

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

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | ;and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to Rule 50A-36.018,
F.AC. If the resident dies while in the care of the
facility, the log must indicate the date of

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the jog described in paragraph
().

{d) The facility's emergency management plan,
with documentation of review and approvatl by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 59A-36.013, FA.C.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
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Rule 59A-36.013, FAC,

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rute 59A-36.006, F.AC.
{h) if the facility advertises that it provides special
care for persons with ‘s or
related . a copy of all such facility
advertisements as required by Section 428.177,

(i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.A.C.
(i) Al food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports, Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate fo operate.
{k) All fire safety inspection reports issued by the
{ocal authority or the State Fire Marshat pursuant
to Section 429.435, F.S., and rule Chapter
69A-40, F.AC., issued within the last 2 years,
{1} Alt sanitation inspection reports issued by the
county health departrnent pursuant to Section
381.031, F.8., and Chapter 64E-12, FAC,,
issued within the last 2 years.
{m) Pursuant to Section 429.35, F.S,, all

survey, i ion and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
jast 5 years,
{n) The facility's resident elopement response
poficies and procedures.
{0) The facility's documented resident elopement
response drills,
{p) The facility's policies and procedures pursuant
to subsection 59A-38.007(10), FA.C,;
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{q) The facility's
procedures;

{r) The facility's medication practices;

{s) The facility's policy on physical H

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

{u) The facility's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.5.;

{w) For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, F.A.C.,
respectively.

prevention policies and

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
failed to have a written grievance procedure for
recelving and responding to resident complaints
for all residents of the facility.

Findings included:
An attempted record review of the facility
grievance policy conducted on

revealed there was no policy on file,

An attempted record review of the facility

grievance log conducted on revealed
no log was provided.
During an interview conducted with the

ini and Assistant Admini on

at 3:05 p.m. the Administrator agreed
they were aware residents had a difficult time
locating staff especially on the night shift.
Additionally, the Administrator could not find the
grievance policy or log.
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429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements.~

{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.

{2) Every facility licensed under this partis
required to maintain adverse incident reports. For
purposes of this section, the term, "adverse
incident” means:

{a) An event over which facility personnel could
exercise control rather than as a result of the
resident's condition and results in:

2. or
3. Permanent '
4. or of hones or joints;

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

6. Any condition that requires the 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 to law enforcement or
its personnel for investigation; or

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

{3) Licensed facilities shall provide within 1
business day after the occurrence of an adverse
incident, through the agency's online portal, or if

damage;
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the portal is offiine, by electronic mail, a
preliminary report o the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the fype of adverse
incident, and the status of the facility's
investigation of the incident.

{4) Licensed facilities shall provide within 16
days, through the agency's online portal, or if the
portal is offline, by electronic mail, a full report to
the agency on all adverse incidents specified in
this section. The report must include the resuits
of the facility's investigation info 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 professionat
who is subject to disciplinary action, in which
case the provisions of s. 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
s. 456.073 apply.

{8) if the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable belief
that conduct by a staff member or employee of a
ficensed facility is grounds for disciplinary action
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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 board.

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to fite an Adverse Incident Report (AIRS)
for all residents in an incident where law
enforcement personnel investigated.

Findings included:

During an interview conducted on at
8:36 a.m. with a representative of a local law
enforcement agency it was revealed a call was
received from a resident at the facility on

at 1:35 a.m. The law enforcement
representative stated there were no staff present
upon arrival to the facility on at
1:46am. The representative reported an unknown
staff member arrived at 2:50 a.m.

Arecord review completed on of the
facility's staff schedule and timecards revealed
Staff A, Staff B and Staff E were scheduled to
work on from 11:00 p.m.-7:00 a.m.
Payroll records revealed Staff A clocked out on

at 12:26 am. and Staff B clocked out
on at 12:25 a.m. {Photo evidence
obtained.}
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During an interview conducted on at
11:28 a.m. Resident #11 reported seeing Staff A
and Staff B leave the facility on inthe
middie of their 11:00p.m.-7:00a.m. shift. Resident
#11 reported having,  , but no other staff were
present. Resident #11 calied 911 to go to the
hospital.

During an interview conducted on at
12:22 p.m. with a representative of a local law
enforcement agency it was confirmed Resident
#11 went to the hospital on the night of

During an interview conducted on at
1:26 p.m. Staff B stated they left the facility at
12:25 a.m. and handed the medication cart keys

to Staff A.

Arecord review of the Administrator’s ride share
receipt revealed the arrival at the facility on
at2:26 am.

An aftemnpled record review of the facility AIRS
report conducted on revealed a report
was not on file.

During an interview conducied on

from 10:01a.m. to 10:30 a.m. the Administrator
confirmed there were no staff in the building for
approximately 2 hours on and law
enforcement responded, The Administrator
confirmed no AIRS was submitted.
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