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429.23( & ) F8 Risk Mgmt & QA

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 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 control rather than as a result of the
resident's condition and results in:

1. H

2. or
3. Permanent H
4. or of bones or joints;

8. 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 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

damage;

Ates
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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.

8) , neglect, or | must be
reported to the Depariment 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 professionat
who is subject fo 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
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) I 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 &
ficensed facility is grounds for discipfinary action
by the appropriate board, the agency shall report
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this fact to such regulatory board.

{9) The adverse incident reports and prelfiminary
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 fo
administer this section,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facitity
failed to report an incident in the Agency's onlfine
portal after placing a service call with law
enforcement for assistance with one out of seven
sampled residents (2).

Findings included:

Avreview of Resident 2's progress notes dated

showed" Today at 10 AM an
ambulance was called again for [Resident 2} in
the presence of his sister, He refused again and
his sister called the police for assistance”

Areview of the Adverse Incident Report System

{AIRS) showed the incident was not
reported.
Interviewed on at 10:17 AM the

Administrator stated the police were called when
Resident 2 refused to go to the hospital, but she
was not aware that an incident report needed to
be fited.

Class il
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A compiaint investigation survey (Complaint#
2026005435) was conducted at Blessing Time
ALF, Inc. on . Deficiencies were
identified at the time of the survey.

A025 428.26(7) FS; 50A-36.007(1) FAC Resident Care A28
85=G | . Supervision

429.26
(7) The facility shail notify a licensed physlcuan
when a resident exhibits signs of

or has a change of condmon
in order to ru!e out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designee of the need for heaith care services and
must assist in making | for the
necessary care and services to freat the
condition. If the resident does not have a
representative or designee or if the resident's
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities must offer personat
supervision as appropriate for each resident,
including the following:
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{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, F.AC.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a general awareness of the
resident's whereabouts, The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager i the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to notify the health care provider for one out
of seven sampled residents (2} after the health
care provider's orders for a hospital evaluation
were not followed. The facility also failed to notify
the health care provider and obtain an updated
health assessment after the Resident was
discharged from the hospital with orders for
changes in his medical treatment (2)

Findings included:

Areview of Resident 2's progress notes
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{Transtated from Spanish) showed:

" - The Resident's  are very red
and hard and the doctor recommended a hospital
evaluation, and his sister arrived to take him, but
he refused. An ambulance was called and five
hours later he refused to go 1o the hospital and
his sister decided fo fry again the next day
because he was becoming agitated”

- Today at 10 AM an ambulance was
called again for [Resident 2] in the presence of
his sister. He refused again and his sister called
the police for assistance. An officer arrived and
he was transferred to {Hospital]. He was
subsequently transferred to [Hospital] on

because he was very .On

he was discharged with some
changes in his treatment, and his sister has been
aware throughout.”

A review of Resident 2's most recent health
assessment dated showed diagnoses
of type 2 . 's,
N and . Physical
fimitations showed unsteady gait. The
status showed .. The Resident needed
i with self inistration of icati

Further review of Resident 2's record showed no
documentation for notification to the Resident's
health care provider regarding his refusal fo go to
the hospital when ordered or for a physician's
evaluation following the Resident's hospital
discharge with instructions that included changes
in medical treatment.

Interviewed on at 10117 AM the
Administrator stated the doctor was not informed
that the Resident did not go to the hospital when
AHCA Form 3020-0001
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ordered. When asked if the doctor was nofified of
the Resident's hospital discharge instructions or if
an updated health assessment was obtained the
Administrator stated, "No".

Class It
A D032 5OA-36.007(7) FAC Resident Care - Elopement A032
88=D standards

59A-36.007

{7) ELOPEMENT STANDARDS.

(2) Resi d at Risk for

All residents assessed at risk for slopement or
with any history of elopement must be identified
s0 staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.AC., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.S., is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort fo determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff frained
pursuant to paragraph 59A-36.011(10)a) or (¢),
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all times.

2. The facility must have a photo identification of

AHCA Form 3020-0001
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al risk residents on file that is accessible to all
facility staff and faw enforcerment as necessary.
The facility's file must contain the resident’s photo
identification upon admission or upon being

at risk for to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.
{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding fo a resident elopement. Ata
minimum, the policies and procedures must
provide for:
1. An immediate search of the facility and
premises,
2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,
4. The continued care of all residents within the
facility in the event of an elopement.
{c) Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k), F.S.

This Statuie or Rule is not met as evidenced by:
Based on record review and interview, the facility
falled to maintain awareness of the location of
one out of seven sampled residents (1) who was
at risk for elopement, exhibited "
behavior and eloped from the facility unnoticed by
staff.
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Findings included:

Areview of Resident 1's health assessment dated
revealed the Resident was at risk of
elopement. Further reviews showed diagnoses of

' . , mentat
, and Benzodiazepine dependency.
Physicaland status showed mild
- . and visual
Interviewed on at 7:08 AM Resident 3

stated staff noticed that Resident 1 was missing
at around 7:00 AM during medication time.
Resident 3 further stated that Resident 1 was
always .. and looking for a door to get
out.

Interviewed on at 10:00 AM the
Administrator stated that on Staff D
notified her that she noticed Resident 1 was
missing when she called him for breakfast at
around 7:00 AM and he was not in his room. The
Administrator further stated that she looked for
the Resident, notified the police and the
Resident's family and at around noon on that day
the Resident called her from a bus station. The
Administrator further stated that she brought the
Resident to the facility that afternoon and
the Resident was well, took a shower and had
dinner. Asked what measures had been taken to
prevent the Resident's elfopement the
Administrator stated that door chimes and CCTV
{Closed circuit television) cameras had been
instafled.

Areview of Resident 1' progress notes dated
showed (Translated from Spanish)"
Today the Resident escaped in the morning at
about 5:45 AM the procedure was followed the
police were notified and his sister. At around
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12:34 PM a cali from the Resident was received
and the police were notified that he had been
found. His sister was notified and | went to pick
him up. He is now taking a shower and resting.
He was informed that he needs to find another
ALF that can meet his requirements for
elopement”

Areview of the facility's "Protocol of Care”
showed:

1-"Appropriate staff will monitor resident
whereabouts including the monitoring of
responsesfreactions to events /activities in
surroundings at time of .. and report
unusual behaviors to supervisor immediately.
4- Support and identify need for L and
develop individualized activity plan in response
which is detalled in the resident plan of care”

A review of the facility's "Risk Assessment

Elopement- Identification of residents’ risk for
. or elopement” showed:

“"[Facility] will use a variety of tools to identify a

resident at risk of . or elopement,

Questions we asked at our facility in order to

assess the resident's risk of elopement is:

2.is the resident intact?

3. Does the resident have competent

decision-making capability?

4. Does the resident

5. Does the resident have an exit seeking

behavior?

Answering yes to any of these questions or a

combination of them can identify the residents at

risk for ., and potential elopement.”

A review of Resident 1's record showed no
documentation for an elopement risk
assessment. A" .. Risk Scale" form was
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Class il
A 160 59A-36.015(1) FAC Records - Facility A 180

$8=D
59A-36.015 Records.

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
iegally authorized entity, If records are maintained
in an electronic format, facility staff must be
readily avaitable to access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

{a) The facility’s license displayed in a
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
listing the names of alf residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | s and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after dischargs
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to Rule 89A-36.018,
F.A.C. If the resident dies while in the care of the
facility, the log must indicate the date of

AHCA Form 3020-0001
STATE FORM

MPOLT

I contination sheet €1 of 14



PRINTED: 09/29/2028

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
AL11969402 B WING 09/01/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
11461 SW 214 ST
BLESSING TIME ALF, INC
MIAML, FL 33189
(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) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 180 Continued From page 11 A180

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approvat by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 59A-36.013, F.AC.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, FA.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 59A-36.006, F.A.C.
{h) I the facility advertises that it provides special
care for persons with ‘s or
related . & copy of all such facility
advertisements as required by Section 429177,

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.AC.

(i) Alt food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate fo operate.

(k) All fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant
1o Section 428.435, F.S., and rule Chapter
69A-40, F.A.C., issued within the last 2 years,

{1} Al sanitation inspection reports issued by the
county health department pursuant to Section
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381.031, F.8., and Chapter 84E-12, FAC,,
issued within the last 2 years.

{m) Pursuant to Section 428.35, F.S., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
fast 5 years.

{n) The facility's resident elopement response
policies and procedures,

{0) The facility's documented resident elopement
response drills.

{p) The facility's policies and procedures pursuant
1o subsection 59A-36,007(10), FAC,;

{(q) The facility's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facility's policy on physical

{t) The facility's policy on assistive devices;

{u) The facility's policy on third-party providers;
{v}) The facitity's policy on visitation pursuant to
Section 408.823(2)(a), F.S.;

{w} For facilities licensed as limited mental health,
extended congregete care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, FA.C,,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an accurate, up-to-date
admission and discharge log.

Findings included:

Areview of the facility's admission and discharge
log showed Resident 7 was admitted on

and no discharge date was
documented.

Interviewed on at 10:00 AM the
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Adrini stated, [Resi 7} was
two years ago."

Class il
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