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Initial Comments

conducted Assisted Living Facility

| Limited Nursing Services complaint inspection
| CCR#2013001273, in conjunction with the follow

up to the attempted - LNS monitoring visit
and the Limited Nursing Services monitoring visit.

There were deficiencies found at the time of the
visit.

58A-5.0181(2) FAC Admissions - Health
Assessment

(2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a
face-to-face medical examination completed by a
licensed health care provider, as specified in
either paragraph (a) or (b) of this subsection.

(a) A medical examination completed within 60
calendar days prior {0 the individual' s admission
to a facility pursuant to Section 428.26(4), F.8.
The examination must address the following:

1. The physical and mental status of the resident,
including the identification of any health-related
problems and functional limitations;

2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living:
3. Any nursing or
individual;

4. Any special diet required by the individual

5. Alist of current medications prescribed, and
whether the individua!l will require any assistance
with the administration of medication;

6. Whether the individual has signs or symptoms
of a communicable s which is likely to be
transmitted to other residents or staff;

7. A statement on the day of the exarnination that,
in the opinion of the examining licensed health
care provider, the individual ' s needs can be met

_ services required by the
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in an assisted living facility, and
8. The date of the examination, and the name,

! signature, address, phone number, and license

{ number of the examining licensed heaith care
provider. The medical examination may be
conducted by a currently licensed health care
provider from another state.
(b) A medical examination completed after the
resident ' s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted

| Living Facilities, _ 2010. The formis
hereby incorporated by reference. A faxed copy
of the completed form is acceptable. A copy of
AHCA Form 1823 may be obtained from the
Agency Central Office or its website at
www.fdhe. state.flus/MCHQ/Long_Term_Care/
<http:l/wwwjdhc.state.ﬂ.us/MCHQ/Long_Term_C
arel>

. Assisted_living/pdf/AHCA_Form_1823%.pdf. The
form must be completed as follows:

| 1. The resident ' s licensed health care provider
must complete all of the required information in
Sections 1, Health Assessment, and 2, Self-Care
and General Oversight Assessment.
a. ltems on the form that may have been omitted
by the licensed health care provider during the
examination do not necessarily require an
additional face-to-face examination for
completion.
b. The facility may obtain the omitted information
either verbally or in writing from the licensed
healith care provider.
¢. Omitted information received verbally must be
documented in the resident ' s record, including
the name of the licensed health care provider, the
name of the facility staff recording the information
and the date the information was provided.
2. The facility administrator, or designee, must
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i
|
complete Section 3 of the form, Services Offered |
| or Arranged by the Facility, or may use electronic |
documentation, which at a minimum includes the i
elements in Section 3. This requirement does not |
apply for residents receiving: |
| a. Extended congregate care (ECC) services in |
facilities holding an ECC license; i
b. Services under community living support plans ‘
in facilities hoiding limited mental health licenses; i
| ¢. Medicaid assistive care services; and
| d. Medicaid waiver services. ‘
(c) Any information required by paragraph (a) that |
is not contained in the medical examination report |
conducted prior to the individual ' s admission to |
the facility must be obtained by the administrator |
within 30 days after admission using AHCA Form !
1823.
| (d) Medicat examinations of residents placed by |
1 the department, by the Department of Children |
" and Family Services, or by an agency under |
contract with either depariment must be |
conducted within 30 days before placement in the |
facility and recorded on AHCA Form 1828 |
described in paragraph (b). |
(e) An assessment that has been conducted |
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care ‘
Services (CARES) program may be substituted |
for the medical examination requirements of |
Section 420.426, F.S., and this rule. |
(f) Any orders for medications, nursing, |
therapeutic diets, or other services to be provided |
or supervised by the facility issued by the
licensed health care provider conducting the |
medical examination may be attached to the !
health assessment. Alicensed health care |
provider may attach a order for |
 residents who do not wish : |
. to be administered in the case of |
-or |
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{g) Aresident placed on a temporary emergency

basis by the Department of Children and Family

Services pursuant to Section 415.105 or

415.1051, F.S., shall be exempt from the

H ination requi of this ion for
up to 30 days. However, a resident accepted for
temporary emergency placement shall be entered
on the facility * s admission and discharge log and
counted in the facility census; a facility may not
exceed its licensed capacity in order to accept a
such a resident. A medical examination must be
conducted on any temporary emergency

| placement resident accepted for regular
admission.

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

| tailed to ensure the AHCA Form 1823, Resident
Health Assessment for Assisted Living Facilities,
- 2010 was completed when 1 0f 3
sampled residents (#1) had a change in
condition.

Findings:

Resident record review for #1 revealed an

Assisted Living Facility health assessment form

{1823) updated on _ . with a diagnosis of
and stated the resident was independent

with ADL's.

Review of facility notes revealed on .. ‘the

resident was admitted to Hospice.

There was no documentation to review to indicate
the facility had a new 1823 completed when the
resident had a change in condition.
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Interview with the administrator on at
approximately 1 PM who was not aware the
resident needed a new 1823 completed when she
had a change of condition.

| Class lll

58A-5.0182(1) FAG 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 personal
supervision, as appropriate for each resident,
including the following:

(a) Monitor the quantity and quality 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, health 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.

(e) A written record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any illnesses which
resulted in medical attention, major incidents,
changes in the method of medication
administration, or other changes which resuited 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 provide care and services appropriate to

| meet the needs for 1 of 3 sampled residents (#2)
with . 1 and behaviors and failed to follow
physician orders for medications for 1 of 3
sampled residents (#3).

Findings:

1. Interview with the manager on . -at

. approximately 10:30 AM who stated she was
unable to find the resident's chart, that it was not
filed with the discharged resident charts.

Review of police report dated iat 10:25
| stated the officer responded to the ALF in regard
to an aggressive resident. The staff indicated
! the resident was acting aggressively and going
| into other resident's . _ . They stated the
previous day resident #2 removed all of his
clothing and was walking around nude in the
facility. The staff stated the resident had become
" mildly physical with them during incidents in the
past. The family stated the resident moved into
the facility in . _ 2012 and was prescribed
 medications and 1 {for
_»and other medications related to memory
foss.

‘The family member stated they came to the
facility from time to time to help caim the resident.
The resident was of advanced age and
completely ambulatory. He enjoyed walking
throughout the facility. There were no signs of

. or neglect by the facility to any of the
residents. In viewing and speaking to the
residents, all seemed very happy and were in
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| good spirits and physical condition.

While on the scene, resident #2 was calm and
took a seat in the common living area of the
home the entire time. There were no signs of
aggression or aggravation. The officer provided
the staff with some suggestions on how to
redirect undesired behavior to prevent any future
incidents.

Review of additional information provided by law
enforcement stated during an interview with the

- family member, she stated the staff at the facility
could not handle the resident. The facility told the
family member they no longer wanted him in the
facility. The family member stated the resident
had never hit anyone as he lost his balance

| before he hit anyone. The resident had ,
twitching and ...

Phone interview with law enforcement on 5/1¢
approximately 8:30 AM confirmed the above
report.

Phone interview the family member on
approximately 4:30 PM , who stated when she

. moved resident #2 into the facility, she started to
get complaints that he would walk around, he was
not taking his meds, how he was acting and he
was taking off his clothes. When they said he
would take his clothes off, I would leave from
work and go to the facility and he would have his
clothes on. He did not sleep at night much; | did
not see his behaviors when | was there. | would
go out there whenever they called me. They said
he opened doors at the facility and there were
women in the rooms. » called me and stated
he was being violent to them, when | got there he
was not violent. | went to the facility, the facility
wanted me to call the police and they wanted to
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have him __ . 1 called the police and
they came out. He was not He was
there from ... ... .ithrough

Interview with the manager on _ cat

: approximately 12 PM who stated the resident
lived in the facility for approximately 3 weeks.
When he came he was _ and he did not
have any behaviors. The resident had
He then began to resist bathing and came outto
the living .. . “his clothes. He was
combative at times, per the caregiver. His

| daughter called the police from the facility

: because he was combative. She had to leave

| work and come to the facility when he was
combative. The resident was discharged to a
skilled nursing facility from the ALF. The family
asked the police if they would the
resident, they would not

interview with StaffAon . at approximately
| 1:20 PM who stated she previously knew the
resident and the family was not happy where he
was placed. He was admitted to the ALF. He had
declined from the last time she saw him. He
started acting up at night, he wanted to go out, he
did not sleep at night and staff would have to stay
by the door to keep himin. He was advanced in
age. | reported to the manager, one time he was
physical, he tried to go into the ladies’ i
would try to get him out, he threatened me. He
spoke to me in his native language. The family
stated to call her whenever needed. She would
come every day to see him or help with showers.
That was the only person he would listen to. He
came out and took his pants down one day, and
sat on them in the living . 1 another
resident there. | tried to calm him and get his
pants up. | called the family member. She lived
close and came and tried to get his pants up and
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+ was violent when he lived at home with her. The

| moved the resident out of the facility into a

! of his behaviors.

| medications.

he tried to fight her and she called the police.
The resident understood English, but only spoke
in his native language. The police came and
talked to him, they had a good conversation with
him. The resident would not put his clothes on
until the family member came. In the past he

family wanted to be called. The officer gave the
family member some suggestions and she

nursing home.

The facility failed to provide adequate care to the
resident, who had redirect the resident
as needed, documents their interventions and

provide documentation the physician was notified

2. Resident record review revealed an Assisted
Living Facility health assessment form (1823)
dated with diagnoses of

and ' The resident
needed asst with self: ini ion of

Review of physician orders dated » revealed
1 160 milligrams (mg) daily, hold for
. .less than 110 and diastolic
:less than 55.

Review of revealed:

The facility failed to follow they physician's orders
1o hold the

AQ25
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i (a) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based

on a examination conducted within the last six
months, that the person does not have any signs
or symptoms of a communicable .
including Freedom from
. . must be documented on an annua
basis. A person with a positive . test
must submit a health care provider ' s statement
that the person does not constitute a risk of
communicating .. Newly hired staff
does not include an employee transferring from
one facility to another that is under the same
management or ownership, without & break in
service. If any staff member is later found to
have, or is suspected of having, a communicable
hefshe shall be removed from duties
until the administrator determines that such
condition no longer exists.
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| Review of the | Medication Observation
| Record revealed the Diovan was charted as given
on and and was not held per the
physician order. The unlicensed staff was
assisting the resident with administration of
medications.
The facility failed to follow the physician order to
hold the
Interview with the administrator on at
| approximately 12 PM who was not aware the
unlicensed staff could not administer medications
| with parameters and was not aware the
medication was not held per the orders.
Class 11l
A078 58A-5.019(2) FAC Staffing Standards - Staff A078
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| (b) All staff shall be assigned duties consistent
with his/her level of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or certified. All staff
shalt exercise their responsibilities, consistent
with their qualifications, to observe residents, to
document observations on the appropriate

| resident ' s record, and to report the observations

o the resident ' s health care provider in
accordance with this rule chapter.
(c) All staff must comply with the training
requirements of Rule 58A-5.0191, FAC.
(d) Staff provided by a staffing agency or
employed by a business entity contracting to
provide direct or indirect services to residents
must be qualified for the position in accordance

 with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to

| residents.
(e) For facilities with a licensed capacity of 17 or
more residents, the facility shall:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and
2. Maintain time sheets for all staff.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure unlicensed staff did not

administer : medications with
P to1of3 led resid (#3).
Findings:

Resident record review revealed an Assisted
Living Facility health assessment form (1823)
dated  stated diagnoses of shortness of
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A078 Continued From page 11
breath, . !

and The resident
needed assistance with self-administration of
medications.

Review of physician orders dated - revealed
{for 160 milligrams {mg)
daily, hold for +1ess than
110 and diastolic less than 55,
Review of i revealed:

Review of the | Medication Observation
| Record and Testing revealed the
| unlficensed staff was taking the :
and making the judgment when the
should be held and given from R .
The ... was charted as given on ‘and
1 . and was not held per physician's orders.
| The unlicensed staff was administering the
_.....1fothe resident.

to

Interview with the administrator on iat
approximately 12 PM who was not aware the
unli d staff could not ini icath
with parameters,

NS

Class It

A 160 B8A-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

AQ78

A 160
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+ (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-date admission and discharge log

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 with a
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,
FAC.
(¢) Alog listing the names of all temporary
emergency piacement and respite care residents
if not included on the log described in paragraph
(o).

{d) An up-to-date record of major incidents

| occurring 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
incidents, including paid staff, volunteer staff,
emergency and temporary staff, and student
interns.

(x4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION o5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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{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
faciity staff is assured.
(f) Documentation of radon testing conducted

| pursuant to Rule 58A-5.023, FA.C.;

(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-6.021, F.A.C.

(i) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 58A-5.0182, FAC.
(j) 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 429.177,
FS

(k) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
58A-5.0182, FAC.

(1) Al 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 428.41, F.S., and Rule Chapter
69A-40, F.A.C., issued within the last two (2)
years.

{n) Ali sanitation inspection reports issued by the
county health department pursuant to Section

+ 381.031, £.S., and Chapter 64E-12, FAC.,

A 180

i
l
|
|
|
|
|
u
|
i
|
|
|
i
|
|
|
|
|
|
\
|
|
|
|
|
!
|
|
i
|
|
|
w
\
i
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issued within the last 2 years.

| (0) Pursuant to Section 429.35, F.8., all

completed survey, inspection and complaint

| investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
tast 6 years.
(p) Additional facility records requiremments for
facilities holding a limited mental heaith, extended
congregate care, or limited nursing services
license are provided in Rules 58A-5.029,

| 58A-5.030 and 58A-5.031, FA.C., respectively.

. (q) The facility ' s resident elopement response
policies and procedures.
(r) The facility > s documented resident efopement
response drills.

i

|

|

i

|

I

1

|

|

|

i

|

|

|

1

|

|

|

|

\

| This Statute or Rule is not met as evidenced by: |
| Based on record review and interview the facility |
 failed to ensure an up-to-date |
admission/discharge log was maintained. ‘l
Findings: |
1

|

|

|

|

|

|

|

|

|

|

|

|

|

1

|

Review of the admission/discharge log revealed
resident #2 was not listed on the log.

Interview with the manager on 5/1¢
approximately 10:30 AM who stated the resident
was not listed on the admission/discharge log.

Class IV

165 429.23 FS; 58A-5.0241 FAC Risk Mgmt & QA; A185
Adverse Incident Report

Internal risk management and quality assurance
program; adverse incidents and reporting
requirements.-
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(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 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 spinal damage,
3. Permanent . |
4. or 1 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
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 efopement, 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
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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 inciude 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 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 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
5. 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 discipiinary 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
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

A 165
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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 429.23(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, 1 2008,

i and incorporated by reference. The form shalt be

submitted via electronic mail to
riskmgmtps@ahca.myfiorida.com; on-line at
http://ahca.myflorida.comireporting/index.shtml;
by facsimile to (850)922-2217; or by U.8. 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.

(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 2008, and
incorporated by reference. The methods for
obtaining and submitting the form are set forth in
subsection (1) of this rule.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to complete an adverse incident report for 1
of 3 sampled residents (#2) when the police were
called to the facility for his behaviors.

Findings:

interview with the manager on _ at

| approximately 10:30 AM who stated she was

unable to find resident #2's chart that it was not
filed with the discharged resident charts.

Review of police report dated - at 10:25

| stated the officer responded to the ALF in regard

to an aggressive resident. The staff indicated
the resident was acting aggressively and going
into other resident They stated the

| previous day #2 removed all of his clothing and

was walking around nude in the facility. The staff
stated the resident had become mildly physical
with them during incidents in the past. The family
stated the resident moved into the facility in

_ 2012 and was prescribed

medications and 1 (for _and
other medications related to memory loss.

The family member stated they came to the
facility from time to time to help calm the resident
The resident was of advanced age and
completely ambulatory. He enjoyed walking
throughout the facility. There were no signs of

: or neglect by the facility to any of the
residents. In viewing and speaking to the
residents, all seemed very happy and were in
good spirits and physical condition.

While on the scene, #2 was calm and took a seat
in the common living area of the home the entire
time. There were no signs of aggression or

A 165
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. family member, she stated the staff at the factlity

| Phone interview with law enforcement on

 taking off his clothes. When they said he would

| go to the facility and he would have his clothes

A 165, Continued From page 19 A 165

aggravation. The officer provided the staff with
some suggestions on how to redirect undesired
behavior to prevent any future incidents.

Review additional information provided by law
enforcement stated during an interview with the

could not handle the resident. The facility told the
family member they no longer wanted him in the
facility. The family member stated the resident
had never his anyone as he lost his balance
before he hit anyone. The resident had

and twitching and

at approximately 8:30 AM confirmed the above
report.

Phone interview the family memberon _ .. -at
approximately 4.30 M , who stated when she
moved him into the facility, she started to get
complaints that he would walk around, he was not
taking his meds, how he was acting and he was

take his clothes off, | would leave from work and

on. He did not sieep at night much; | did not see
his behaviors when | was there. | would go out
there whenever they called me.  They said he
opened doors at the facility and there were
women in the They called me and stated
he was being violent to them, when | got there he
was not violent. | went to the facility, the facility
wanted me to call the police and they wanted to
have him .. . | called the police and
they came out. He was not . He was
there from i through

Interview with the manager on sat
approximately 12 PM who stated the resident

AHCA Form 3020-0001
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lived in the facility for approximately 3 weeks.

. When he came he was . and he did not

have any behaviors, The resident had
He then began to resist bathing and came outto

I the living ... his clothes. He was

combative at times per the caregiver. His
daughter called the police from the facility
pecause he was combative. She had to leave
work and come to the facility when he was

| combative. The resident was discharged to a

skilled nursing facility from the ALF. The family
asked the pofice if they would the
resident, they would not.

Interview with Staff Aon at approximately
1:20 PM who stated she previously knew the
resident, the family was not happy where he was
placed, and he was admitted to the ALF. He had

| declined from the last time she saw him. He

started acting up at night, he wanted to go out, he
did not sleep at night and staff would have to stay
by the door to keep him in. He was advanced in
age. | reported fo the manager, one time he was
physical, he tried to go into the ladies’

would try to get him out, e threatened me. He
spoke to me in his native language. The family
stated to call her whenever needed. She would
come every day to see him or help with showers.
That was the only person he would listen to. He
came out and took his pants down one day, and
sat on them in the living ... another
resident there. | tried to calm him and get his
pants up. | called the family member. She lived
close and came and tried to get his pants up and
he tried to fight her and she called the police.
The resident understood but and only spoke in
his native language. The police came and talked
to him, they had good conversation with him. The
resident would not put his clothes on until the
family member came.  In the past he was violent

A165
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when he lived at home with her. The family
wanted to be called. The officer gave the famity
member some suggestions, and she moved the
resident out of the facility into a nursing home.

| Interview with the manager on _ at

| approximately 10:30 AM who stated she did not
complete an adverse incident report when the
police were called to the facility.

Class Il

A165
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FLORIDA AGENCY FOR HEATH CARE ADMINSTRATION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR SECRETARY
L2013
Administrator

Ajr Loving Care Assisted Living
5900 Dean Road
Qviedo, FL. 32765

Dear Administrator:
Re: CCR #2013001273

This letter reports the findings of a state licensure survey that was conductedon 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 letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review after L2013, 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
hitp://ahca.myflorida.com/Publications/Forms.shtml as a 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 is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor(s). Should you have any questions please call Lorraine
Henry at

Sincerely,

Theresa DeCanio, RN
Field Office Manager

LH/be
Enclosure

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
http:tiahca myfiorida.com

Oriando Field Office

400 W. Robinson St., Suite §-309
Grlando, FL 32801

Phone (407) 420-2502; Fax (407) 245-0998




