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Initiat Cormments

A complaint investigation {(complaint number
2026000361) was conducted at Ledge
Manor on . Deficiencies were identified
at the time of survey.

A Class | deficiency was found at tag A0030.

A Class | deficiency is a deficiency that the
agency determines presents a situation in which
immediate corrective action is necessary because
the facility's noncompliance has caused, oris
likely to cause, serious injury, harm, | |
or to a resident receiving care in a facility

Aresident was found physically restrained to a
wheelchair with a blanket, preventing the resident
from standing or transferring independently,
constituting inappropriate use of a physical

The Class | noncompliance began on

The facility's Administrator was notified of the
Class 1 noncompliance on at 5:00 p.m.

The census at the start of the survey was 68,

The following is a description of the deficiencies
found at the time of the visit.

420.26( ) 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
responsible for determining the appropriateness of

AQ00

AD10
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adraission of an individual fo the facility and for

ining the continued appropri; of
residence of an individuat in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medicat examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
int 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
adraission and continued residency of an individual
in a facility:
(@) A facility may admit or retain a resident who
receives a health care service or treatment thatis
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.
{p) A facility 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 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 rmust have
a plan of care which delineates how the facility
and the hospice will meet the scheduled and
unscheduled needs of the residert, including, i
applicable, staffing for nursing care.
{d)1. Except for a resident who is receiving
hospice services as provided. in paragraph (c), a
faciity may riot admit or retain a resident who is
bedridden or who requires 24-hour nursing
supetvision. For purposes of this paragraph, the
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term "bedridden” means that a resident is confined
o 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
personat 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. i 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) A resident may not be moved from one facifity
to another without consultation with and
agreement from the resident or, if applicable, the
resident's representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Department of
Children and Farnilies, the administrator must
notify the appropriate contact person in the
applicable department.

{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted fiving facility to provide an initial
examination for admission purposes may not have
financial interests in the facility.

59A-36.006

(4) CONTINUED RESIDENCY. Except as foliows
in paragraphs {(a} through (c) of this subsection,
criteria for continued residency in any licensed
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facility must be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a “to-
medical ination by a health care p
at teast 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 resuits of the exarnination
must be recorded on the practitioner's form or on
AHCA Form 1823, which is incorporated by
reference in paragraph (2)(b) of this rule and must
be completed in accordance with that paragraph.
Exceptions to the requirerent 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
recelving licensed hospice services pursuant to
Section 429.26(1)(c), F.8.
(P} Aresident requiring care ofa |, |

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care, or
the facility has a limited nursing services license
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,
3. i 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 , il resident who no longer meets
the criteria for continued residency may continue
1o 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
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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 applicabte, 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
the continued i 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 facitity staff may provide any
nursing service permitted under the facility's
ficense and total help with the activities of daily
fiving for residents admitted to hospice; however,
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, F.AC,

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the facility
failed to ensure appropriate continued residency
for one (Resident #1} of four sampled residents,

Findings included:
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Arecord review of Resident #1's heaith
assessment form dated noted a
medical history of N .
and protein-calorie . The physical and
sensory limitations were marked as visionfhearing
adequate and generalized .The
and behavioral status was marked as being alert to
person, to time, place, needs redirection,
with care, attention limited, and
but was not combative with caregivers.
The Health Assessment form showed Resident #1
required supervision with ambulation and
transferring, needed precautions and was an
elopement risk. Resident #1 also required
assistance with eating, grooming and required
total care with bathing, . grooming, and
toileting. Resident #1 needed assistance with
self-administration of medications. Resident #1 did
not have any communicable and was not
bedridden. Resident #1 had no | , did
not pose a danger to self or others, and did not
require & 24-7 nursing or , care.
Resident #1's health assessment form had the box
marked "yes" o the individual's needs may be met
in an assisted living facility. Resident #1 had no
hospice services ordered and was admitted to the
facility on

Arecord of Resident #1's most recent undated
health assessment form noted, medical history of
. . The physical and sensory limitations
section was marked as unable to walk and
difficuity with speech, The and behavioral
status was alert and orientated times zero. The
required nursing treatment was marked as skilied
nursing with physical, occupational, and |

. .- Resident #1 had no special precautions
and was not an elopement risk. Resident #1
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required total care with all activities of dally living
and was bedridden, Resident #1's dietary
instructions were level four pureed, thin fiquids,

. precautions and one to one feeder. The
health assessment form section individual's needs
may be met was blank. Resident #1 had no
hospice services ordered.

Arecord review of the facility license revealed a
standard license.

During an interview on at12:22 p.m.
the Resident Care Coordinator stated Resident #1
required total care with activities of daily living and
was bedridden.

During an interview on at 1:56 am,
Staff F stated Resident #1 required total care,
could not bathe, or transfer independently.

{Photographic Evidence obtained)
Class Hl

59A-36.007(5) FAC; 429.28( ) FS428.27
Resident Care - Rights & Facility Procedures

59A-36.007

{5) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.006, F.A.C.

A010

A030
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{P) In accordance with Section 429.28, F.S,, the
facility must have a written grievance procedure for
receiving and responding to resident complaints
and a written procedure fo allow residents to
recommend changes to facility policies and
procedures. The facility must be able to
dermonstrate that such procedure is implemented
upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility ot facility staff must be posted in
full view in a common area accessible to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1{888)831-0404; , Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1{888)419-3456, and the statewide toll-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimurm of 14-point font.
{d) The facility must have a written statement of its
house rules and procedures that must be included
in the admission package provided pursuant to
Rule 58A-36.006, F.A.C. The rules and procedures
must at & minimum address the facility's policies
regarding:

1. Resident responsibilitie:
2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , heglect, and

6. Administrative and housekeeping schedules
and requirements;

7. control, sanitation, and standard
precautions;
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8. The requirements for coordinating the defivery of
services to residents by third party providers;

9. Assistive devices; and

10. Physical .

{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules or
the facility contract includes such a requirement. If
a resident is employed by the facility, the resident
must be compensated in compliance with state
and federal wage laws.

{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident's right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

429.28 Resident bilt of rights.-

{1} No resident of a facility shall be deprived of any
civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State of
Florida, or the Constitution of the United States as
a resident of a facility. Every resident of a facility
shall have the right to:

{a) Live in a safe and decent fiving environment,
free from and neglect.

{b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.

{c) Retain and use his or her own clothes and
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other personal property in his or her immediate
fiving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
receiving and sending unopened correspondence,
access to a telephone, and visiting with any
person of his or her choice, at any time between
the hours of 9 a.m. and 9 p.m. at a minimum.
Upon request, the facility shail make provisions to
extend visiting hours for caregivers and out-of-town
guests, and in other similar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,

, and i ion within the
{f) Manage his or her financial affairs uniess the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility fo provide safekeeping for funds as provided
ins. 429.27.
{g) Share a room with his or her spouse if both are
residents of the facility.
{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at regular
and frequent intervals except when prevented by
inclement weather.
(1) Exercise civit and religious fiberties, including
the right to independent personal decisions, No
religious beliefs or practices, nor any attendance
at refigious services, shall be imposed upon any
resident.
(i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
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paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making |
for health care services, the provision of or
arrangement of fransportation to health care
. , and the performance of heaith care

services in accordance with s. 429.255 which are

i with i and re i
standards within the community.
(k) At least 45 days’ notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. in the case
of a resident who has been adjudicated mentaily

., . the guardian shall be given at least
45 days' notice of a nonemergency relocation or
residency termination. Reasons for relocation
must be set forth in writing and provided to the
resident or the resident’s legal representative. The
notice must state that the resident may contact
the State Long-Term Care Ombudsman Program
for assistance with relocation and must include
the statewide toli-free telephone number of the
program. In order for a facility to terminate the
residency of an individual without notice as
provided herein, the facility shall show good cause
in a court of competent jurisdiction.
(1) Present grievances and recommend changes in
policies, procedures, and services to the staff of
the facility, governing officials, or any other person
without , interference, coercion,
discrimination, or reprisal. Each facility shait
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right includes
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access to ombudsman volunteers and advocates
and the right to be a member of, to be active in,
and to associate with advocacy or special interest
groups.

(2) The administrator of a facliity shall ensure that
a written notice of the rights, - , and
prohibitions set forth in this part is posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
notice must inciude the statewide toll-free
telephone number and e-mait address of the State
Long-Term Care Ombudsman Program and the
telephone number of the local ombudsman
council, the Eider Hotline operated by the
Department of Children and Families, and, i
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local long-term
care ombudsman councll, the names and
identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken against a
resident for p i i or for

any other resident right. The facility must ensure a
resident's access to a telephone to call the State
Long-Term Care Ombudsman Program or locat
ombudsman councl, the Elder Hotline
operated by the Department of Children and
Families, and , Rights Florida.

429.27 Property and personal affairs of residents .-
(1)) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated
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. or . under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and his
or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shall
such admission or presence confer on any of such
persons any authority or responsibility for the
persona affairs of the resident, except that which
may be necessary for the safe management of the
facifity or for the safety of the resident.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record review,
the facility failed to ensure each resident had the
tight to live in a safe and decent environment free
from and neglect by not restricting mob#iity,
be treated with respect and dignity for one
{Resident #1) of 68 residents.

Findings included:

An observation on at 18 am.
revealed Resident #1 was seated in a wheelchair
in the common area with a blanket secured across
Resident #1's waist. The blanket was tied in the
rear of the wheelchair, behind Resident #1,
preventing the resident from removing the
independently.

During an interview on at9:22 am,
Resident #1, was unable to verbally respond to
questions asked and simply moaned and did not
make , contact.
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During an interview on at 9:20 a.m.
Staff Aremoved the from Resident #1 and
stated, "1 tied the blanket behind Resident #1's
wheelchalr to keep it from falling off." Staff A
recalled hearing about an incident with Resident
#1on were the blanket was found tied
in a way it shouid not have been, it was high on
her and tied too tight. Staff A stated she previously
had an in-service related to and was told
"we don't use on anyone”.

An attempted record review revealed the facility
had no avaltable physical policy.

During an interview on at 1:33 p.m. the
Administrator stated the facifity did not have a

policy and procedure in place prior to the
survey date.

Acrecord review for Resident #1 revealed no
physician's order for the use of a physical
. The record also lacked a care plan
- use, a defined time frame for
application and removal, documentation

specifying the type of permitted, and staff
itoring or observations following ication of
a . Further review of Resident #1's undated

health assessment revealed Resident #1 had a
history of being unable to waik and had difficulty
with speech, Additionally, the health assessment
documented Resident #1 was bedridden, not alert
to person, place or time and required total care
with all activities of daily living.

Avrecord review of Resident #1's progress notes

revealed on at 10:00 a.m. a family
member visiting Resident #1, noticed a red mark
around Resident #1's and reported it to the
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Administrator.

Avrecord review of Resident #1's incident report
dated , revealed on at 10:00
a.m. a family member was visiting Resident #1

and noticed a and redness around Resident
#1's area. The Location of incident was noted
to oceur in Resident #1's room. The incident report
was marked "Hematoma ( ¥ to Resident #1's

During an interview on at 3110 p.m,
Resident #1's Family Member #2 stated while
visiting Resident #1 on , Family
Member #2 observed Resident #1 in the dining
room and reported Resident #1 had behavior
changes and would not come towards the food
when feeding Resident #1, Family Member #2 then
noticed the blanket covering Resident #1 was tight
around the resident's fike a bib. Family
Member #2 removed the blanket from Resident
#1's and saw red marks on Resident #1's

. Family Member #2 then notified Staff F of
the red marks on Resident #1's . Family
Member #2 asked Staff B why the blanket was on
Resident #1 like that and Staff B stated, "Resident
#1 was moving around.” Family Member #2 stated
the blanket was not supposed to be used as a

. Farily Member #2 notified the

Administrator who stated, under no circumstances
Resident #1 would be restrained with a blanket
again,

During an interview on at 3:30 p.m.
Resident #1's Family Member #1 stated Family
Member #2 went to the facility to feed Resident #1
and while feeding Resident #1 the blanket was
criss crossed around Resident #1's, Resident #1
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could not swallow. Additionally, Family Member #1
stated the facility should have called the police.

Arecord review of an employee termination form

dated for Staff B revealed Staff B was
terminated for "restraining a member causing harm
(bodily)".

Arecord review of the facility’s undated
policy and procedure revealed the following:
1. "Reporting of , neglect andfor

. is MANDATORY,
2. Staff Shall immediately contact their
supervisor if there is ANY suspicion of .
neglector | .
3. The supervisor will immediately report said
suspicion to the Resident Care Supervisor who will
immediately report to the Executive Director.
4. The 1-800-96- hotiine shali
immediately be contacted to report.”

During an interview conducted on at
12:35 p.m., the Administrator stated the reportable
incident was reported to the Agency related fo
Resident #1's incident on and the
facility did not report the incident local law
enforcement or the State Agency overseeing Adult

During an interview conducted on at
1:56 p.m. Staff F admitted to previously applying a
blanket around Resident #1. Staff F stated if the
blanket was not on Resident #1, Resident #1
would  out of the chair. Staff F also stated on

Resident #1's family member showed
Staff F the blanket on Resident #1 which wrapped
and double tied around Resident #1's
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Resident #1's family member then removed

blanket and revealed a red mark on Resident #1's

During an interview on at 12:35 p.m.

the Administrator stated the facility had no

documentation of staff training on the facility’s

poticy prior to date of the survey.
{Photographic evidence obtained)
Class 1
A093

A093 59A.36.012(2) FAC Food Service - Dietary
S50 standards

{2) DIETARY STANDARDS,

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

http/www firules. .asp?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
National Acadernies, 2018, which are incorporated
by reference and available for review at:

¥ od.nih. + fon/Dietary_R
eference_Intakes,aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.

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

or & reg dietetic
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and inciude 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 to accommodate resident needs and
preferences.
2. Menu items may be substituted with items of
comparable nutritional vaiue based on the
seasonal availability 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 to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
o residents. Regular and therapeutic menus as
served, with substitutions noted before or when the
meal is served, must be kept on fite in the facility
for 6 months.
{e) Therapeutic diets must be prepared and served
as ordered by the heaith care provider.
1. Facilities that offer residents a variety of food
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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
{0 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 morming meal. Intervals
between meals must be evenly distributed
throughout the day with not less 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.
{g) Food must be served attractively 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 all 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 faciiity 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
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Continued From page 19

stored, or the facility 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 and interview the facility
failed to conspicuously post the daily menu in the
memory care unit affecting twenty eight of twenty
eight residents.

Findings included:

An obsetvation of the memory care unit on
at 11:26 a.m. revealed the daily menu
was not posted anywhere in the memory care unit.

During an interview on at 1127 am.
Staff L agreed the daily menu was not posted in
the memory care unit.

Class il

429.23( & ) FS Risk Mgmt & QA

429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements.-

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

A093

A 185
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(2) Every facility ficensed 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 control rather than as a result of the
resident's condition and results in:

1. ;

2. or damage;
3. Permanent :
4. or of bones or joints;

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

6. Any condition that requires the transfer of the
resident from the facility fo 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 shail provide withint 1
business day after the occurrence of an adverse
incident, through the agency's online portal, or if
the portal is offline, by efectronic 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 offfine, by electronic mail, a fulf report to the
agency on all adverse incidents specified in this
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section. The report must include the results of the
facility's investigation into the adverse incident.

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

{7) The information reported to the agency
prrsuant to subsection (3) which relates to
persons ficensed under chapter 458, chapter 458,
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 discipiinary 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
professionat who is subject to disciplinary action,
in which case the provisions of s. 456.073 apply.
{8) If the agency, through its receipt of the adverse
incident reports prescribed in this part or through
any investigation, has reasonable betief that
conduct by a staff member or employee of a
ficensed facility is grounds for discipfinary action
by the appropriate board, the agency shafl 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
regulatory board.

(10) The agency may adopt rules necessary to
administer this section.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to file an Adverse Incident Report (AIRS) to
the Agency for Healthcare Administration (AHCA)
within one business day for one resident (#1) out
of one sampled resident.

Findings included:

Arecord review of Resident #1's progress notes
revealed on at 10:00 a.m. a family
member visited Resident #1 and noticed a red
mark around Resident #1's and reported it to
the Adrministrator.

A record review of Resident #1's incident report
dated , revealed on at 10:00
a.m. a family member was visiting Resident #1

and noticed a and redness around Resident
#1's area. The tocation of incident was noted
o occur in Resident #1's room. The incident report
was marked "Hematoma ( ¥ to Resident #1's

Arecord review of an employee termination form

dated for Staff B revealed Staff B was
terminated for restraining a resident causing bodily
harm.

An attempted record review of the facility's AIRS
report revealed no evidence that the facility
submitted an AIRS o AHCA regarding Resident
#1's incident on .

During an interview on at12:35 p.m.,
the Administrator stated the reportable incident
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was not reported to the agency related to Resident
#1's incident on and did not report the
incident to local law enforcement or State Agericy
overseeing Adult

{Photographic evidence obtained)

Class Hl
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