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A000, Initial Comments A Q00

Are-licensure survey in conjunction with a
generator monitoring and a complaint
investigation (#2025006623) was conducted at
Mirabelle from to . The provider
had deficiencies identified at the time of the
survey.

A033 50A-36.007(8) PHYSICAL A033

88=D

{8) PRYSICAL . Residents for

whom a physician has prescribed a physicat
must have a written care plan for the use

of the physical . The care plan must be

developed within 14 days of the device being

prescribed, and prior to use on the resident.

{a) The care plan must specify:

1. The device presoribed for use;

2. The maximum amount of time the resident is

fo have the applied each day; and,

3. in what manner and frequency staff will

monitor, observe, and report to the physician any

injuries, increase in agitation, signs and

symptoms of | . or decline in mobility or

function related to the use of the prescribed

{b) Facility staff must ensure that the device is
applied appropriately and safely.

{c) The resident’s physician must review the
appropriateness of the continued use of the
physical annuafly, and documentation of
this review must be maintained in the resident's
record, If the resident's ability o independently
remove or avoid the device fluctuates, the device
must be considered a physical and alt
requirements of this subsection apply.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to have a prescription
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and care plan for the use of physical
for one out of 24 sampled residents (Resident #
24,

Findings included:

On at 8:06 AM in , observed
Resident # 24 sleeping inbed and a big armehair
with the reclined to his bed, like . the

resident from falling.

Areview of Resident # 24's record revealed no
prescription and no care plan for the use of

On at 1:20 PM, the Administrator stated,
“That wilt not happen again.”

Class il

A 055 59A-36.008(6) FAC Medication - Storage and A 055
$8=D! Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents 1o remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
{ocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;
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2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;

3. The icati determined and ds

by the heaith care provnder o be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical and the ions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.006, F.A.C.

{c) Centrally stored medications must be:

1. Kept in a locked cabinet; locked cart; or other
locked storage receptacle, room, or area at all
times;

2. Located in an area free of dampness and
abnormal temperature, except that a medication
requiring refrigeration must be kept refrigerated.
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
located locked;

3. Accessible to staff responsible for filling

pill- orgamzers asslsung wnh self-administration
of or ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,

4. Kept separately from the medications of other
residents and properly closed or sealed.

{d} ication that has been di i but
has not expired must be returned to the resident

AHCA Form 3020-0001
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or the resident’s representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident’s request. If
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident’s health care provider.
{e) When a resident’s stay in the facility has
ended, the administrator must retumn all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at teast 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident's record. The medication may be taken
0 a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs to the dis i
pharmacy pursuant to Rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed fo ensure all prescribed
and over the counter medications were keptina
locked cabinet, locked cart, or other locked
storage recepiable, room, ot area always.

Findings included:
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Observation on at 8:36 am showed

Resident #12 had unsecured medications on the
courtertop near the kitchen area in a weekly pill
organizer; one of the pills had an imprint of 748",
Further observation revealed in the resident
restroom there were over the counter
medications; . cream,
, rubbing »and

wash,

Areview of data from 'Drugsite Limited' showed
that the pilis were .
Delayed- Released.

Interviewed on at 8:54 am Resident
#12 was asked about the over- -the- coun{er
ication by Staff { i

).
Resident #12 stated, “they're all my "
Staff responded to the resident and stated, "bul
we're supposed to manage all of your
medications.” Resident #12 stated, "just let it be
please."

Areview of Resident 12's health assessment
dated showed diagnosed of severe

. Further review
of the hea]th assessment showed she needed

with seif- in of
Class il
sAs 07D8 59A-36.010(2) FAC Staffing Standards - Staff AQT8
- (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

AHCA Form 3020-0001
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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 heaith 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
individuat does not constitute a risk of

2. 1f any staff member has, or is suspected of
having, a ¢ i , such individual
must be immediately removed from duties untif a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
education, training, preparation, and experience.
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
health care provider in accordance with this rule
chapter,

{c) All staff must comply with the training
requirements of rule 59A-36.011, F.A.C.

AHCA Form 3020-0001
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{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 or contractor will provide to residents.

{e) For facilities 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
1o each staff member; and,

2. Maintain time sheets for alf 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.8.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review the facility failed to provide evidence of a
negative { )examination
documented on an annual basis for one out of
five sampled staff (Staff E).

Findings included:

Observation on at Staff £ (LPN) was
seen entering the nursing station on the 9th floor.

A review of Staff E's personnel records revealed
the last examination was completed on

During the preliminary exit on at 11:27
am the Administrator acknowledged that [Staff E]
did not have a current  on file.

Class il
AHCA Form 3020-0001
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A0B1 429.52(1 & 7) FS; 59A-36.011( ) FAC Training A0Bt
$8=D1 - Staff In-Service
429.52

{1)(a) Each new assisted living facility employes
who has not previously completed core fraining
must aftend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation,
The facility must keep the signed statement in the
employee ' s personnel record.

{b) Each assisted living facility employee must
complete the training required under s. 430.5025,
However, an employee of an assisted living
facility licensed as a limited mental health facility
under 5. 429.075 is exempt from the training
requirements under s. 430.5025(4)(d).

{c) if an assisted living facility employee
completes the 1-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
{a).

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required fo be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics ray be issued to a participating
staff member if the training is provided in a single
training course.

AHCA Form 3020-0001

STATE FORM

seon MUV i continuation sheet 8 of 22




PRINTED: 08/21/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11969794 B WING 07/09/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7400 SW 88TH 8T
MIRABELLE
MIAML, FL 33156
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A081! Continued From page 8 A081

59A-36.011
{2) STAFF PRESERVICE ORIENTATION.
{a) Facilities must provide a preservice
orientation of at feast 2 hours to all new assisted
living facifity employees who have not previously
completed core training as detailed in subsection
1)
{b) New staff must complete the preservice
orientation prior to interacting with residents.
{c) Once complete, the employee and the facility
administrater must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee’s personnel
record.
{d) In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:
1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
(3} STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home heatth aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
offering this fraining. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, refating to borne
. . . maybe used to meet this
requirement.
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{b) Staff who provide direct care to residents

must receive a minimum of 1 hour in-service

training within 30 days of employment that covers

the following subjects:

1. Reporting adverse incidents.

2. Facility emergency procedures including

chain-of-command and staff roles relating to

emergency evacuation.

{c) Staff who provide direct care to residents, who

have not taken the core training program, shall

receive a minimum of 1 hour in-service training

within 30 days of employment that covers the

following subjects:

1. Resident rights in an assisted living facility.

2. Recognizing and reporting resident .

neglect, and | . The facility must use its
prevention policies and procedures when

offering this training.

{d) Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with rute 59A-8.0095,

F.A.C., must receive 3 hours of in-service training

within 30 days of employment that covers the

following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

fiving.

{e) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minimum of 1-hour-in-service training

within 30 days of employment in safe food

handling practices.

{f) Al facility staff shall receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty

{30} days of employment.

1. Al facility staff shall be provided with a copy of

the facility's resident elopement response policies

and procedures.
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2. Al facility staff shall demonstrate an
understandmg and competency in the

fion of the P
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on interview and record reviews, the
facility failed to ensure that the staff (Staff £)
received training in residents' rights and in
recognizing and reporting . neglect, and

within thirty days of hire in the
ass;sted living facility.

Findings included:

Areview of Staff E's (LPN) personnel records
showed Staff E was hired on . Fusther
review of the records revealed that Staff E had no
evidence of having been trained on residents’
rights and on reporting . neglect, and

During the preliminary exit on at 11:27
am the Administrator stated, "that's not correct,

she's not due to complete those trainings untit the
end of this month | Al

Class i

A 152 59A-36.014(3) FAC Physical Plant - Safe Living A152
$8=D | Environ/Other

{3) OTHER REQUIREMENTS.
{a) All faciliies must;
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1. Provide a safe living environment pursuant to

section 429.28(1)a}, F.8,;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 420.27, F .S, residents

must be given the option of using their own

belongings as space permits. When the facliity

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with a mattress no

{ess than 36 inches wide and 72 inches long, with

the top surface of the matiress at a comfortable
. o ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. A table or nightstand, bedside lamp or floor

famp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facitity must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facilities must make available tinens and

personal laundry services for residents who

require such services, Linens provided by a

facility must be free of tears, stains and must not

be .

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide a safe living environment free of
hazards for four out of 24 sampled residents
AHCA Form 3020-0001
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{Residents # 20, 21, 22 and 23}, all these rooms
were inside the memory care unit,

Findings included:

On , at 8:05 AM, in # s
occupied by Resident # 20, observed inside the
clothes closet a container of laundry detergent
and a bottle of Fantastik cleaner.

On ,at8:08 AM in # , occupied
by Residents # 21 and # 22, observed in the
bathroom, a spray of foilet bowl cleaner, a spray
of bathroom grime fighter and a bottie of Spray
Away cleaner. Also, a container of Tide laundry
detergent and a container of Lysol

wipes.

On ,at8:24 AM, in # A,
occupied by Resident # 23, inside the bathroom,
observed a spray of Ecolab anda
spray with an unknown substance.

On at 1:22 PM, the Administrator
stated, "'We will check every room."

Class ill

59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS, Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

2. '

3. Race,

4. Date of birth,

5. Place of birth, if known,

6. Social security number,

A182

A182
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7. Medicaid andfor Medicare number, or name of
other health insurance s

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

8. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.

{0) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described
in Rule 59A-36.008, F.A.C.

{¢) Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, o!
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 59A-36.012,
F.AC,, if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

A _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daify
fiving must have their  _  recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writingthat  _  notbe taken.

{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FA.C,, if
stich consent is not included in the resident's
contract.

AHCA Form 3020-0001
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{h) For facilities that manage 3 pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.A.C.
{i) A copy of the resident’s contract with the
facility, including any addendums to the contract
as described in Rule 59A-36.018, FA.C.
(i) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any fransaction made on behalf of
the resident as required in Section 428.27, F.S.
(k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
o or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429,27, F.S.
{1) f the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
» ), CF-ES 1008,

, which is hereby incorporated by refererice
and available for review at:
http/www firules. Lasp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the , ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.
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{0} The resident's . DH

Form 1896, if applicable.

{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.

{g) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

{r) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or imited nursing services
license are provided in Rules 53A-36.020,
59A-36.021 and 59A-36.022, F.A C,, respectively.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to maintain an accurate and up to date
health assessment for three out of 25 sampled
residents (Resident #2, 3, 25).

Findings included:

Arecord review of Resident 2's health
assessment dated 1202025 showed there
wasno _ documented; it was left blank.
Arecord review of Resident 3's heafth
assessment dated showed the
and  section was left blank.
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Arecord review of Resident 25's health
assessment revealed that the date of the health
assessment was left blank.

During the preliminary exit on at 11:27
am the administrator acknowledged the finding by
stating, "okay, we'll correct it."

Class Hil

A165 429.23( & ) FS Risk Mgmt & QA A165
8§8=D
429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements.-
(1) Every facility ficensed 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 ticensed under this partis
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 controf rather than as a result of the
resident's condition and results in:
1. R
2. or damage;
3. Permanent H

. 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;
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6. Any condition that requires the transfer of the
resident from the facility o 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

{h) 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 offline, by electronic mail, a full report to
the agency on alt adverse incidents specified in
this section. The report must include the results
of the facility's investigation into the adverse
incident.

{6) L 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 5. 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that

AHCA Form 3020-0001
STATE FORM L HXUV11 1 contingation sheet 18 of 22



PRINTED: 08/21/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11969794 e — 07/09/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7400 SW 88TH 8T
MIRABELLE
MIAML, FL 33156
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 185! Continued From page 18 A185

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 reasonable belief
that conduct by a staff member or employee of a
ficensed facility is grounds for disciplinary 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
regulatory board.

{10} The agency may adopt rules necessary to
administer this section,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facitity
failed to file an incident report for one out of 24
sampled residents {Resident # 1), who suffered
four and only one was reported).

Findings included:

Areview of Resident # 1's progress notes
revealed that the resident had suffered three
that required the resident to be transferred to the
hospital for evaiuation and that there was no
incident reports filed,

Findings included:

AHCA Form 3020-0001
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1-On at 3:42 AM during rounds the

resident was observed on the floor. When asked,

she stated that she had . No visible

or .. noted. 911 was called, and the

resident was transported to Hospital for further

evaluation, 1:07 PM- Resident returned

from emergency room via stretcher, denied any

, or discomfort, skin clear, no new or
injuries observed.

2-On at 5:57 PM- Resident displayed
symptoms of , . attempted to stand and
walk, but . The resident complained of

. though no skin injuries or L were
noted. Paramedics were called at 3:56 PM. Upon
paramedics arrival the resident was transported
1o Hospital for further evaiuation.

3-On at 12:38 AM- nursing station
received a call from memory care reporting that
the resident had . Upon arrival the resident
was found seated on the floor in the hallway
outside of her room, with a piliow behind her
for comfort. noted on the resident's |
with visible to the right and right
. 911 was contacted immediately. The
resident was transported to Hospitat for further
evaluation. at 1:00 PM- catled placed to
Hospital. The Resident was in stable condition
with no or significant injuries. No
needed.

A review of facility records showed the Care plan
instructions for Resident# 1 updated on
showed:

prevention assistance has poor safety
awareness around use of the wheelchair such as
no locking the brake prior to transfer, impuisive
behaviors such as standing or walking without
AHCA Form 3020-0001
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asking for assistance. Resident is unsafe or
unsteady when asked to demonstrate the
following: stand from a chair, walk three steps,
turn, and return to the chair independently (may
use an assistive device, if hefshe normally uses
one). Has one or more of the following conditions.
that affects balance and mobility:
conditions, 's .

. . .. . Resident takes
one or more of the following medications:
. or . Experiencing one
or more of the following: | , combative
or resistive care, - N
disorientation,

Areview of AHCA Reporting System (AIRS) had

no incident report filed for N and
, when Resident # 1 had with no

injuries, but had been transferred to the hospital.

On at 1:23 PM, the Administrator stated,
"1 did not know that we needed to do an incident
report, when the resident got transported fo the
hospital, even if the resident had no injuries.”

Class il

AT82 59A-36.019(3) FAC Emergency Mgmt - Plan A182
88D | |mplementation

(3) PLAN IMPLEMENTATION,

{a) All staff must be trained in their duties and are
responsible for implementing the emergency
management plan. New staff must be trained on
the plan within 30 days of employment.
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{b) if telephone service is not available during an
emergency, the facility must request assistance
from local law enforcement or emergency

personnel in maintaini
communication

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to ensure all staff were sufficiently frained to
i plan
{Staff E). The staff on duty was unable to explain
what to do in the event of an emergency and did
not know the facility evacuation plan.

Findings included:

Interviewed on at7:21am StaffE
{LPN) stated, "I am not sure of how rmany
residents are at the facility; usually | would do a
full review on the computer.” Staff E further
stated that in case of an emergency they would
check every room door to door,

A review of the Staff E's personnel records
showed documentation that she had been trained
on the facility's comprehensive emergency
management plan (CEMP).

During the preliminary exit on at 11:27
am the Administrator acknowledged that the staff
did not the

plan,

Class il
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