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Initial Comments.

An unannounced standard biennial re-licensure
survey, complaint investigation (complaint
number 2021011791), and generator monitoring
assessment visit was conducted at The Grove at
Canopy on . The facility had
deficiencies at the time of the investigation.

59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heslith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a ¢ i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable
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(b) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
heaith care provider in accordance with this rule
chapter.
{c) All staff must comply with the training
requirements of rule 59A-36.011, FAC.
{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency o contractor will provide to residents.
{e) For facifities with a licensed capacity of 17 or
more residents, the facility must:
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.
{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on interview with the Regional Director of
Nursing and personnel record review, the facility
failed to maintain a statement by a health care
professional that the employee was free from
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records for 1 of 3 staff members reviewed.
(Employee A)

The findings include:

A review of the facility's personnel records was
conducted. The record review revealed that there
was no evidence of a completed statement by a
health care professional that the employee was
free from i for Empl

A

On at approximately 5:15 PM, an
interview was conducted with the Regional
Director of Nursing concerning the missing health
care professional statement. After reviewing the
file, the Regional Director of Nursing stated, "We
knew [Employee A] did not have a current
staterment from a doctor. We have told the
employee about this and asked her to get this
form signed as soon as possible."

Class Il

A168] 429.23( & . ) FS Risk Mgmt & QA
88=D
429.23 internal risk management and quality
assurance program; adverse incidents and
reporting requirements .-

{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 licensed under this partis
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required to maintain adverse incident reports. For
purposes of this section, the term, "adverse
incident” means:
{a) An event over which facifity personnel could
exercise control rather than as a result of the
resident’s condition and results in:
2. or damage;
3. Permanent - ;

. or of bones or joints;
5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;
6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due fo the incident rather than the
resident's condition before the incident; or
7. An event that is reported to law enforcement or
its personnel for investigation; or
{b} Resident elopement, if the elopement places
the resident at risk of harm or injury.
{3) Licensed facilities shall provide within 1
business day after the occurrence of an adverse
incident, through the agency’s online portal, or if
the portal is offline, by electronic mail, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse
incident, and the status of the facility's
investigation of the incident.
{4) Licensed facilities shall provide within 16
days, through the agency's online portal, or if the
portal is offine, by electronic mail, a full report fo
the agency on all adverse incidents specified in
this section. The report must include the resuits
of the facility's investigation into the adverse
incident.
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{8) . neglect, or . must be
reported to the Department of Children and
Families 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
s. 456.073 apply.

{8) If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonabie belief
that conduct by a staff member or employee of a
ficensed facility is grounds for disciplinary action
by the appropriate board, the agency shali report
this fact to such reguiatory 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
regulatory board.

{10) The agency may adopt rules necessary to
administer this section.

This Statute or Rule is not met as evidenced by:
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facility failed to provide notification to the
Department of Children and Families - Adult
Protective Services {DCF) concerning N
neglect, or | for 2 of 2 adverse

incidents reviewed.
The findings include:

Areview of adverse incidents provided by the
facility revealed the following:

The Adverse Incident Report dated

revealed an incident that occurred on in
which Resident #1 was allegedly pushed down by
Resident#2. The incident was unwitnessed by
staff and resulted in the of Resident #1's
feft {. . bone)}. According to the report,
the faciiity did not notify DCF of the incident.

The Adverse Incident Report dated

revealed an incident that occurred on

in which Resident #3 became aggressive towards
other residents, and staff were unable to
successfully redirect the resident. Law
Enforcement was notified and assisted with
Resident #3's transport to a higher level of care.
According to the report, the facliity did not notify
DCF of the incident.

A review of the facility's , Neglect and

policy and procedure effective
revealed, "Report all alleged violations
and all substantiated incidents to Department of
Children and Family Services - Adult Protective
Services and to all other required agencies as
required, and take all necessary corrective
actions depending on the results of the
investigation,”
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On at approximately 6:52 PM, an
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Director of the facility who indicated that the
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DCF because the facility did not consider
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