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A 000 Initial Comments AD00

An unannounced complaint survey for complaint
#2019007117 was conducted on at
Inspired Living at Bonita Springs, an assisted
fiving facility in Bonita Springs, Florida.

Complaint #2109007 117 was substantiated with
citations.

The following is description of the deficiencies.

A008 429.26( ) FS; 58A-5.0181(2) FAC Admissions - A008
Health Assessment

429.26
{4} If possible, each resident shall have been
examined by a licensed physician, a licensed
physician assistant, or a licensed nurse
practitioner within 80 days before admission to
the facHiity. The signed and completed medical
ination report shall be i tothe
owner or administrator of the facility who shal
use the information contained therein to assist in
the ination of the i of the
resident's admission and continued stay in the
facility. The medical examination report shall
become a permanent part of the record of the
resident at the facility and shall be made available
to the agency during inspection or upon request.
An that has been through
the Comprehensive Assessment and Review for
Long-Term Care Services (CARES) Program
fulfils the i for @ medical inati
under this subsection and s. 429.07(3)(b)6.
{5) Except as provided in s. 429.07, if a medical
ination has not been within 60
days before the admission of the resident to the
facility, a licensed physician, licensed physician
assistant, or licensed nurse practitioner shall
examine the resident and complete a medicat
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examination form provided by the agency within
30 days following the admission to the facility to
enable the facifity owner or administrator to
ine the appropri of the i

The medical examination form shalt become a
permanent part of the record of the resident at
the facility and shall be made available to the
agency during inspection by the agency or upon
request.
(8} Any resident accepted in a facility and placed
by the department or the Department of Children
and Families shalf have been examined by
medical personnel within 30 days before
placement in the facility, The examination shall
include an assessment of the approptiateness of
placement in a facility. The findings of this
examination shall be recorded on the
examination form provided by the agency. The
completed form shall accompany the resident
and shall be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the

ivi has been by a p! iatrist,
clinical psychologist, clinical social worker, or
) nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitted to the facllity.

An upon discharge from a
state mental hospital meets the requirements of
this ion refated to appropri: for

placement as 8 mental health resident providing it
was completed within 80 days prior to admission
to the facility. The applicable department shali
provide to the facility administrator any
information about the resident that would help the
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meet his or her
under subsection (1). Further, department
personnel shall explain to the facility operator any
special needs of the resident and advise the
operator whom to call should problems arise. The
applicable department shall advise and assist the
facility administrator where the special needs of
residents who are recipients of |
require such assistance.

58A-5.0181
{2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a

-to- medical examination completed by a
health care provider as specified in either
paragraph (a} or (b} of this subsection.
(a} A medical examination completed within 60
calendar days before the individual's admission to
a facility pursuant to section 429.26(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 fimitations,
2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living,
3. Any nursing or ., services required by the
individual,
4. Any special diet required by the individual,
5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication,
8. Whether the individual has signs or symptoms
of R

.. . or any other
communicable . which are fikely to be
transmitted to other residents or staff,
7. A statermnent on the day of the examination that,

A008
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in the opinion of the examining health care
provider, the individual's needs can be metin an
assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
provider. The medical examination may be
conducted by a health care provider licensed
under chapter 458, 459 or 484, F.S.

(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 Faciiities, , which is
incorporated by reference and available onfine at:
http/iwww firules.org/Gateway/reference.asp?No
=Ref-08170. Faxed or electronic copies of the
completed form are acceptable. The form must
be completed as instructed.

1. ltems on the form that have been omitted by
the health care provider during the examination
may be obtained by the facllity either orally or in
writing from the health care provider.

2. Omitted information must be documented in
the resident’s record. Information received orally
must include the name of the health care
provider, the name of the facility staff recording
the information, and the date the information was
provided.

3. Electronic documentation may be used in
place of completing the section on AHCA Form
1823 referencing Services Offered or Arranged
by the Facility for the Resident. The electronic
documentation must include all of the elements
described in this section of AHCA Form 1823.
{c) Any information required by paragraph (a),
that is not contained in the medical examination
report conducted before the individual's

A008
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admission to the facility must be obtained by the
administrator using AHCA Form 1823 within 30
days after admission.
{d) Medicai examinations of residents placed by
the department, by the Department of Children
and Families, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 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 429.26, F.S. and this rule.
{fy Any orders issued by the health care provider
conducting the medical examination for
medications, nursing, therapeutic diets, or other
services to be provided or supervised by the
facitity may be attached to the heaith
assessment. A health care provider may attach a
DH Form 1896, Florida
Form, for residents who do not wish

.\ . to be administered
in the case of or .., . .
(g} A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to section 415.105 or
415.1051, F.S., is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facitity's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capachty in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.
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This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facitity fatled to obtained a complete Health
Assessment (1823} form for 2 (Resident #1 and
#2) out of 5 records reviewed.

The findings included:

Record review for Resident #1 showed a Health
Assessment dated . The following
information was not addressed:

1. Facility name, address telephone number,
contact person was left blank.

2. Resident ., . section was left blank.

3. Physical or sensory fimitation was left blank.

) o or behavioral status was feft blank,
5. Nursing /treatment/ ., service
requirements was left blank,

6. Activities of daily fiving section was left
completely blank,

7. Resident diet instructions was left blank,

8. Communicable » which could be
transmitted to other residents or staff was left
blank,

9. Bedridden was left blank,

10. Any ... ,3o0r4, was left
blank,

11. Pose danger to to self or others was left
blank,

12. Requires 24 hour nursing or, care
was left blank,

13. Section D: "in your professional opinion can
this individual's need be met in an assisted living
facility, which not a medical, nursing or |
facitity” was left blank.

14. Ability to perform self care tasks was left
blank,

15. General oversight was left blank,

A008

17. Medication list there was a statement: "see
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MAR." There was no medication list attached.

Record review for Resident #2 found a Health
Assessment dated .

The assessment was incomplete. Under
elopement risk it did not identify whether or not
resident was at risk of elopement.

On at 2:30 p.m., the Health Weliness
Director confirmed Health Assessments for
Resident #1 and #2 were incomplete.

Class i

429.26(7) FS; 68A-5.0182(1) FAC Resident Care
- Supervision

429.26
{7} The facility must 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 occur within 30 days after the
acknowledgment of such signs by facility staff. If
an undertying condition is determined to exist, the
facility shall arrange, with the appropriate health
care provider, the necessary care and services to
treat the condition.

58A-5.0182

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

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

{a) Monitoring of the quantity and quality of

A008
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resident diets in accordance with rule 58A-5.020,
FAC.

{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, heaith 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 ilnesses
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 record review and staff interview, the
faciiity failed to provide care and services based
on resident needs for 1 (Resident #3) out of 3
residents reviewed for skin issues.

The findings included:

On at 8:00 a.m., Practical Nurse A said the
only resident with skin rush in the facility was
Resident #3. Staff A said Resident #3 had a

on his lower . Staff A said she did not know
the exact date the had developed and had
no further information to share. She said as far

A025

as she knew there was no skin treatment for the
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resident.
On at 8:05 a.m., a private aide for
Resident #3 confirmed Resident #3 had a on
his fower . She said she did not recall the
original date of origin of the
Record review for Resident #3 found no
documentation indicating Resident #3 had a
There was no documentation of any treatment for
the . The only documentation on record was
dated . Itwas a dermatologist visit
indicating no skin issues.
On at 11:10 a.m,, the Health and Weliness
Director (HWD) said Resident #3 had a lower
On at 11:34 a.m., the HWD said he
assessed Resident #3 and a was found on
the fower at the end of the brief.
He said the measured approximately 14 x 5
centimeters.
On at 12:20 p.m., the HWD said he could
not pin-point the exact date of origin since there
was no ion on record nor
for the
On at 1:30 p.m., HWD said he called
Resident #3's dermatologist and confirmed no
current treatment for the resident's . He said
the last time Resident #3 was treated by a
dermatologist was on . for the
resident's . The HWD confirmed
Resident #3 did not receive any treatment for the
he developed on his fower
Class Ili
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