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initial Comments

A Complaint Survey CCR 201213034 was
conducted on . Eleanor's Retirement
Home, Inc had deficiencies found at the time of
the survey.

58A-5.0182(1) FAC Resident Care - Supervision

An assisted living facility shall provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

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

(a) Monitor the quantity and guality of resident
diets in accordance with Rule 58A-5.020, F.A.C.
(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
individual.

{c) 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, heaith care
surrogate, or case manager if the resident
exhibits a significant change; contacting the
resident ' s family, guardian, health care
surrogate, or case manager if the resident is
discharged or moves out.

() A written record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any ilinesses which
resulted in medical attention, major incidents,
changes in the method of medication
administration, or other changes which resulted in
the provision of additional services.
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This Statute or Rule is not met as evidenced by.
Based on record review and interview the facility
failed to maintain a written record, updated as
needed, of any significant changes for 1 cutof 1
(#1) sampled residents.

Findings include:
Record review contained no documentation

resident #1 eloped from facility on
2012,

Record review revealed the facility failed to
the incident of resident #1
in facility's records.

On at 3 3:45 p.m. the facility
administrator staff #1 stated, "we didn't think we
had to notify the State, she came back the next
day, she comes and goes as she pleases, we
have her sign the in and out log, and she will
usually tell us where she is going, if she stays out
overnight visiting with friends she will let us know,
or she gets picked up by her family to spend the
weekend with them. From now on if she leaves
and we don't know where she is we will notify the
police and file and incident report with AHCA."

Class il

58A-5.0191(2) FAC Training - Staff in-Service

{2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff:

{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with
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Rule 59A-8.0095, F.A.C., must receive a
minimum of 1 hour in-service training in
control, including universal precautions, and
facifity sanitation p before p

| care to resi D ion of
compluance with the staff training requirements of
29 CFR 1810.1030, relating to borne

_ ., may be used o meet this

requwement
(b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting major incidents.
2. Reporting adverse incidents.
3. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c) Staff who provide direct care to residents, who
have not taken the core fraining program, shall
receive a minimum of 1 hour in-service training
within 30 days of employrment that covers the
following subjects:
1. Resident rights in an assisted living facility.
2. Recognizing and repomng resident Y
neglect, and ..~
{d) Staff who provide dxrec’t care {o residents,
other than nurses, CNAs, or home health aides
trained in accordance with Rule 59A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
living
(e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.
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{f) All facility staff shall receive in-service training
regarding the facility ' s resident elopement
response policies and procedures within thirty
{30) days of employment.

1. All facility staff shall be provided with a copy of
the facility * s resident elopement response
policies and procedures.

2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:

Based on record review and interview the facility's

personnel records did not include evidence of

Elopement trammg‘ Incndent reporting training,
rights &

Prepardness & Evacuation training for 2 out of 3

(#1 & 2) sampled staff.

Findings include:

Facility's record review on at 10:40
a.m. revealed sampled staff #1 (hire date

) did not include evidence of Elopement
training, lnmdent reporting tramlng Residents
rights trainining & Prep &
Evacuation,
Facility's record review on at 10:55
a.m. revealed sampled staff #2 (hire date

) did not include evidence of Elopement
tralmng, |ncxdent reporting training, Residents

&

rights & Prep
Evacuation.
Interview on at2:40 p.m. staff #1

stated " we passed our Core Training years ago,
1 don't have to have those specific trainings in my
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record as long as | keep my 12 hour continuing
education every two years in whatever training |
chose. However | will contact the training school
to have the training completed as soon as
possible.”

Class It

429.23 FS; 58A-5.0241 FAC Risk Mgmt & QA;
Adverse Incident Report

internal risk and quality

; adverse inck and reporti
requwements -
(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, facllity 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
resrdent s condition and results in:
1.
2. or spinal damage;
3 Permanent

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 to a unit providing more
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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, by electronic mail, facsimile, or United
States 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, by electronic mail, facsimile, or United
States 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 incident,

{6) , neglect, or | must be
reported to the Department of Children and
Family Services as required under chapter 415.
{7) The information reported to the agency
pursuant to subsection (3) which relates fo
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 professional
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
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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
licensed facility is grounds for disciplinary action
by the appropriate board, the agency shall report
this fact to such regulatory board.

(8) 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 Department of Elderly Affairs may adopt
rules necessary to administer this section.

Adverse Incident Report.
(1) INITIAL ADVERSE INCIDENT REPORT. The
preliminary adverse incident report required by
Section 428.23(3), F.S., must be submitted within
one (1) business day after the incident on AHCA
Form 3180-1024, Assisted Living Facility Initial
Adverse Incident Report-1 Day, 2006,
and incorporated by reference. The form shall be
submitted via electronic mail to

i ida.com; on-iine at
hitp://ahca. i porting/i shiml;
by facsimile to (850)922-2217; or by U.S. Mail to
AHCA, Florida Center for Health Information and
Policy Analysis, 2727 Mahan Drive, Mail Stop 16,
Tallahassee, Florida 32308-5403, telephone
(850)412-3731. AHCA Form 3180-1024 is
available from the Florida Center for Health
Information and Policy Analysis at the address
stated above. The Initial Adverse Incident Report
is in addition to, and does not replace, other
reporting requirements specified in Florida
Statutes.
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(2) FULL ADVERSE INCIDENT REPORT. For
each adverse incident reported under subsection
(1) above, the facility shall submit a full report
within fifteen {15) days of the incident. The full
report shall be submitted on AHCA Form
3180-1025, Assisted Living Facility Full Adverse

Incident Report-15 Day, dated 20086, and
incorp by The ds for
obtaining and submitting the form are set forth in
subsection (1) of this rule.

This Statute or Rule is not met as evidenced by:
Based on interview and record, the facility failed

to report resident elopement to the Agency for 1

out of 1 (#1) sampled residents.

Findings include:

Record review of resident #1 revealed no
documentation showing resident had eloped on
one occasion. The occurrence happened on

, resident #1 was missing for 1 day
before the facility knew of residents #1
whereabouts.

On at 3:45 p.m. staff #1 stated, "we
didn't think we had to notify the State, she came
back the next day, she comes and goes as she
pleases, we have her sign and in and out log, and
she will usually tell us where she is going, if she
stays out overnight visiting with friends she will let
us know, or she gets picked up by her family to
spend the weekend with them. From now on if
she leaves and we don't know where she is we
will notify the police and file and incident report
with AHCA"
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TIORIA AGENCY FOR HEALTH CARE ADMINITRAION

R(!gvgggg; Better Health Care for ali Floridians ELIZS/;BCi?YEg\{D K
m e 5 2013
Administrator
Eleanor's Retirement Home,inc Re: CCR#2012013034
12315 Nw 23rd Avenue
Miami, FL. 33167
Dear Administrator:
This letter reports the findings of a state complaint survey that was conducted on ,2013 by

representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this fetter unless the Agency has approved another timeframe.

Staff from this office will conducy a review after 4/4/2013 to verify that the necessary corrections are in place
to correct the deficiencies 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
http://ahca.myflorida.com/Publications/Forms.shiml as 2 first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal s to ensure the professional
and consistent application of the survey process.

“Thank you for the assistance provided to the surveyox(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
@ Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosuse
X690
U U ————
Headquarters Miami Field Office
2727 Mahan Drive 8333 NW. 53rd Street, Suite 300
Tailahassee, FL 32308 Miami, FL 33166

hitp:#ahca.myflorida.com Phone (305) 583-3100; Fax (308) 593-3121




