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Initial Comments
Assisted Living facility

A biennial state licensure survey was conducted
on - in conjunction with a capacity increase
survey, see (Aspen Event M31F11).

Grace at Lake Morton, LLC, assisted living
facility, had a deficiency found at the time of the
visit,

58A-5.024(1) FAC Records - Facility

Records.

The facility shall maintain the following written
records in a form, place and system ordinarily
employed in good business practice and
accessible to Department of Elder Affairs and
Agency staff.

(1) FACILITY RECORDS. Facility records shall
include:

(a) The facility ' s license which shall be displayed
in a conspicuous and public place within the
facility.

{b} An up-to-dat
listing the names of all residents and each
resident ' s:

1. Date of admission, the place from which the
resident was admitted, and if applicable, a
notation the resident was admitted witha !
pressure and

2. Date of discharge, the reason for discharge,
and the identification of the facility to which the
resident is discharged or home address, or if the
person is , the date of .

Readmission of a resident to the facility after
discharge requires a new entry. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intends to return pursuant to Rule 58A-5.025,
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(é) A !69 listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph

(b).

(d) An up-to-date record of major incidents
oceurring within the last 2 years. Such record
shall contain a clear description of each incident;
the time, place, names of individuals invoived,
witnesses; nature of injuries; cause if known;

 action taken; a description of medical or other

services provided; by whom such services were
provided; and any steps taken to prevent
recurrence. These reports shall be made by the
individuals having first hand knowledge of the
incids including paid staff, staff,
emergency and temporary staff, and student
interns.

(e) The facility * s emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described under Rule 58A-5.026, F.A.C., which
shall be located where immediate access by
facility staff is assured.

{f) Documentation of radon testing conducted
pursuant to Rule 58A-5.023, FAC,;

(g) The facility s liability insurance policy
required under Rule 58A-5.021, FAC,;

(h) For facilities which have a surety bond, a copy
of the surety bond currently in effect as required
by Rule 58A-5.021, F.AC.

(i) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 58A-5.0182, FA.C.
(j) ¥f the facility advertises that it provides special
care for persons with. : or
related , a copy of all such faciiity
advertisements as required by Section 428,177,
F.S

(k) Agrievance procedure for receiving and
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responding to resident complaints and
recommendations as described in Rule
58A-5,0182, FAC.
(1) All food service records required under Rule
58A-5.020, F.A.C., including menus planned and
served; county health department inspection
reports; and for facilities which contract for
catered food services, a copy of the contract for
catered services and the caterer ' s license or
certificate to operate.
(m) Al fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
to Section 429.41, F.S., and Rule Chapter
B89A-40, F.A.C., issued within the last two (2)
| years.
{n) All sanitation inspection reports issued by the
county health department pursuant to Section
381,031, F.S., and Chapter 64E-12, FA.C,,
issued within the last 2 years.
(o) Pursuant to Section 429.35, F.S., all

d survey, inspegtion and i
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
last 5 years.
{p) Additional facility records requirements for
facilities holding a imited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.
{(q) The facility * s resident elopement response
policies and procedures.
(r) The facility * s documented resident elopement
response drills.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
did not maintain an up-to-date record of major
incidents that were complete with respect to two
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| of three sampled residents (#2; 9).
|
Findings include:

| Aresident record review revealed a
incident report for Resident #2 regarding a
with no apparent injury and no steps taken to
| prevent recurrence. Further record review found
a incident report for Resident #2 of
i another ... with the following steps taken to
+ prevent recurrence: "put him/her in chair and kept
close eye on.” Subsequent reports of ... from
| and had no steps taken to
prevent recurrence; the report regarding the latter
event, which resulted in a home health services
referral, also did not describe the extent of any
injuries sustained, if applicable. Finally, review of
a home health note for Residert #2 from ...
stated "patient _ | straight on head, hit left
shoulder and left hip...Red mark noted above left
eye...Facility sent patient to hospital.” nan
interview with the administrator at approximately
1:30 p.m. on , she stated that no pertinent
incident report was completed due to the fact that
the person responsible was no longer employed
by the facility.

Areview of an incident report for Resident #9
found a document that stated "3:30 a.m. resident
slipped, resulting in a Further review
of this report found no steps taken to prevent
recurrence. An interview with the administrator at
approximately 1:20 p.m.on . «confirmed
that the report was missing this element of
information.
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FLORICHA AGENCY FOR HEALTH CARE.

R R Better Hoalth Care for alf Floridians B T
. 2013
Administrator
Grace Manor at Lake Morton, LLC
610 East Lime Street

Lakeland, FL 33801
Dear Administrator:

This letter reports the findings of a biennial state licensure survey and a capacity increase that were conducted
on 2013, by a representative of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiency that was identified on
the day of the visit relative to the biennial statc licensure survey. Section 408.811(4), Florida Statutes, requires
that you correct this deficiency within thirty days of the date of this letter unless the Agency has approved
another timeframe. Staff from this office will conduct a review to verify that the necessary corrections are in
place to correct the deficiency identified on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
ttp://ahca myflorida com/Publications/Forms.shtml as a first step in providing a web-based i
consumer satisfaction survey system. You may access the questionnaire through the link under Health
Facilities and Provlders on this page. Your feedback is encouraged and valued, as our goal is to ensure the
ional and 1i of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please cal!

Paul Brown, HFES, at 727-552-2000.
ely,

o Patricia Reid Caufman
Field Office Manager

PRC/kpr

Enclosures: State Form 3020

Headquarters 8t. Pstersburg Field Office
2727 Mahan Drive 525 Mirror Lake Dnve th Suite 410 A
Tallahassee, FL. 32308 burg, FL. 33701

bitpiahca.myfionida.com Phone (727) 552+ zooo oy (727) 5521161




