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Initiat Coraments

A second revisit survey was conducted at Isa
Adult Home Care on - .
Deficiencies were identified at the time of the
survey.

Class 1 deficiencies were found at tag A0030.

A Class 1 deficiency is a deficiency that the
Agency determines presents a situation in which
immediate corrective action is necessary
because the facility's non-compliance has
caused, or is likely to cause, serious injury, harm,

. or 1o a resident receiving care
in a facility.

The Class 1 non-compliance began on

The facility Administrator was notified of the Class
1 non-compliance on

The census at the start of the survey was 5
residents.

The facility failed to ensure resident's received
access to adequate and appropriate health care,

The following is a description of the deficiencies
found at the time of the visit: AG010, ADO33,
ADCS55, AB162, AD165.

429.26( ) FS; 59A-36.006(4) FAC Admissions -
Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-

{1} The owner or administrator of a facility is
responsible for determining the appropriateness
of admission of an individual to the facility and for
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the appr
residence of an individuat in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
in law or rule related to admission criteria or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of
approprk for ission and
residency of an individual in a facility:
{a) A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or freatrnent are met by the facifity or
a third party.
{b) A facility may admit or retain a resident who
requires the use of assistive devices.
{c) A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.
{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (), a
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, the
term "bedridden” means that a resident is

of
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confined to a bed because of the inability to:

a. Move, turn, or reposition without totai physical
assistance;

b. Transfer to a chair or wheelchair without fotal
physical assistance; or

. Sit safely in a chair or wheelchair without
personat assistance or a physical .

2. A resident may continue to reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3. i a facility is licensed to provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days.

{2) A resident may not be moved from cne facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident's representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.

{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

59A-36.008

{4) CONTINUED RESIDENCY. Except as follows
in paragraphs {a) through (c) of this subsection,
criteria for continued residency in any licensed
facility must be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a -to-
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medical examination by a health care practitioner
at least every 3 years after the i assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The resuits of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
is i by in (2)(b)
of this rule and must be completed in accordance
with that paragraph, Exceptions fo the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant to
Section 429.26(1)(c), F.S.
{b) Aresident requiring care ofa .

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuant to a
pian of care issued by a health care practitioner,
2. The condition is documented in the resident's
record; and,
3. i the resident’s condition fails to improve within
30 days, as documsnted by a health care
practitioner, the resident must be discharged
from the facility.
{©)A . i resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the foltowing conditions
are met;
1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;
2. Both the resident, or the resident's fegal
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representative if applicable, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident's file,

{d) The facility administrator is responsible for
itoring the i apr } of
placement of a resident in the facility at all times.

{e) A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license,

{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
license and fotal help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or training.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, F.A.C.

This Statute or Rute is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to determine the
appropri of i i for one
out of six sampled residents {Resident #1).

Findings included:

Observation on at 7:14 AM showed
Resident #1 was lying in bed behind full bed rails.

Interviewed on at 8:20 AM the
Administrator stated that Resident #1 was no
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jonger under hospice care. The doctor's Jast visit
1o the facility was the previous week. She stated
that she had not focused on the resident because
she believed the resident was not appropriate for
the facility.

The resident had not been given 45-day notice
because the Administrator had been trying to
determine what to do with the doctor. The
hospice decision had been appealed, and the
doctor had submitted a new hospice order on

. The Administrator stated that the
resident did not need to receive 45-day notice,

A review of Resident 1's records showed a health
assessment dated showed a
diagnosis of " .o s
early-stage s . ,
and . S or behaviorat
status AADX1 and memory loss. Under nursing/
treatment/ , . setvice requirements showed
as needed by hospice. Resident #1 needed total
assistance with activities of daily living and check
mark was next to bedridden.

Further review of Resident #1's records showed
no documentation that the facility had been in
contact with the resident or hospice provider. The
most recent hospice plan of care was dated

Class #ll

59A-36.007(5) FAC; 429.28( )} FS428.27
Resident Care - Rights & Facility Procedures

59A-36.007
{5) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

A010

A030
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{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
admission package provided pursuant to Rule
59A-36.008, F.AC.

{b) In accordance with Section 420.28, F.S,, the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a8 written procedure to allow
residents to recommend changes to 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 fo alt
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{B88)419-3456, and the statewide toll-free
telephone number of the Florida Hotline,
1{800)86- 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 rutes 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
facility's policies regarding:

1. Resident responsibifitie:
2. and tobacco use;
3. Medication storage;

4. Resident elopement;

5. Reporting resident

, neglect, and
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6. Administrative and housekeeping schedules
and requirements;

. control, sanitation, and standard
precautions;
8. The requirements for coordinating the delivery
of services to residents by third party providers;

9. Assistive devices; and

10. Physical .

{e) Residents may not be required to perform any
work in the facifity without compensation.
Residents may be required fo clean their own
sleeping areas or apartments if the facility rules
or the faciiity contract includes such a
requirement. if a resident is employed by the
facifity, 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 facilitate the
resident's right fo unrestricted and private
communication, pursuant to Section 429.28(1)(d},
F.8. The facility must aliow 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 minimum, a readily accessible
telephone on each floor of each building where
residents reside.

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 faw, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:

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

{h) Be treated with consideration and respect and
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with due recognition of personal dignity,
individuality, and the need for privacy.
{c) Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, 50 as to maintain individuality and
personai dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
receiving and sending unopened
correspondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 3 a.m. and 9 p.m.
at a minimum. Upon request, the facility shalf
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,

, and i ion within the
{f) Manage his or her financial affairs uniess 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 5. 429.27.
{g) Share a room with his or her spouse if both
are residents of the facility.
{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 personat decisions. No
refigious beliefs or practices, nor any atlendance
at religious services, shall be imposed upon any
resident.

AHCA Form 3020-0001
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{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 health care services, the provision of or
arrangement of transportation to health care

.. , and the performance of health
care services in accordance with s. 428.255
which are consistent with established and

i within the i

{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
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally . . the guardian shali 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
Ombudsman Program for assistance with
relocation and must include the statewide toli-free
telephone number of the program. In order for a
facility to i the resi of an indivi
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.
(1) 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 shait
establish a grievance 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 administrator of a facility shall ensure that
a written notice of the rights, - , and
prohibitions set forth in this partis posted in a
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toll-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
{ong-term care ombudsman council, 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
retaliatory action canniot 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 ombudsman councl, the Elder
Hotline operated by the Department of
Children and Familiss, 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

. or . under state law,
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 shalt
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 ensure one out of six sampled resident
{Resident #6), received timely access to the
necessary and appropriate health care services.
After Resident#6  at the facility, the resident
was not sent to the hospital until 48 hours later.

Findings included:

Areview of the facility's hospitalization log
showed that Resident #6 was hospitalized from

through . The reason
documented for the hospitalization was that the
resident "felt bad."

Areview of Resident #6's progress notes showed
that on , the resident came o
breakfast at 10:30 AM. While eating breakfast,
the resident told Staff B (Caregiver) that he was
having trouble breathing and wanted an
ambulance called. Staff B stated that the
residents were " and felt weak.

A030
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Further review of Resident #6's progress notes
revealed that after 1 hour and 15 minutes passed,
a private ambutance arrived, and the resident
was transported to the hospital.

Areview of Resident 6's progress notes revealed
that on , the resident daughter notified
the facility that her father had a of the
lumber, and he was fine and stable.

During an interview on at 9:37 AM
Staff B stated that she did not recall the resident
havinga  at the facility. She stated that the
resident had been out of the facility on that
Friday.

Interviewed on at 9:56 AM The
Alternate Administrator alse stated that the
resident did not have a and reported that
he had undergone a procedure, "because
he had alt over the body." She further
stated that the resident had not experienced a

During a second interview on at
9:08AM, however, Staff B provided additional
information and stated that the resident had been
sliding out of his recliner on . She
stated that she did not befieve the event was
considered @  because the resident was sliding
out of the chair. Staff B did confirm that the
resident slid from the recliner and struck the floor,
She also stated that the resident did not want to
go to the hospital and that staff did not contact his
physician, "who am | to call the doctor.”

Areview of hospital records showed that the
resident arrived at the hospital on
1:39 p.m., with a complaint of mid-

. at
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following a that occurred on Wednesday

, approximately two days earlier.
Further review of the hospitat records showed
that the resident was diagnosed with an acute L4
. failure,

post- | with RVR (rapid
response), following surgery acute
R A with subsequent
and , and acute on
On , Resident #6 was pronounced

at 10:00 AM,

A review of Resident #6's health assessment

dated showed Resident #6 had

diagnoses of » . of unspecified
” . Secondary - )

of the generalized.

Resident #6 needed assistance with ambuiation,
» and transferring and needed

supervision with bathing and toileting, and was

independent with eating and self-care.

Interviewed on at 9:08 AM the
Administrator stated that Resident #6 had
but was not receiving hospice

care. She stated the resident was independent
and had a history of complaints of " and

refated to his condition.
The Administrator stated it was nota
Resident #6 siid from his recliner while Staff B
was present. Staff B assisted the resident
up and notified me and the resident's family of the
incident. The resident also contacted his family
and fold them he had . The family asked the
resident if he wanted to go fo the hospital, but he
refused.

The Administrator further stated that the resident
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fater requested a private ambulance two days
iater because he was experiencing o
and . She stated that the
resident had frequently called 811 for similar
complaints in the past, and that paramedics had
using private for
non-emergency concerns. The Administrator
stated the facility did not contact the resident's
physician because the resident's family managed
his medical care.

Areview of the facility's prevention policy
showed that when a resident at the facility, the
resident was immediately assessed to determine
whether any injuries oocur. lf the  required the
resident to be transported to the hospital by
ambulance, the facility contacted the resident's
doctor and representative or guardian. The facility
documented alf findings in the resident's medicat
record and submitted an adverse incident report
system (AIRS) through the AIRS. The facility also
continued fo coordinate with the resident's doctor
regarding the resident's needs and treatments.

Avreview of the adverse incident reporting
systems database revealed no documentation of
the occurrence.

A review of Staff B's personnel records showed a
hire date of and current resident’s
right training dated

Class 1

59A-36.007(8) PHYSICAL

{8) PHYSICAL . Residents for
whorn a physician has prescribed a physical
st have a written care plan for the use

A030

A033
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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 prescribed for use;

2. The maximum amount of ime the resident is
to 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 annually, and docurnentation of
this review must be maintained in the resident's
record. If the resident's ability to 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, interview, and record
review, failed to develop and maintain an annual
plan of care for the use of physical for
two out of six sampled residents (Resident #3
and Resident #4).

Findings included:

Observation on at 7:14 AM Resident
#3 lying in bed behind full bed rails.

Areview of Resident #3's showed that she did not
have an updated Care Plan for Physicaf
in the file.
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Observation on at 7:26 AM Resident

#4 lying in bed behind fult bed rails.

Areview of Resident #4's showed that she did not

have an updated Care Plan for Physical

inthe file.

Interviewed on at 9:58 AM the

Administrator acknowledged that the care plan

for both residents weren't in their files.

Class #l

A 055 50A-36.008(8) FAC Medication - Storage and A 085

88=D | Disposat

{6) MEDICATION STORAGE AND DISPOSAL.
{@) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may ksep 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
locked 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;
2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;

The ication is ined and
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;
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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 arrangements and the conditions 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 58A-36.008, F.A.C.
{c) Centrally stored medications must bs
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

e, except thata i
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
{ocated locked;
3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of lication, or inisteri 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) Medication that has been discontinued but
has not expired must be returned to the resident
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
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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 return 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 least 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).
H i that have been 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
withess.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs to the dispensing
pharmacy pursuarit to Rule 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review the facility failed to ensure ali over the
counter medications were kept in a locked
cabinet, locked cart, or other locked storage
receptable, room, or area always,

Findings included:

Observation on at 7:11 AM showed
the employee room door was wide open.
Unsecured pre-poured medications were
observed in a clear container, along with
over-the-counter . reliever
500 mg and prescribed , and
capsules USP 3 mg/ 256mg with no label.
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Interviewed on at 712 AM Staff G

{Caregiver) stated, "it's my medication. | take it

now." Staff C was observed taking medication

from a pre-poured medication container,

Class #Hl

A165 42923( & ) FSRisk Mgmt & QA A185

8§8=D
429.23 Internal risk management and guality
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 part is
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. H

2. or damage;

3. Permanent ;
4. 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
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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

{b) Resident elopement, if the elopement places
the resident at risk of harm or injury.

{3) Licensed facilities shail 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 efectronic 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 faciliies shall provide within 15
days, through the agency's oniine portal, or if the
portal is offline, by electronic mail, a full report to
the agency on all adverse incidents specified in
this section. The report must include the results
of the facility’s investigation into the adverse
incident.

{6) . neglect, or | must be
reported to the Department of Children and
Farnilies 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 shali review each incident and
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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 o
administer this section.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to ensure a reportable adverse incident was
reported to the agency as required within one
day, for one out of six sampled residents
{Resident #6).

Findings included:

Areview of Resident #6's progress notes showed
that on , the resident came to
breakfast at 10:30 AM. While eating breakfast,
the resident told Staff B (Caregiver) that he was
having frouble breathing and wanted an
ambulance called. Staff B stated that the
residents were - and felt weak.

Further review of Resident #6's progress notes
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revealed that after 1 hour and 15 minutes passed,
a private ambulance arrived, and the resident
was transported to the hospitaf.

Areview of Resident 6's progress notes revealed
that on , the resident daughter notified
the facility that her father had a of the
lumber, and he was fine and stable.

Areview of hospital records showed that the
resident arrived at the hospital on ,at
1:38 p.m., with a complaint of mid- .
following 2 that occurred on Wednesday
, approximately two days earlier,
Further review of the hospital records showed
that the resident was diagnosed with an acute L4
s . . failure,
post- | with RVR (rapid
response), following surgery acute
R L with subsequent
and , and acute on

On , Resident #6 was pronounced
at 10:00 AM.

A review of the Agency for Health Care
Administration's incident report database
revealed no documentation of the occurrence.

Interviewed on at 2:08 PM the
Adrministrator acknowledged that the facility had
not submitted an incident report and stated that
the report would be subrmitied.

Class Hll

A185
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