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Initiat Coraments

A 2nd revisit survey was conducted at The
Watermark at Coral Gables/ aka Grand Living at
Coral Gables on to .
Deficiencies were identified at the time of the
survey.

429.26(7) FS; 50A-36.007(1) FAC Resident Care
- Supervision

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

- . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must ocour within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined fo exist, the
facility must notify the resident's representative or
designee of the need for heatth 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 freat 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 facility.

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

A 000}

025}

{a) Monitoring of the quantity and quality of
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resident diets in accordance with Rule
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 ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on observations, interviews, and record
reviews, the facility failed to provide adequate
supervision and ensure the safety and physical
well-being of 1 out of 24 sampled residents (#24).
The facility did not contact the residents’ s health
care provider or maintain written records of
significant changes that would result of additional
services or precautions.

Findings included:
Observations on at 10:45am showed

that there were 4 residents sitting in the activity
tables with staff. One of the Resident # 24 was
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sitting at the of the table flanked by staff
playing a game, Resident # 24 got up and

over to the window with no purpose or
reason. Staff would then redirect Resident #24

to the activity table. Resident # 24 repeating
.. behavior 4 time during an

approximately one-hour period. Staff redirected
the residents every time. The Executive Director
redirected Resident # 24 one of the times.

A review of the facility slopement policy showed
that the risk factor for elopement wers Diagnosis
of Lor .

history of  or prior elopement, new
admissions or changes in environment,
expressed desire to "go homs," restlessness,
pacing, or exit seeking behavior, "

During an interview on at 11:00am
with the Executive Director stated that there were
no elopement risk residents in the facility, when
asked if there were any.

Areview of Resident # 24 health assessment
dated showed that she was
diagnosed with | .o .
,and . Resident # 24's
- status stated that she was alert and
oriented to person and place; and was also
forgetful. She was not marked as an elopement
risk. Resident # 24 was independent with
ambulation, eating, grooming, and transferring.
She needed assistance with bathing,
{foileting, and the assistance with
self-administration of medications. .
{photographic evidence obtained)

A review of Resident # 24 internal assessment
dated showed that the resident was

not exit seeking or "NA", not a or "NA",
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and there was no need the proceed to an more
detailed elopement evaluation. There were other
options in the assessment such as

safely within the community, and the frequency of
the .. fequiring redirection. (photographic
evidence obtained)

During an interview on at 12:24pm
the Executive Director stated that a more
comprehensive assessment was never promoted
in their system because of the response to prior
questions. When asked is this because to the
'NA" response, she stated yes. When asked that
pending on the other
questions would appear, she stated yes and that
this would help them develop a plan of care.
When asked why "NA" was marked for Resident
# 24, she stated that she was not a
She nodded in affirmation when asked if there
were no locked doors and staff did not redirect
her where Resident # 24 end up. When asked if
Resident # 24 was properly reassessed internally
would the results be different and would you call
the doctor to let them know about the change of
condition, she stated ok and stated that she
waould have the nurse redo the internal
assessments.

Uncorrected

Class il

{A 055} 59A-36.008(6) FAC Medication - Storage and {A 055}
58=D| Disposal

{6} MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents 1o remain as independent as possible,
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residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may alsc store their medication in their
rooms or apariments if either the room is kept
locked 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 i 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
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.006, F.A.C.

{c) Centrally stored medications must be:

1. Kept in a locked cabinet; locked cart; or other
locked storage receptacle, room, or area at all
times;

2. Located in an area free of dampness and
abnormal temperature, except that a medication
requiring refrigeration must be kept refrigerated.
Refrigerated medications must be secured by
being kept in a locked container within the
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refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated tocked;

3. Accessible to staff responsible for filling
pill-organi , assisting with seif inis ion
of medication, or inisteri ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all imes; and,

4, Kept separately from the medications of other
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 alt
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at feast 15 days, the resident's medications are
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
to a pharmagcist for disposal or may be destroyed
by the administrator or designee with one
witness.

{g) Facilities that hold & Special-ALF permit
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issued by the Board of Pharmacy may return
I icinal drugs to the dispensing
pharmacy pursuant to Rule 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation and Interview, the facility
failed to ensure that medications were securely
stored. The facility failed to ensure that the
over-the-counter medication { )ofone out
of 23 sampled residents was locked in the
facility's central storage {Resident #20).

Findings:

An observation on at 7:30AM,
showed unlocked over the counter medications
{. }in the bathroom closet area.
{photographic evidence obtained)

In an interview on at 7:31AM, Staff W
was asked about the over-the-counter
medications found in the bathroom closet area,
she stated, " am not sure why they are there.”

Uncorrected
Class il

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

{3) OTHER REQUIREMENTS.

{a) All facilittes 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 all existing architectural,
mechanical, electrical and structural systems,
and appurtenances are maintained in good
working order,

{A055}

A152
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{b) Pursuant to section 429.27, 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. Aclean, comfortable bed with a maitress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. foensure 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. Atabie or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested,

{¢) 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

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 maintain a safe living environment that
was free of hazards for one out of 23 sampled
residents (Resident #19).

Findings include:
An observation on at 7:08 AM

revealed that there was a jug of bleach, spot and
stain remover, powdered bleach stain remover

AHCA Form 3020-0001

STATE FORM

JRDY13

i continuaion sheet 8 of 11



PRINTED: 04/23/2028

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
R
AL11970205 B WING 03/12/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
363 GRANELLO AVE
THE WATERMARK AT CORAL GABLES
CORAL GABLES, FL. 33146
(X4} 1D SUMMARY STATEMENT OF DEFICIEENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST 8E 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 152} Continued From page 8 {A 152}
and a powdered rust cleaner located in the
kitchen cabinet of Resident #19's room.
During an interview on at 9:51 AM,
the Administrator stated that she did not know
what else to do when informed of the cleaning
suppties found in Resident #19's room. She
further stated that staff took the cleaning supplies
from Resident #19's room, but the resident would
put them right
Uncorrected
Class il
{A 058} 420.42( ) FS; 58A-5.033(3)(a) FAC Pharmacy {A 058}
$8=F | & Dietary; Uncorrected Deficiencies

429.42 Pharmacy and dietary services.-

{1) Any assisted living facility in which the agency
has documented a class | or class Il deficiency or
uncorrected class 1} deficiencies regarding
medicinal drugs or over-the-counter preparations,
including their storage, use, delivery, or
administration, or dietary services, or both, during
a biennial survey or a monitoring visit or an
i igation in resp! toa int, shall, in
addition to or as an alternative to any penalties
imposed under s. 429.18, be required 1o employ
the consultant services of a licensed pharmacist,
a licensed registered nurse, or a registered or
ficensed dietitian, as applicable. The consultant
shall, at a minimum, provide onsite quarterly
consultation until the inspection team from the
agency determines that such consultation
services are no longer required.

{2} A corrective action plan for deficiencies
related to assi with the self: ini ion
of medication or the administration of medication
must be developed and implemented by the

AHCA Form 3020-0001

STATE FORM

JRDY13

i continuaion sheet 9 of 11



Agency for Healih Care Administration

PRINTED: 04/23/2028
FORM APPROVED

facility within 48 hours after notification of such
deficiency, or sconer if the deficiency is
determined by the agency to be life-threatening.

58A-5.033(3)

(3) EMPLOYMENT OF A CONSULTANT.

{a) Medication Deficiencies.

1. Haclass |, class H, or uncorrected class 1
deficiency directly relating to facility medication
practices as established in Rule 58A-5.0185,
F.A.C., is documented by the agency pursuant to
an inspection of the facility, the agency must
notify the facility in writing that the facility must
employ or contract the services of a pharmacist
ficensed pursuant to Section 465.0125, F.S., or
registered nurse as determined by the agency.

2. After ping and § ing a i
action plan in compliance with Section 428.42(2),
F.8., the initial on-site consultant visit must take
place within 7 working days of the notice of the
ciass | or Il deficiency and within 14 working days
of the notice of an uncorrected ciass il
deficiency. The facility must have available for
review by the agency a copy of the license of the
consultant pharmacist or registered nurse and the
consultant's signed and dated review of the
corrective action plan no later than 10 working
days subsequent to the initial on-site consultant
visit.

3. 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 consultant and facility
administrator that deficiencies are corrected and
staff has been trained to ensure that proper
medication standards are followed and that such
consultant services are no longer required, The
agency must provide the facility with written
notification of such determination.
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This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility is
required fo employ the consuitant services or a
ficensed registered nurse or pharmacist who will
provide onsite quarterly consultations until it is
determined that such consultation services are no
longer required. The facility has an uncorrected
class il deficiency of Medication-Over the
counter {OTC) products and a new class I
deficiency of Medication-Over the counter (OTC}
products,

Findings:

An observation on at 7:30AM,
showed unlocked over the counter medications
[ }in the bathroom closet area.
{photographic evidence obtained)

In an interview on at 7:31AM, Staff W
was asked about the over-the-counter
medications found in the bathroom closet area,
she stated, "l am not sure why they are there.”

Uncorrected
Class #ll
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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 all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

waorking order.

{b) Pursuant to section 429.27, 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

less than 36 inches wide and.72 inches long, with

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

2. Acloset or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

famp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facitity 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

personat laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

be
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This Statute or Rute is not met as evidenced by:
Based on nbservation and interview, the facility
failed to maintain a safe living environment that
was free of hazards for one out of 23 sample
residents (Resident #19).

Findings include:

An observation on at 7:08 AM
revealed that there was a jug of bleach, spot and
stain remover, powdered bleach stain remover
and a powdered rust cleaner located in the
kitchen cabinet of Resident #19's room.

During an interview on at 9:51 AM,
the Administrator stated that she did not know
what else to do when informed of the cleaning
supplies found in Resident #19's room. She
further stated that staff took the cleaning supplies
from Resident #19's room, but the resident would
put them right

Uncorrected
Class il
A165 420.23( & ) FS Risk Mgmt & QA A185

88=D
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
deveiop plans of action to correct and respond
quickly to identify quality differences.
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{2) Every facility licensed under this part is
required to maintain adverse incident reports. For
purposes of this section, the term, "adverse
incident” means:

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

2. or damage;

3. Permanent H

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

{4) Licensed facilities shall provide within 15
days, through the agency's online portal, or if the
portal is offline, by electronic mail, a full report to
the agency on all adverse incidents specified in
this section. The report must include the results
of the facility’s investigation into the adverse
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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 5. 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) I 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
licensed facility is grounds for disciplinary action
by the appropriate board, the agency shall report
this fact to such regulatory board.

{9) The adverse incident reports and preliminary
adverse incident reports required under this
saction 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 fo
administer this section.

This Statute or Rute is not met as evidenced by:
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Based on interview and record review, the facility
failed to ensure that a prefiminary adverse
incident report was reported to the Agency of
Heailth Care Administration (AHCA} within one
day, for two out of 23 sampled residents
{Resident #22 and Resident #23).

Findings include:

During an interview on at 9:51 AM with
the Administrator, she was asked if she filed an
adverse incident report to AHCA due to Resident
#22's | to which she confirmed "No". She
stated that she did not befieve that she had to
because the resident "did not anything”.

Areview of Resident #22's progress notes
revealed that the resident sustaineda  on
in which she initially had complained of
that was related to a previous

Avreview of Resident #23's progress notes
revealed that the resident sustained.a  on

, in which a STAT order for an x-ray
was ordered. The progress notes detailed that the
resident complained of | and her right
was
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