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DISCOVERY VILLAGE AT WESTCHASE

A 000 Initial Comments AD00

A complaint {complaint number 2022016960} in
conjunction with a generator monitoring survey
was conducted at Discovery Village at Westchase
on . Deficiencies were identified at the
time of survey.

A008 420.26( ) FS; 50A-36.006(2) FAC Admissions ~ A008
$5=D| Heaith Assessment

429.26
{B) Each resident must have been examined by a
ticensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
the facifity, except as provided in s. 429.07. The
information from the medicat examination must be
recorded on the practitioner's form or on a form
adopted by agency rule. The medical examination
form, signed only by the practitioner, must be
submitted fo the owner or administrator of the
facitity, who shall use the information contained
therein to assist in the determination of the
appropriateness of the resident's admission to or
continued residency in the facility. The medical
examination form may only be used to record the
practitioner's direct observation of the patient at
the time of examination and must include the
patient's medical history. Such form does not

ission to, il d it in, or
the delivery of services at the facility and must be
used only as an informative toot to assist in the

ination of the appropri: of the

resident’s admission to or continued residency in
the facifity. The medical examination form,
reflecting the resident's condition on the date the
examination is performed, becomes a permanent
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part of the facility's record of the resident and must
be made available to the agency during inspection
or upon request. An assessment that has been
through the Comp i
Assessment and Review for Long-Term Care
Services (CARES) Program fulfills the
requirements for a medical examination under this
subsection and s. 429.07(3)(b}6.

(8) Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical personnel within
30 days before placement in the facility. The

ination must include an of the
appropriateness of placement in a facifity. The
findings of this examination must be recorded on
the examination form provided by the agency. The
completed form must accompany the resident and
be submitted fo 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 individual has
been assessed by a psychiatrist, 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 facility. An evaluation completed
upon discharge from a state mental hospital
meets the requirements of this subsection related
to appropriateness for placement as a mental
heaith resident provided that it was completed
within 90 days prior fo admission to the facility.
The Department of Children and Families shall
orovide to the facility administrator any information
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about the resident which would help the

ini meet his or herr ibilities under
subsection (1). Further, Department of Children
and Families personnel shall explain to the facility
cperator any special needs of the resident and
advise the operator whom to call should problems
arise. The Department of Children and Families
shall advise and assist the facility administrator
when the special needs of residents who are
recipients of | ..
require such assistance.

59A-36.006

(2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-to- medical examination completed by a

heaith care practitioner as specified in either

paragraph (a} or (b} of this subsection.

(a} A medical examination completed within 80

days before or within 30 days after the individual's

admission to a facility pursuant to Section

429.26(5), F.S. 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 individual will require any assistance

with the administration of medication,

6. Whether the individual has signs or symptoms

of s Resistant

.. services required by the
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. . or any other
communicable . which are likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
practitioner, 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 license
number of the examining health care practitioner.
(b) When a health care practitioner conducts a
medical examination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for
Assisted Living Facilities, , . which is
incorporated by reference and available onfine at:
http:/www. flrules org/Gateway/reference asp?No=
Ref-13531. Faxed or electronic copies of the
completed form are acceptable. if AMCA Form
1823 is used, the form must be completed as
instructed.

1. If the health care practitioner's form does not
include all the examination items on AHCA Form
1823 or if AMCA Form 1823 is not completed fully,
then the omitted items may be obtained by the
administrator or designee either orally o in writing
from the health care practitioner. The missing or
omitted information must be obtained and
documented in the resident's record within 30
days after the resident's admission to the facility.
2. Omitted or missing information received orally
must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided.

(c) Medical examinations of residents placed by

A008
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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).
(d} 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.
(e) Any orders issued by the health care

iti ing the medical
for medications, nursing services, treatments,

. ,» or therapeutic diets, may be attached to
the health . A health care it
may attach a DH Form 1896, Florida

Form, for residents who do not

to be
or

wish . .
administered in the case of .\ .
(f) Aresident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.10561, F.8., 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
facility's admission and discharge log and counied
in the facility census. A facility may not exceed its
ficensed capacity in order to accept 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
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A008| Continued From page 5

failed to maintain a complete resident health
assessment form (the Agency of Health Care
Administrator (AHCA) Form 1823) for 2 (Resident
#5 and Resident #9) of 8 sampled residents.

Findings Included:

During review of resident records conducted on

revealed that Resident #5 who was
admitted to the facility on revealed, he
was not assessed for level of assistance required
for medication on

During review of resident records conducted on
revealed that Resident #9 who was

admitted to the facility on revealed,

she did not have a completed AHCA 1823 form as

of .

*Ablank name of examiner

*Ablank medical license number

*A blank telephone number

*A blank address of examiner

During an interview conducted on at
10:50am with the Resident Care ., she
confirmed the AHCA 1823 forms were not fully
completed.

(Photo evidence obtained)

Class Ill

A 053 59A-36.008(4) FAC Medication - Administration
§8=D

{4) MEDICATION ADMINISTRATION.

A008
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(a} For facilities that provide medication
administration, a staff member licensed to
administer medications must be available to
administer medications in accordance with a
health care provider's order or prescription label.
(b} Unusual reactions to the medication or a
significant change in the resident's health or
behavior that may be caused by the medication
must be documented in the resident's record and
reported immediately to the resident's health care
provider. The contact with the health care provider
must also be documented in the resident's record.
(c) Medicati i ion includes i
any examination or other procedure necessary for
the proper administration of medication that the
resident cannot conduct personally and that can
be performed by licensed staff.

(d) A facility that performs clinical laboratory tests
for residents, including . testing,
must be in compliance with the federal Clinical
Laboratory Improvement Amendments of 1988
(CLIA) and Chapter 483, Part |, F.3. A valid copy
of the federal CLIA Certificate must be maintained
in the facility. A federal CLIA certificate is not
required if residents perform the test themselves or
if a third party assists residents in performing the
test. The facility is not required to maintain a
federal CLIA Certificate if facility staff assist
residents in performing clinical laboratory testing
with the residents' equipment. Information about
the federal CLIA Certificate is available from the
Laboratory and In-Home Services Unit, Agency for
Health Care Administration, 2727 Mahan Drive,
Mail Stop 32, Tallahassee, FL 32308; telephone
(850)412-4500.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
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Continued From page 7

failed to have licensed personnel administer
medications to 3 (Resident #1, Resident #8, and
Resident #12) of 9 sampled residents.

Findings Included:

During review of resident records conducted on
revealed that Resident #1 who was

admitted to the facility on revealed,
she was assessed for needing medication
administration on - Further review of the
medicalion observation record (MOR) from

to revealed unlicensed staff

icati were ing as
giving Resident #1 medicaticns.

During review of resident records conducted on
revealed that Resident #8 who was

admitted to the facility on revealed,
she was assessed for needing medication
administration on - Further review of the
medicalion observation record (MORY) from

to revealed unlicensed staff

icati were ing as
giving Resident #8 medicaticns.

During review of resident records conducted on
revealed that Resident #12 who was

admitted to the facility on . revealed,
she was assessed for needing medication
administration on - Further review of the
medication observation record (MORY) from

to revealed unlicensed staff

icati were ing as
giving Resident #12 medications.

AD053
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Continued From page 8

During an interview conducted on at
12:35pm with the Resident Care | , she
agreed that unlicensed personnel are providing
medications to resident whos' health assessments
stated they need medication administration.

Class Ill

59A-36.019(2) FAC Emergency Plan Approval

{2) EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval to the
iocal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be revised.
{b} A new facility as described in Rule 590A-36.014,
F.A.C., and facilities whose ownership has been
transferred, must submit an emergency
management plan within 30 days after obtaining a
ficense.

{c} The facility must review its emergency
management plan on an annual basis. Any
substantive changes must be submitted to the
iocal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.
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Continued From page 9

(d) The local emergency management agency is
the final ins ive authority for

management plans prepared by assisted living
facilities.

{e) Any plan approved by the focal emergency
management agency is considered to have met all
the criteria and conditions established in this rule.

This Statute or Rule is not met as evidenced by:
Based on a record review and interview the facility
failed to submit a revised comprehensive
emergency management plan (CEMP) within 30
days after rejection to the local emergency
management agency.

Findings included:

A review of the facility's CEMP conducted on
revealed that the CEMP was rejected
by the local emergency management agency on
. There was no evidence that the facility
re-submitted a revised CEMP within 30 days after
rejection.

During an interview with the Receptionist,
conducted on at 12:30pm, she
confirmed that the revised CEMP was not

itted to the local "t
agency for approval within 30 days after rejection.

Class Il
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