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AQCQ] Initial Comments

An unannounced licensure complaint survey,
{#2020016896), and a Focused Control
survey was conducted from to

at Villa of Kings and Queens of
Delray Beach. The facility had deficiencies at the
time of the survey.

A 025 429.26(7) FS; 58A-36.007(1) FAC Resident Care
$8=J| - Supervision

429.26
{7} The facility shall notify a ficensed 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
facifity must notify the resident's representative or
designee of the need for health 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 treat the condition.

59A-36.007

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:
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{a) Monitoring of the quantity and quality of
resident diets in accordance with rule
59A-36.012, F.AC.

{b} Daily observation by designated staff of the
activities of the resident white 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 record review, interview and
observations, it was determined that the facifity
failed to ensure appropriate supervision was
provided to each resident as it relates to their
diagnosis, care needs and physician orders for
the use of bed rails. As evidenced by the facility's
faiture to ensure its direct care staff were

contit ing an pervising the use of
bed ralls for 5 out of 10 residents (Residents #4,
5. 6, 8 and 10) who were prescribed the use of
bed rails for positioning. The facility also failed to
provide appropriate supervision of care 1o its
residents which resuited in 1 out of 10 sampled
residents (Resident #10) being allowed to
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perform transfers and to eat independently while
inbed. These systematic failures likely caused
Resident #10 to partialty off the bed and
sustain injuries that led to the resident's on

The findings included:

Review of the facility's " Prevention Policies
and Procedures”, (undated) indicated that the
faciiity staff was responsible to implement safety
interventions to reduce the incidence of resident

. Review of this policy revealed thata . was
considered to be an unplanned descent to the
floor or the next lower surface and continued
assessment and monitoring will occur untit each
resident is no longer considered a risk for

Review of the facility's policey titled "Bed Rail
Policies and Procedures”, {undated) indicated
that the facility staff was responsible to identify
and reduce safety risks and hazards associated
with each resident’s bed rail use. Review of this
policy indicated that the facifity was responsible
for ensuring individual resident bed rait
evaiuations o improve each resident's care
planning and positive outcomes.

Review of U.S. Food and Drug Administration
(FDA) website on (revised on

) documents the following. Bed rails
are used by many people to help create a
supportive and assistive sleeping environment in
homes, assisted living facilities and residential
care facilities. Many and injury reports
related to entrapment and for both adult
portable bed rail products and hospital bed rails
have been reported to the U.S. Consumer
Product Safety Commission (CPSC) and the U.S.
Food and Drug Administration (FDA). Aduit bed
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rails should not be used as a . They are
intended to be assistive and should be used to
facititate mobility for those who need assistance
getting in and out of bed or repositioning in bed.
All bed rails should be used with caution,
especially with older aduits and pecple with

, physical limitations and
certain medical conditions.

During an interview with the Administrator on

at 11:50 AM, she stated that itis the
facitity's policy that staff monitor the resident’s at
night every 4 hours and while in bed. Upon
request of this policy; the Administrator, stated
that this is a verbal policy and no written
documentation was available for review. Further
interview with the Administrator, revealed she
currently has 4 residents (Resident Residents #4,
#5, #6 and #8) that use bedrails. She stated,
Resident #10 also used bedrails while in the bed
untit her . She stated, the bedrails were
used while the residents were in the bed and at

night while sleeping to prevent and for safety.

She also confirmed that the residents were not
capable of lifting the rails up or down
independently. She also confirmed that all @
residents(Resident #1-#9) require supervision
with their daily Activities of Daily Living (ADLS})
and oversight with their general weil-being. She
also stated, that Resident #10 required
supervision with her daily Activities of Daily Living
{ADLS) and oversight with general weli-being.

Review of Resident #10, #4, #5, #6 and #8's file
revealed, all the resident's required assistance
and supervision with their ADLs and had a
physicians order for bedrails for positioning.
Further review of the residents' records also
revealed that based on the resident's

status, additional supervision was required with

A025

AHCA Form 3
STATE FORM

20-0007

s

R94H11

If continuation sheet 4 of 31




Agency for Health Care

PRINTED: 12/16/2020

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11967224

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

10/21/2020

NAME OF PROVIDER OR SUPPLIER

13415 BARWICK RD
DELRAY BEACH, FL 33445

VILLA OF KINGS & QUEENS OF DELRAY BEACH

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A025

Continued From page 4

the use of bed rails to prevent entrapment and
ensure the safety of the resident while in use.
Review of the resident files and observations
conducted on thru

revealed the following:

a) Resident #10's record indicated that she was
admitted to the facility on . Review of the
resident's health assessment Agency for Health
Care Administration (AHCA}) Form 1823 dated on
indicated that the resident was
diagnosed with . .
( ) : e .
" s s '
and - Review of this health
assessment indicated that the resident had gait
abnormalities, was depressed and required
precautions, Further review of this health
assessment indicated that the resident needed
assistance with ambulation, bathing, -
grooming, toileting and transferring, and needed
supervision with eating. Review of the resident's
physiclan order dated on indicated that
the resident required *  side raits for
positioning” and this order was signed by the
resident’s nurse practitioner and the
administrator. Review of this record indicated
that there was no resident bed rail evaluation
conducted by the facility within this record. An
interview with the Administrator on at
11:55 AM, revealed that the resident was
forgetful. However, this status was not
documented on the resident's health assessment.
The administrator admitted the bed rait evaluation
was not completed for resident #10. The
ini was also g i ing the
precautions, the facility had implemented for
Resident #10. She stated the facility had
implemented 4 hour checks (verbatly
implemented) and the bed rail for safety.
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However, the Administrator was not able to
provide documentation regarding monitoring
Resident #10 as noted in the facility's policy
and procedure.

In an observation of Resident #10's bed on

at 2:00 PM, Resident #10's bed did not
have any bed rail installed. However, the bed was
placed against the wall on the right side of the
bed. In an interview with the Administrator at this
time, she stated that Resident #10's bed rail was
removed after the incident on . The
Administrator directed the surveyor to
Resident#5's bed to demonstrate the exact
tocation of Resident#10's bed rail prior to
removal. Based on the example, provided by the
Administrator; Resident #10's bed would have
had openings at the and of the bed, the
bedrail was positioned in the middie of the bed,
on the left side of the bed. The bed rait was
observed to have gaps in between the mattress
and the side-rail which poses a potential
entrapment risk. {Photographic evidence
obtained)

During an interview with the Administrator on

at 11:50 AM, she stated that Resident
#10 was found by Staff B (direct care staff) on

after the resident experienced an

accident while on her bed. She stated that on

at about 5:35 AM, staff B saw the
resident’s lower extremities on the bed and her
upper torso was bent over the left side raif of the
bed, with the resident’s touching the floor.
She stated that the resident’s bed side rail was
raised about halfway on the left side of the
resident's bed and the resident’s lower
extremities were against the bed side rail when
Staff B found the resident on . She
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stated that Staff B attempted to get a verbal
response from Resident #10 and the resident did
not respond.

Ir an interview with Staff B (direct care staff) on

at 12:35 PM, she stated that she
started her shift on at 11:00 PM. She
stated, she checked on Resident #10 on

at about 1:00-1:30 AM and the
resident was resting at that time in bed. She
stated that she usually checked every resident
during the night about every 4 hours (before

). regardiess of their bed rail use or
activities of daily living status. She stated that
Resident #10 liked to snack on cookies in her bed
and she usually kept the cookies in her
nightstand which was located next to her bed.
She stated that the resident's family member
usually got her the cookies and the resident
usually grabbed the cookies on her own
whenever she liked during the night. When the
staff was questioned about Resident #10 eating
cookies without supervision, the staff stated they
were aware the resident required the assistance,
but they allowed her to consume the cookies
independently without supervision and
assistance. She stated that she found the
resident bent over the side rail of the bed on

at about 5:35 AM with her lower
extremities on the bed and her touching the
floor. She stated that Resident #10 used the bed
side rail, so she didn't  out of the bed when
sleeping and the bed side rail was elevated when
she found the resident on . She
stated that she checked for the resident's at
that time, and the resident had no | . She
stated that the resident was likely trying to get her
cookies earfier that morning from her nightstand
when she . over the side of the bed because
the cookie box was on the floor as well. She
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stated that Staff C (direct care staff) was working
with her on and she called on her right
after she found Resident #10 at 5:35 AM.

Ir an interview with Staff C on at12:18
PM, she stated that on at about 11:00
PM, she checked on all residents while they were
sleeping and then she went to sleep. She stated
that she woke up on at around 5:30
AM to assist Resident #6, whose room was next
to Resident #10's room. She stated that a few
minutes after this, Staff B calied on her to come
see Resident #10, who was bent over the bed
side rail with her touching the floor. She
stated that she checked on the resident's | s
but the resident was unresponsive and had no

.\ . and then staff B called the administrator on
the phone. She stated that she and Staff B lifted
the resident to position her on the bed.

Ir an interview with a local Police Detective on

al 9:15 AM, he stated that he was
conducting the investigation relating to Resident
#10 being found unresponsive by the facility staff
and subsequently declared by the
Emergency Medical Services ( ) staff. He
stated, that based on his consuitation with the
medicaf examiner investigator, the resident
{Resident #10) suffered positional asphyxia
(Definition-a critical condition arising out of
. baody positions leading to mechanical
obstruction of | . The American Journat
of Forensic Medicine and - .
volume 37) which led to her and that this
was stilt under investigation by the medical
examiner's office.

Review of the police report dated on
at7:30 AM, indicated that resident #10's
bedroom had two beds on opposing sides
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with nightstands in the middie. The room was
neat and organized. There was an opened
container of fig newton cookies on the floor and a
few loose cockies near the resident’s bed but
there were no signs that a struggle occurred in
the room. The guard rail on the bed was what
kept the resident from completely falling off. The
resident was lying on the east bed covered by a
bedsheet.

In an interview with the Medical Examiner
Investigator on at 1:10 PM, he stated
that based on the evidence gathered at the facility
on , resident #10 was found wedged on
the side bed rail and this likely hampered her
breathing which led fo her . He stated that
this was due to her comp ising
diagnoses of and ,, . He stated
that the resident was suspected to have on
due to positional asphyxia. He stated
that the resident's body is in process of
. . . cal and i N
examinations through the medical examiner's
office.

b) Review of Resident #4's health

assessmentAHCA Form 1823 dated on
indicated that she was diagnosed with

unstable gait, i R

and poor memory. Further review of
this health assessment indicated that the resident
needed assistance with ambulation, bathing,

. toileting and transferring, and needed
supervision with grooming. Review of the
resident's physician order dated on
indicated that the resident required " side rails
for positioning” and this order was signed by the
resident's Nurse Practitioner and the
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Administrator. Review of this record indicated
that there was no resident bed rail evaluation
within this record conducted by the faciiity. In an
observation of Residents #4's bedroom on

al 2:15 PM , Resident #4's bed rail was
installed and lowered on the bed's left side.
During this observation, it was noted that this bed
was placed against the wall on the right side of
the bed and the lowered bed rail was positioned
towards the of the bed. The bed rail had
gaps in between the mattress and the side-rail
which poses a potential entrapment risk.
{Photographic evidence obtained)

¢) Review of Resident #5's health
assessmentAHCA Form 1823 dated on
indicated that she was diagnosed with

deficiency, ., history of diverticutar
, unstable gait, history of
and had poor short term memory. Further review
of this health assessment indicated that the
resident needed precautions and needed
assistance with bathing, .« loileting and
grooming, and needed supervision with eating.
Review of the resident’s physician order dated on
indicated that the resident required "
side rails for positioning” and this order was
signed by the resident's Nurse Practitioner and
the Administrator. Review of this record indicated
that there was no resident bed rail evaluation or
assessment within this record conducted by
the facility. In an observation of Resident #5's
bedroom on at 2:00pm, Resident #5's
bed rait was instatled and raised on the bed's
right side and positioned in the middle section of
the bed. The bed was placed against the wall on
the left side of the beds. During this observation,
it was noted that the raised bed rail on Resident
#5's bed, had openings at the and of
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the bed. The bed rail had gaps in between the
mattress and the side-rail which poses a potential
entrapment risk. {Photographic evidence
obtained)

d) Review of Resident #6's health
assessment/AHCA Form 1823 dated on
indicated that he was diagnosed with 's

B B . prostatic hyperplasia,

. of '
, difficuity walking, and
. Further review of this health

assessment indicated that the resident needed
assistance with alf activities of daily living.
Review of the resident's physician order dated on

indicated that the resident required "
side rails for positioning" and this order was
signed by the resident's Nurse Practitioner and
the Administrator. Review of this record indicated
that there was no resident bed rail evaluation
within this record conducted by the facility. Inan
observation of Residents #6's bedroom on

at 2:10 PM, Resident #6's bed rail was

installed and raised on the bed's left side and the
resident was lying on his bed and being seen by a
hospice staff member at this ime. The rail had
gaps in between the mattress and the side-rail
which poses a potential entrapment risk.
{Photographic evidence obtained)

e) Review of Resident #8's health
assessmentAHCA Form 1823 dated on
indicated that she was diagnosed with

gait instability, , agitation, poor
short-term memory and was a  risk. Further
review of this health assessment indicated that
the resident needed assistance with ambulation,
bathing, _» foileting, grooming and
transferring. Review of the resident’s physician
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order dated on indicated that the
resident required "Full side rails for positioning”
and this order was signed by the resident's Nurse
Practitioner and the Administrator. Review of this
record indicated that there was no resident bed
rail evaluation or  assessment within this
record. In an observation of Residents #8's
bedroom on at 2:20 PM, resident #8's
bed rail was installed and lowered on the bed's
feft side. During this observation, it was noted
that this bed was placed against the wall on the
right side of the bed and the lowered bed rail was
approximately length of the bed and was
positioned in the middle section of the bed. The
bed rait had gaps in between the matiress and
the side-rail which poses a potential entrapment
risk. (Photographic evidence obtained)

In an attempt to interview Resident #5 on

at 9:50 AM, the resident presented to
be and unable to hold a conversation at
this time. In an attempt to interview Resident #4.
on at 1:00 PM, the resident presented
tobe and unable to hold a conversation
at this time. In an attempt fo interview Resident
#8on at 1:05 PM, the resident
presented to be and unable to hold a
conversation at this time.

In an interview with the Administrator on

at 1:25pm, she stated that the purpose for the
use of bed rails for Resident #10 and all the other
residents (#4, #5, #6 and #8) in facility was "for
safety." She stated that the residents felt better
with bed rails up while sleeping so they don't

off the bed and that none of the residents were
able to move the bed rails on their own. She
stated that the Nurse Practitioner provided orders
for alf the residents (#4, #5, #6, #8 and #10) who
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used bed rails and she understood that the
indication for these orders were for the safety of
the residents as she described. She stated that
she did not have any current resident bed rail
evaluations conducted by the facility. She stated
that the residents in the facility used to be
monitored by the staff during the overnight shifts
every 4 hours before . This indicated
that in between these overnight monitoring
periods the facifity residents who used bed rails
and ate snacks did not receive direct supervision
from the staff. She stated that the facility staff
was presently monitoring residents during the
overnight shifts every 2 hours in light of the event
on and she felt this was sufficient to
ensure all the residents’ health, safety and
well-being. No documentation was provided for
resident monitoring for the 2 hour or 4 hour
checks.

Ir an interview with Resident #10's Nurse
Practitioner on at 9:40 AM, he stated
that he was familiar with Resident #10's medical
care and that he ordered a half bed rail for the
resident's use in the facility on . He
stated that what he meant by "for positioning” in
this order, was for the resident's use of this bed
rail as an assistive device with a staff member
present to provide assistance to reposition the
resident while in the bed. He stated that he
believed that the Administrator, who was a
ficensed nurse, understood the meaning of his
resident bed rail orders as written and that the
facility did not ask him for any further instructions
at any time for the resident's use of the bed rails.

Review of the photographic evidence emailed by
the facility to the AHCA Surveyor on at
4:32 PM indicated that Resident #10 was found
by staff B and C wedged on the side of the bed
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rail with her lower extremities on the bed against
the bed rai and her forso flexed at the |, with
her on the floor. Review of this photo
indicated that the resident's right upper extremity
was beside her torso and left upper extremity was
flexed at appreximately 90 degrees touching the
floor. Further review of this photo indicated that
there were dark red stains on the bed and pillow,
the nightstand lower drawer was partially opened,
and the cookies were inside their container on the
floor next to the resident's

Further interview with the Administrator on

at 4:45 PM, revealed the facility has
not updated any of its policy with respect to
bedrails, supervisions and . The facility also
confirmed that Staff B and Staff C are still
employed with the facifity. The Administrator
confirmed that the elements of adequate
supervision with respect to each resident’s care
needs and the use of bedrails have not been
reassessed to ensure the safety and well-being of
the residents currently residing in the facllity,
including the 4 residents (residents #4, #5, #6
and #8) that use bedrails.

Class |

59A-36.007(6) FAC; 429.28( )} FS 420.27
Resident Care - Rights & Facility Procedures

59A-36.007

{6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
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admission package provided pursuant to rule
59A-36.008, F.A.C.

{b) In accordance with section 429.28, F.8., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to aliow
residents to recommend changes fo facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c} The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to all
residents, The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; . Rights Florida,
1(800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facitity's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and

6. inistrative and h

and requirements;

7. control, sanitation, and universal
precautions; and,
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8. The requirements for coordinating the delivery
of services to residents by third party providers.
{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facitity, the resident must be compensated in
compliance with state and federal wage laws,

{f) The facility must provide residents with
convenient access to a telephone to facifitate the
resident's right to unrestricted and private
communication, pursuant to section 429.28(1)(d),
F.S. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimun, a readily accessible
telephone on each floor of each building where
residents reside.

(g} In addition to the requirements of section
429.41(1){k), F.S., the use of physical

by a facility on a resident must be reviewed by the
resident's physician annually. Any device,
including half-bed rails, which the resident
chooses to use and can remove or avoid without
assistance, is not considered a physicat

429.28 Resident bill of rights.-

{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facitity shall have the right to:

{a) Live in a safe and decent living environment,
free from and neglect.

{b) Be treated with consideration and respect and
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with due recognition of personat dignity,
individuality, and the need for privacy.

{c) Retain and use his or her own clothes and
other personat property in his or her immediate
fiving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demanstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

{d} Unrestricted private communication, including
receiving and sending unopened

COIT , access to a p . and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations,

{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
autonomy, and interaction within the community.
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in s. 429.27.

{g) Share a room with his or her spouse if both
are residents of the facifity.

{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.

{i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.

A030

AHCA Form 3
STATE FORM

20-0007

s

R94H11

f continuation sheet 17 of 3




PRINTED: 12/16/2020

FORM APPROVED

Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11967224 8. WING 1012112020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
13415 BARWICK RD
VILLA OF KINGS & QUEENS OF DELRAY BEACH
DELRAY BEACH, FL 33445
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A030| Continued From page 17 AD30

{j) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making .,
for heaith care services, the provision of or
arrangement of transportation fo health care

. . and the performance of health
care services in accordance with s. 429.255
which are consistent with established and

i within the ity.

{k} At least 45 days’ notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physiclan to require an fontoa
tacility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmfut or offensive to other residents. In the
case of a resident who has been adjudicated
mentally .\ , the guardian shall be
given at least 45 days' notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
O Program for i with
relocation and must inciude the statewide toil-free
telephone number of the program. In order for a
facifity to the resi of an individual
without notice as provided herein, the facility shail
show good cause in a court of competent
jurisdiction.
{) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without . interference, coercion,
discrimination, or reprisal. Each facility shall
establish a grlevance procedure to facilitate the
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residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.
(2} The adrinistrator of a facility shall ensure that
a written notice of the rights, . ,and
prohibitions set forth in this part is posted in a
prominent place in each facility and read or
expiained to residents who cannot read. The
notice must include the statewide toli-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Hotline operated by the
Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
fong-term care ombudsman councit, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retafiatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access to a telephone to
call the State Long-Term Care Ombudsman
Program or local embudsman council, the Elder
Hotiine operated by the Department of
Children and Famities, and , Rights
Florida.

429.27 Property and personal affairs of
residents.-

{1){a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
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possible, unless the resident is adjudicated

s or . under state faw,
managing his or her own affairs.
{b} The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shail
such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to honor the rights of 1 of 10 sampled
residents (Resident #10) by failing to perform

.\ . ) when the
resident was found unresponsive by facility staff
members on , and the resident did not
have a { Jto

withhold her life sustaining treatment. The facility
currently had 6 residents (Residents #1, #2, #3,
#5, #7 and #3) whom did not have a valid

The findings included:

Review of the faciiity's Advance Directives and
policies and procedures (undated)
indicated that the facility staff was responsible to
include an indication of each resident's
status in their record. Review of this document
indicated that if a was executed for a
resident, this will be provided to every
resident service provider and the facility will follow
every resident's wishes relating to advance
directives and
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Review of the adverse report submitted by the
facility to the Agency for Healthcare
Administration on at 5:58 PM revealed
the following.
1) Resident name (R#10), the incident occurred
on at 0535 in the resident/patient room.
Outcome is and an event report to law
enforcement or its personnel for investigation.
The report documents the Administrator (licensed
personnel, Registered Nurse) and Caregiver B
{uniicensed personnel, Direct Care Staff}
involved in the incident. On {5:58 PM}
the report documents the following: The people
involved in the incident were [the Administrator,
RN} and [Direct Care Staff Blon . .,

at about 5:35 AM, while [Staff B] was
making her rounds the resident was found in her
room against the bed side rail with leaning
forward and touching the floor. It appears that the
resident was reaching for cookies that had
to the fioor while in bed. The resident was unable
to bring herself to normal position in the
bed. [Staff B] checked the resident and she was
unresponsive. [Staff B then {the
Administrator] at about 5:40 AM and the
administrator reached the facility at about 5:50
AM. The administrator re-examined the resident
and called 911, At about 6:05 AM, The
ambulance from fire rescue came and examined
the resident and declared the resident . The
police arrived at about 6:10 AM. Resident #10's
family was eventually reached and notified at
about 6:22 AM. The resident was transported to
the Medical Examiner Office for an autopsy at
about 9:40 AM. The Police Detective arrived on
the scene around 7:50 AM to begin his
investigation. The Medical Examiner arrived
around 9:24 AM, the resident was transported to
the Medical Examiner Office for an autopsy at
around 9:40 AM.
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2) Adverse incident report update submitted by
the facifity on

of irreversible

3) Analysis documented as

[St‘aﬁ B} was rﬁaking her rounds resident was
found in her room against the bed side rait with

resident was reaching for cookies that had

to the ficor while in bed. Resident was unable to
bring herself
[Staff B} checked the resident and she was
unresponsive.

4) Correction Action submitted on at
11:42 AM documented as the following: In order
to prevent this type of occurrence, we have
instructed the staff to check each resident every

to better react should a situation fike that arises.
We have removed any items on side table that
may cause residents to reach for items on the
side table.

Resident #10's record indicated that she was
admitted to the facility on . Review of
Resident #10's health assessment dated on
indicated that the resident was
diagnosed with . .
. s 's .
and . Review of this health

resident had gait abnormalities, was depressed
and required precautions. Further review of

needed assistance with ambulation, bathing,

documented the following:
was not initiated because resident had signs
. The resident did not have a

at 11:27 AM,
subrmitted by the facility The incident occurred on
at about 5:35 AM, while staff

ieaning forward and touching the floor. The
reason it occured is because it appeared that the

to a normal position in the bed.

two hours instead of 4 hours. This would allow us

assessmentAHCA Form 1823 indicated that the

this health assessment indicated that the resident
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. grooming, toileting and transferring, and
needed supervision with eating. Review of the
resident’s physician order dated on
indicated that the resident required ™ side ralls
for positioning" and this order was signed by the
resident's nurse practitioner and the
administrator. Review of this record indicated
that the resident did not have any valid

In an interview with the Administrator {a licensed
Registered Nurse) on at 11:50 AM, she
stated that Resident #10 was found by Staff B
{unticensed direct care staff) on after the
resident experienced an accident while on her
bed. She stated that on at about 5:35 AM,
Staff B saw the resident's lower extremities on
the bed and her torso was bent over the side rail
of the bed, with the resident's touching the
floor. She stated that the resident's bed side rail
was raised about halfway on the left side of the
resident's bed and the resident's lower
extremities were against the bed side rail when
staff B found the resident on . She stated
that Staff B attempted to get a verbal response
from Resident #10 and the resident did not
respond. She stated that Staff B then checked
fora, on the resident, to which she found no
) . Then, Staff B proceeded to {ift the resident
onto the bed. She stated that Staff B then called
heron at about 5:35 AM and she told Staff
B to perform . .
{ ) on the resident. She stated, Staff B told
her that the resident was "too far gone" to receive
. indicating that staff B declared the resident
to be . She stated that since she was a few
minutes away from the facility, she told Staff B to
wait for her. She stated that once she arrived at
the facility on at about 5:50 AM, she found
the resident side lying on the bed and she
checked the resident's |, , to which she found
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no, . She stated that she immediately called
911 for emergency medical services ( o
arrive onsite. She stated that after arrived
on at about 6:05 AM, the staff
declared the resident and that it was an
irreversible by the time they arrived. During
this interview, the Administrator did not include
the direct involvement of any other staff members
during this event on

In an interview with the Administrator on

at 12:10 PM, she stated that she and alf the
facitity staff were trained and that was
allowed and required to be performed on
unresponsive residents whom did not have a
valid . She stated that presently there
were 6 residents (Residents #1, #2, #3, #5, #7
and #9) whom did not have any and that
Resident #10 also did not have a valid .
She stated that all staff members were aware of
this and that she felt that Staff B was trained to
make the decision of Resident #10 being "too far
gone” but she still preferred that all her staff
members performed on alt unresponsive
residents in the facility without . Atthis
time, the Administrator was requested to provided
documentation indicating that Staff B had training
and ficensure status qualifying her to make the
decision to declare a resident

In an interview with Staff B on at
12:35PM, she stated that she started her shift on
at 11:00 PM, she checked on Resident
#10on at about 1:00-1:30am and the
resident was resting at that time. She stated that
she usually checked every resident during the
night about every 4 hours before .
regardiess of their bed rait use or activities of
daily fiving status. She stated that Resident #10
fiked to snack on cookies and she usually kept
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the cookies in her nightstand which was located
next to her bed on the left side near the upper top
portion of the residents bed. She stated that the
resident’s family member usually got her the
cookies and the resident usually grabbed the
cookies on her own whenever she fiked during
the night. She stated that she found the resident
bent over the side rail of the bed on at
about 5:35AM with her lower exiremities on the
bed and her touching the floor. She stated
that Resident #10 used the bed side rail so she
didnt  out of the bed when sleeping and the
bed rail was elevated when she found the
resident on . She stated that she
checked for the resident's , at that time, and
the resident had no | . She stated that the
resident was likely trying to get her cookies earlier
that morning from her nightstand when she
over the side of the bed because the cookie box
was on the floor as well. She stated that she
received her certification in
and she was taught to perform on
unresponsive individuals. She stated that she was
scared to perform on Resident #10 and her
emotions kept her from initiating on

. She stated that Staff C {unlicensed
direct care staff) was working with her on

and she called on her right after she
found resident #10 at 5:35am. She stated that
she calted the Administrator immediately after this
and the administrator showed up shortly
thereafter.

In an interview with the Administrator on

at 2:20pm, she stated that she felt that she did
not have time to initiate on resident #10
from when she first arrived on at about
5:50am since the staff arrived to the facility
at about 6:05am. She stated that she needed
about 3 minutes to initiate on any resident
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and she could not describe why she was not able
to initiate on resident #10 in approximately
15 minutes of time she had on . She
stated that she feit that the results from the
medical examiner, specific to resident #10's time
and cause of , would validate staff B's
decision to not have initiated on resident
#10, because she believed that the resident was

the moment staff B found the resident after
she  fromthe bed on

In an interview with Staff C on at
12:16PM, she stated that on , she
checked on alf residents around 11 PM while they
were sleeping and then she went to sleep. She
stated that she woke up on at around
5:30AM to assist Resident #8, whose room was
next to Resident #10's room. She stated thata
few minutes after this, Staff B called on her to
come see Resident #10, who was bent over the
bed side rail with her touching the floor.
She stated that she checked on the resident's

. but the resident was unresponsive and had
no, , and then Staff B called the
Administrator on the phone. She stated that staff
B and herself lifted the resident to position her on
the bed. She stated that she did not perform

because she was too emotional and
panicked from seeing the resident being
unresponsive, She was aware that resident #10
did not have a valid

Ir an interview with the local Police Detective on
at 9:115AM, he stated that he was
conducting the investigation relating to Resident
#10 being found unresponsive by the facility staff
and subsequently declared by the
staff. He stated that based on his consultation
with the medical examiner investigator, the
resident suffered positional asphyxia {Definition-a
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critical condition arising out of | body
positions leading to mechanical obstruction of
. . The Arerican Joumnal of Forensic
Medicine and . , volume 37}
which led to her and that this was still under
igation by the medical examiner's office.

Review of the police report dated on at
7:30AM, it indicated the following regarding
Resident #10's case. The resident's bedroom had
two beds on opposing sides with nightstands
in the middle. The room was neat and organized.
There was an open container of fig newton
cookies on the floor and a few loose cookies near
the resident’s bed but there were no signs thata
struggle ocourred in the room. The guard rail on
the bed was what kept the resident from
completely falling off. The resident was lying on
the east bed covered by a bedsheet. There was a
small amount of purge "(vomitus or ?)" on
the fioor next to resident’s bed and a small, dried
stain on the resident’s nightstand. |

removed the sheet covering the resident’s
and noticed a portion of dried in the
resident’s hair on the left side of her . There
were also stains on the pillow that the
resident’s was resting on. There was a
small amount of dried on the resident’s

as well as visible tardieu spots (Dark
pinpoint spots when capillaries | due to
increased gravitational pressure. Reference
Amboss Medical.com) on her and A
was unable to visually determine if the resident
had an injury on her or not. There were no
signs of foul piay.

The following resident record reviews indicated
that there were currently 8 residents (Residents
#1, #2, #3, #5, #7 and #9) whom did not have a
valid
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Review of Resident #1's health
assessment(AHCA form 1823) dated on
indicated that he was diagnosed with
prostatic hyperplesia, . o

and poor short term memory. Further
review of this health assessment indicated that
the resident needed supervision with bathing.
Review of this record indicated that the resident
did not have any valid

Review of Resident #2's heaith
assessment{AHCA form 1823) dated on
indicated that he was diagnosed with .

v , meningioma, . delay
and ,, . Further review of this health
assessment indicated that the resident needed
assistance with bathing and _ and needed
supervision with grooming and toileting. Review
of this record indicated that the resident did not
have any valid

Review of Resident #3's health
assessment{AHCA form 1823) dated on
indicated that he was diagnosed with
and coliapse, , B

and . Further review of this health
assessment indicated that the resident needed
assistance with ambulation and needed
supervision with bathing, . grooming,
toileting and transfers. Review of this record
indicated that the resident did not have any valid

Review of Resident #5's heaith
assessment{AHCA form 1823) dated on
indicated that she was diagnosed with

deficiency, ., history of diverticular
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, unstable gait, history of s
and had poor short term memory. Further review
of this heaith assessment indicated that the
resident needed precautions and needed
assistance with bathing, _. toileting and
grooming, and needed supervision with eating.
Review of this record indicated that the resident
did not have any valid

Review of Resident #7's health
assessment(AHCA form 1823) dated on
indicated that she was diagnosed with

and memory problems. Further review of this
health assessment indicated that the resident
needed assistance with all of her activities of daily
fiving and total physical assistance with bathing.
Review of this record indicated that the resident
did not have any valid

Review of Resident #9's heaith assessment
{AHCA form 1823) dated on indicated
that she was diagnosed with f

P Co , , gait
instability and poor short term memory. Further
review of this health assessment indicated that
the resident needed assistance with ambulation,
bathing,  and tolleting, and needed
supervision with grooming and transfers. Review
of this record indicated that the resident did not
have any valid

In an interview with the Administrator on

at 3:00PM, she stated that Staff B sent hera
photo on at about 5:45AM, to represent
how Staff B and C found Resident #10 that
morning (photographic evidence obtained ). She
stated that she required her staff to document

ident-refated events with and this
was the reason why staff B took and sent her this
photo.
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In an interview with the Administrator on

at 3:40PM, she stated that the facility did not have
any -specific policies and procedures for the
staff to follow.

Review of the photographic evidence emailed by
the facility to the AHCA surveyor on at
4:32 PM shows that Resident #10 was found by
staff B and C wedged on the side bed rail with her
fower extremities on the bed against the bed rail
and her torso flexed atthe | with her on
the floor. Review of this photo indicated that the
resident’s right upper extremity was beside her
torso and left upper extremity was flexed at
approximately 90 degrees touching the floor.
Further review of this photo indicated that there
were dark red stains on the bed and pillow, the
nightstand lower drawer was partially opened and
the cookies were inside their container on the
floor next to the resident's . {Photographic
evidence obtained ),

In an interview with Staff C on at
4:45pm, she stated that on at
approximately 5:45AM, she and Staff B, first
moved resident #10 from the floor onto the
bed and then realized that they needed to stage
the resident's body into position so to take a
photograph to represent how they initially found
the resident. She stated, she and Staff B, then
moved the resident's body onto the floor to
take a photograph. She stated that after Staff B
took the photo, they both moved the resident's
body onto the bed again, and the
administrator arrived to the facility shortly
thereafter. She stated that the on the bed
and pillowcase was from them initially moving the
body onto the bed before taking that photo. She
stated that she was aware that resident #10 liked
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to snack on cookies throughout the day and that
the cookies were kept inside the resident's
nightstand so she could eat the cookies in the
night on her own. She stated that resident #10's
family member provided her with those cookies.

In an interview with the Medical Examiner
Investigator on at 1:10PM, he stated
that based on the evidence gathered at the facility
on , resident #10 was found wedged on the
side bed rail and this likely hampered her
breathing which led to her . He stated that
this was due to her comp ising
diagnoses of and ,, . He stated
that the resident was suspected to have on
due {o positional asphyxia. He stated that

the resident's body is in process of undergoing

. ical and his . y
through the medical examiner's office.

Class |
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