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THE GALLERY AT CAPE CORAL

{A 000} tnitial Comments {A 000}

An unannounced revisit survey was conducted on

at The Gallery of Cape Coral, an assisted
living facifity in Cape Coral, Florida, The
follow-up was in response to the relicensure,
emergency power plan, health facility reporting
system, generator, visitation form, and complaint
survey completed on

The foliowing is description of the deficiencies
found at the time of the visit.

{A 009} 59A-36.006(3) FAC; 400.0078(2) Admissions - {A 009}
88=D  Admission Package

(3) ADMISSION PACKAGE.

(a) The facility must make avaitable to potential
residents a written statement(s) that includes the
following information listed below. Providing a
copy of the facility resident contract or facility
brochure containing alt the required information
meets this requirement.

1. The facility's admission and continued
residency criteria;

2. The daily, weekly or monthly charge to reside
in the facility and the services, supplies, and
accommodations provided by the facility for that
rate;

3. Personal care services that the facility is
prepared to provide to residents and additional
costs to the resident, if any;

4. Nursing services that the facility is prepared to
provide to residents and additional costs to the
resident, if any;

5. Food service and the ability of the facility to
accommodate special diets;

6. The availability of transportation and additional
costs to the resident, if any;

7. Any other special services that are provided by
the facility and additional cost if any;
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8. Social and leisure activities generally offered
by the facility;
9. Any services that the facility does not provide
but will arrange for the resident and additional
cost, if any;
10. The facility rules and regulations that
residents must follow as described in Rule
59A-36.007, F.AC.;
11. The facility policy concerning

pursuant to Section 429,255,
F.S., and Rule 53A-36.009, F.A.C., and Advance
Directives pursuant to Chapter 765, F.S.;
12. I the facility is licensed to provide extended
congregate care, the facility's residency criteria
for residents receiving extended congregate care
services. The facility must also provide a
description of the additional personal, supportive,
and nursing services provided by the facifity
including additional costs and any limitations on
where extended congregate care residents may
reside based on the policies and procedures
described in Rule 59A-36.021, FA.C;
13. If the facility advertises that it provides special
care for individuals with and
related , @ written description of (hose
special services as required in Section 429177,
F.S,; and,
14. The facility's resident elopement response
policies and procedures.
(b) Before or at the time of admission, the
resident, or the resident's responsible party,
guardian, or attorney-in-fact, if applicable, must
be provided with the following:
1. A copy of the resident’s contract that meets the
requirements of Rule 59A-36.018, FAC,,
2. A copy of the facility statement described in
paragraph (a) of this subsection, if one has not
already been provided,
3. Acopy of the resident's bill of rights as required
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by Rule 59A-36.007, F.A.C.; and,

4. A Long-Term Care Ombudsman Program
brochure that includes the telephone number and
address of the district office.

(c) Documents required by this subsection must
be in English. I the resident is not able to read, or
does not understand English and transtated
documents are not avaitable, the facility must
explain its policies to a family member or friend of
the resident or another individual who can
communicate the information to the resident.

400.0078

(2) Upon admission to a long-term care facility,
each resident or representative of a resident must
receive information regarding:

(a) The purpose of the State Long-Term Care
Ombudsman Program.

(b) The statewide toll-free telephone number and
e-mail address for receiving complaints.

(c) information that retaliatory action cannot be
taken against a resident for presenting
grievances or for exercising any other resident
right.

(d) Other relevant information regarding how to
contact representatives of the State Long-Term
Care Ombudsman Program.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the admission packet contained

all required information.

This is an uncorrected citation.

The findings included:

Areview of the admission packet revealed the
following missing information per Fiorida
Administrative Codes 59A-36.006 and
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50A-36.007(d) 3, 4, and 58A-36.011(3)(a), (),
(M.

1. Medication Storage procedure - incomplete
Exhibit Q, based on observed medication carts on
both floors of the Assisted Living and in the
secured memory care unit.

2. Elopement procedure - incomplete Exhibit Q
based on missing staff procedure for elopements.
3 Administration schedule - missing.

Control, Sanitation, and Universal
Precaut!ons policy and procedure - incomplete
Exhibit Q which lacked universal precautions,
personal Protective Equipment and when to use
such, and handwashing protocol no specifying
when to wash . Exhibit Q
5. Physical policy and procedure -
incomplete Exhibit Q states non-use of s
however, observation on during
medication pass in , revealed
bed rails and scoop matiresses.

8. Telephone Usage provides there will be access
to a community phone to place and receive calls
in private, however, the facility does not provide a
location with privacy in the assisted living or the
memory care units.

Florida Statutes Chapter 429.28(d) requires
unrestricted private communication, including . . .
access to a telephone . . . between the hours of
9am. and 9 p.m. at a minimum. Exhibit Q
interview on at approximately 3:40 p.m.,
the Acting Administrator said the Nursing office
and the Memory Care Directors office are
available. She verified these offices were in use
during the day shift and locked upon staff
departure. She did not address how this qualified
as unrestricted private access.

7. Grievance Procedure - incomplete Exhibit E ,
as #tincluded a time frame for step 1-4, but
lacked time frames for step 5-7.

8. The Informed Consent, AFDocs 199381817,
AHCA Form 3020-6001
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lacked information that the 6 hour trained
medication technicians were overseen by a
nurse.

During an interview on at approximately
2:30 p.m,, the Regional Heaith and Weliness
Director said she did not know why the contract
lacked the cited clauses.

Class It
{A030} 59A-36.007(5) FAC; 429.28( ) FS 429.27 {A030}
$8=D Resident Care - Rights & Facility Procedures

59A-36.007

(5) RESIDENT RIGHTS AND FACILITY

PROCEDURES.

(a) A copy of the Resident Biil 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-36.006, F.AC.

(b) In accordance with Section 429.28, F.S., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a 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.

(¢) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to all
residents. The tefephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; , Rights Florida,
1(800)342-0823; the Agency Consumer Hotline
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1(888)419-3456, and the statewide toll-free
telephone number of the Florida Hotline,
1(800)96- 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-paint font.
(d) The facility must have a written statement of
its house rules 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 responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and

6. Administrative and housekeeping schedules
and requirements;

7. 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 facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facility, 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 to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.8. The facility must allow unidentified telephone

AHCA Form 3020-0001
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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 & 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 fegal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every residentofa
facility shall have the right to:

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

(b) Be treated with consideration and respect and
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
living quarters, so as to maintain individuality and
personal 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 9 a.m. and 9 p.m.
at a minimum. Upen request, the facility shall
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,
autonomy, and interaction within the community,

AHCA Form 3020-0001
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(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 s, 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, inciuding
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.
(i) 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 heaith care

, and the performance of health
care services in accordance with s. 429.255
which are consistent with established and
recognized standards within the community.
(k) At least 45 days' notice of relocation or
termination of residency from the facility unfess,
for medical reasons, the resident is certified by a
physician fo 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 shall be
given at least 45 days’ notice of a nonemergency
relocation or residency termination. Reasons for

AHCA Form 3020-0001
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relocation must be set forth in writing and
provided to the resident or the resident's legat
representative. The notice must state that the
resident may contact the Siate Long-Term Care
Ombudsman Program for assistance with
relocation and must include the statewide toll-free
telephone number of the program. In order for a
facility to terminate the residency of an individual
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

(l) 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 shall
establish a grievance procedure to facifitate the
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 facitity shall ensure that
a written notice of the rights, and
prohibitions set forth in this part is posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
notice must inciude the statewide toli-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 compiaint made to the Office of State
Long-Term Care Ombudsman or a local
long-term care ombudsman council, the names
and identities of the residents involved in the

AHCA Form 3020-0001
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complaint, and the identity of complainants are
kept confidential pursuant to s, 400.0077 and that
retaliatory action cannot 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 council, the Elder

Hotline operated by the Department of
Children and Families, 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
possible, unless the resident is adjudicated

\ or . under state law,
managing his or her own affairs.
(b) The admission of a resident to a facifity and
his or her presence therein shall not confer on the
facifity or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shall
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 observation and interview, the facility
failed to post all required telephone numbers and
failed to provide a telephone in both the Assisted
Living and Memory care section of the facility.
This is an uncorrected deficiency.
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The findings included:

On from 9:30 a.m. to 12:00 p.m., a tour of
the common areas of the assisted living floors
and the memory care unit revealed there were no
posting of the statewide toll-free telephone
number for , Rights Florida, and the
Agency for Health Care Administration complaint
line. The Memory Care Unit also lacked the
Etderly posting.

Cn . @ review of the admission packet
revealed Exhibit Q, Telephone Usage, provides
there will be access to a community phone to
place and receive calls in private. However, the
facility does not provide a location in the assisted
living or the memory care units,

Florida Statutes Chapter 429.28(d) requires
unrestricted private communication, including . . .
access to a telephone . .. between the hours of
9a.m. and 9 p.m. at a minimum.

in an interview on at approximately 3:40
p.m., the Acting Administrator said the Nursing
office and the Memory Care Director's office are
available. She verified these offices were in use
during the day shift and locked upon staff
departure. The administrator said the residents
would have to request to utitize these phones.
She did not address how this qualified as
unrestricted private access.

Class Ilf

429.266(  ); 59A-36.008(3) Medication -
Assistance with Self-Admin

{A030)

{A052)
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429.256

(3) Assistance with self-administration of
medication includes: (a) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilled by the manufacturer are considered
medications in previously dispensed, properly
labeled containers,

(b) in the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify ali of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.

(c) Placing an oral dosage in the resident's

or placing the dosage in another container and
helping the resident by lifting the container fo his

or her .

(d) Applying ,  medications.

(e) Returning the medication container to proper
storage.

(f} Keeping a record of when a resident receives
assistance with self-administration under this

section.

(g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and pouring the

prescribed premeasured dose of medication into
the dispensing cup of the
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(4) Assistance with self-administration of
medication does not include:
(a) Mixing, . . converting, or

. medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
(b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
(c) Administration of medications by way of a tube
inserted in a , of the body.
(d) Administration of | preparations.
(e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
(f} Assisting with s ,or
preparations.
(g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific
parameters that preclude independent judgment
on the part of the unlicensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
(h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.
(5) istance with the self- ini ion of
medication by an unlicensed person as described
in this section shall not be considered
administration as defined in 5. 465.003.

59A-36.008
(3) ASSISTANCE WITH
SELF-ADMINISTRATION.
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(a) Any unlicensed person providing assistance
with self-administration of medication must be

. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, F.A.C., and
must be available to assist residents with
self-administered medications in accordance with
procedures described in Section 429.256, F.S.
and this rule.

(b) in addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
to take medications as prescribed.

(c) in order fo facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also retumn unused
doses 1o the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.

(d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
heaith care provider and documented in the
resident's record.

(e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed:

1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,

2. The medication container may be given to the
resident, a friend, or family member upon leaving
the fagility, with this fact noted in the resident's
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medication record,
3. The medication may be transferred to a pifl
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or
4. Medications may be separately prescribed and
dispensed in an easier to use form, such as unit
dose packaging.
(f) Assistance with self-administration of
medication does not include the activities detailed
in Section 429.256(4), F.S.
(g) As used in Section 429.256(4)(h), F.S., the
terms "judgment" and "discretion” mean
interpreting vital signs and evaluating or
assessing a resident's condition.
(h) All trained staff must adhere to the facility's
controf policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on record review, and observation, the
facility failed to properly assist with
self-administration of medication for of 3
(Residents #28, #29, and #30) of 7 residents
observed when unlicensed staff (Z, and EE)
administered medications.

The findings included:

1.0n at 11:18 a.m., during observation of
medication pass Medication Technician (Med
Tech) Staff Z reviewed Medication Observation
Record {MOR) for Resident #29, opened the
locked box in the med cart and removed 1
prefilled syringe of 0.25 milliliter (ml) |

. Staff Z entered Resident #29's apariment
AHCA Form 3020-6001
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and told the resident she had his | medication.

Staff Z instructed Resident #29 to open his
and the Med Tech proceeded to place the
pre-filled oral syringe in Resident #29's

and depress the syringe plunger, administering
the medication.

2.0n at 11:28 a.m., during med pass the
(MOR) for Resident #28 was reviewed. The
resident was to receive a 40 milligram {mg) tablet
of _ .{Med Tech) Staff Z placed the

- into a cup with applesauce.
Approximately 5 minutes later the Med Tech
entered Resident #28's room, scooped the
applesauce with the medication into a spoon and
fed it to the resident. There was no assistance by
the resident.

During an interview on at 11:28 a.m., Med
Tech Staff Z stated Resident #28 has difficulty
swallowing pilis and she routinely let pill sit in a
cup of applesauce to soften the tablet before
giving the medication to the resident.

3.0n at 11,55 a.m., during med pass a
review of the MOR for Resident #30 revealed
physician orders to assist the resident take one
0.5mg s tablet 4 times per day as
needed for ,. Staff EE placed the 0.5 mg

,  tabletin a disposable cup. She took
the medication with a cup of chocolate pudding
into Resident #30's room. Staff EE reassured
Resident #30 as she scooped up the pudding and
poured the tablet on the top. Med Tech Staff EE
fed Resident #30 the 0.5 mg . tablet
and pudding. The resident did not assist with
taking the medication.

Med Techs neither Staff Z nor Staff EE have a
license to administer medication.

AHCA Form 3020-0001

STATE FORM 6899 MLNVT2 # continuation sheet 16 of 26




PRINTED: 03/11/2024

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
R
AL 11969737 B.WING 02/22/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
2219 CHIQUITABLVD S
HE GALLERY AT CAP| RAL
THEG £l CAPE CO CAPE CORAL, FL 33991
(XAHD SUMMARY STATEMENT OF DEFICIENCIES 5] PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{A 052} Continued From page 16 {A 052}
Class It
A057 59A-36.008(8) FAC Medication - Over The A057
Counter {OTC) Products

(8) OVER THE COUNTER (OTC) PRODUCTS.
For purposes of this subsection, the term over
the counter includes, but is not limited to, over the
counter medications, , nutritional
supplements and nutraceuticals, hereafter
referred to as OTC products, that can be sold
without a prescription.

(a) A facility may keep a stock supply of OTC
products for multiple resident use. When
providing any OTC product that is kept by the
facility as a stock supply to a resident, the staff
member providing the medication must record
the name and amount of the OTC product
provided in the resident’s medication observation
record. Alt OTC products kept as a stock supply
must be stored in a locked container or secure
room in a central location within the facility and
must be labeled with the medication’s name, the
date of purchase, and with a notice that the
medication is part of the facility’s stock supply.
(b) OTC products, including those prescribed by
a heaith care provider but excluding those kept
as a stock supply by the facifity, must be labeled
with the resident's name and the manufacturer's
label with directions for use, or the health care
provider's directions for use. No other labefing
requirements are required.

(c) Residents or their representatives may
purchase OTC products from an establishment of
their choice.

(d) A heatth care provider's order is required
when a nurse provides assistance with
self-administration or administration of OTC
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products. When an order for an OTC product
exists, the order must meet the requirements of
paragraphs (b} and (¢) of this subsection. A
health care provider's order for OTC products is
not required when a resident seff-administers his
or her medications, or when unficensed staff
provides assistance with self-administration of
medications.

This Statute or Rule is not met as evidenced by:
Based on record review, observations, and
interview, the facility failed to ensure that over the
counter medications were labeled with resident's
name and manufacturer's directions for use or
the healthcare providers directions for use for 1
(Resident #28) of 1 resident observed for over the
counter (OTC) medication.

The findings inciuded

On at 11:02 a. m., review of the
Medication Observation Record (MOR) for
Resident #28 revealed that 1 tablet of IB Guard
was to be given three times a day before each
meal. The Manufacturers label on the OTC
medication box read that two tablets were to be
given 3 times a day. The medication bottie was
not labeled with the residents name. The
Manufacturer's medication box had no physician
label with directions attached to the box indicating
other dosage than the manufacturer
recommendation.

On at 11:04 a.m., Med Tech Staff DD was
observed dispensing 1 tablet IB Guard to the
resident. Resident #28 took the dose as
presented.

On at 11:07 a.m. during an interview,
Med Tech Staff DD revealed that she was
AHCA Form 3020-0001
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following the MOR and physician orders and had
not read the manufacturers dosage instructions
for the over the counter medication. Staff DD
could not explain why there was no dosage
instructions attached to the box matching the
physician orders,
Class Ilf
A 083 59A-36.011(5) FAC Training - First Aid and A 083
§8=D

(5) FIRST AID AND

{ ). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.
(a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved fo
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose training
is accredited by the Commission on Accreditation
for Pre-Hospital Continuing Education satisfies
this requirement.
(b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part jll, F.S,, shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview, the facifity
failed to ensure a staff member who had
completed courses in First Aid and was in
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the facility at all times for 4 (Staff CC, Staff DD,
Staff Z, and Staff EE) of 4 staff reviewed.

The findings included:

On , employee review of the personnel
records for Care Partner Staff CC, hired on

; Medication Technician (Med Tech) Staff
DD, hired on ; Med Tech Staff Z, hired on

s and Med Tech Staff EE, hired on

revea ed there was no documentation of First Ald
or training from an instructor approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council or an organization accredited by
the Commission on Accreditation for Prehospital
Continuing Education.

On , review of the staffing schedule for the
week of to showed no one with
First Aid or training was working from 7:15
p.m. to 7:00 a.m. on {with Staff EE
workmg from 3:00 p.m. to 11115 p.m.); no one on

(with Staff DD working from 3:00
p.m. to 11 15 p.m.); (with Staff DD and
Staff £E working from 3:00 p.m. to 11:15 p.m.);
and {with Staff EE working from 3:00
p.m.to 11:15 p.m.}.

On at 1:35 p.m., the Acting Administrator
acknowledged the finding and confirmed that they
did not have any documentation of First Aid and

training for employees working 7:15 p.m. to
7:00 am. on , , and that the building was
not staffed with an employee who had completed
approved courses in First Aid and for all of

. B , and

Class Ili
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{/S\SM%} 58A-36.018 FAC; 429.24 FS Resident Contracts | {A 167}
59A-36.018 Resident Contracts.

(1) Pursuant to section 429.24, F.S., the facility
must offer a contract for execution by the resident
or the resident's legal representative before or at
the time of admission. The contract must contain
the following provisions:

(a) Alist of the specific services, supplies and
accommodations o be provided by the facility to
the resident, including limited nursing and
extended congregate care services that the
resident elects to receive;

(b) The daily, weekly, or monthly rate;

(c) Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule that must be attached to
the contract;

(d) A provision stating that at least 30 days written
notice wilt be given before any rate increase;

(e) Any rights, duties, or " of residents,
other than those specified in section 429.28, F.S.;
(f) The purpose of any advance payments or
deposit payments, and the refund policy for such
advance or deposit payments;

(g) Arefund policy that must conform to section
429.24(3), F.S,;

(h) Awritten bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facility, or, facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Untit such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility uniess the resident's medical condition
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prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident's behalf;
(i) A provision stating whether the facility is
affiliated with any religious organization and, if so,
which organization and its refationship to the
facility;
(i) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facility is licensed to provide, the resident or the
resident's representative, or agency acting on the
resident's behalf, must be notified in writing that
the resident must make arrangements for
transfer to a care setting that is able to provide
services needed by the resident. In the event the
resident has no one to represent him or her, the
facility must refer the resident to the social
service agency for placement. if there is
disagreement regarding the appropriateness of
placement, provisions outlined in section
429.26(8), F.S., will take effect;
(k) A provision that residents must be assessed
upon admission pursuant to subsection
59A-36.006(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4), of that ruie;
() The facility's policies and procedures for
self-administration, assistance with

f i fon, and i ion of
medications, if applicable, pursuant o rule
B59A-36.008, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8} of that rule; and,
(m} The facility's policies and procedures related
to a properly executed DH Form 1898,

(2) The resident, or the resident's representative,
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must be provided with a copy of the executed
contract.

(3) The facility may not levy an additional charge
for any supplies, services, or accommodations
that the facility has agreed by contract to provide
as part of the standard daily, weekly, or monthly
rate. The resident or resident's representative
must be furnished in advance with an itemized
written statement setling forth additional charges
for any services, supplies, or accommodations
available to residents not covered under the
contract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommodations not provided under
the original agreement. Such addendum must be
dated and signed by the facility and the resident
or resident's legal representative and a copy
given to the resident or resident's representative,

42924 FS

(1) The presence of each resident in a facility
shall be covered by a contract, executed at the
time of admission or prior thereto, between the
licensee and the resident or his or her designee
or legal representative. Each party to the contract
shall be provided with a duplicate original thereof,
and the licensee shall keep on file in the facility alt
such contracts. The licensee may not destroy or
otherwise dispose of any such contract until 5
years after its expiration.

(2) Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facility; the rates or charges; provision for at least
30 days' written notice of a rate increase; the
rights, duties, and » of the residents,
other than those specified in s, 429.28; and other
matters that the parties deem appropriate, A new
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service or accommodation added to, or
implemented in, a resident’s contract for which
the resident was not previously charged does not
require a 30-day written notice of a rate increase.
Whenever money is deposited or advanced by a
resident in a contract as security for performance
of the contract agreement or as advance rent for
other than the next immediate rental period:

(a) Such funds shali be deposited in a banking
institution in this state that is located, if possible,
in the same community in which the facility is
located; shall be kept separate from the funds
and property of the facility; may not be
represented as part of the assets of the facility on
financial statements; and shall be used, or
otherwise expended, only for the account of the
resident.

(b) The ficensee shall, within 30 days of receipt of
advance rent or a security deposit, nofify the
resident or residents in writing of the manner in
which the licensee is holding the advance rent or
security deposit and state the name and address
of the depository where the moneys are being
held. The licensee shalt notify residents of the
facility's policy on advance deposits.

(3)(a) The contract shall include a refund policy to
be implemented at the time of a resident's
transfer, discharge, or -

(b) if a ficensee agrees to reserve a bed for a
resident who is admitted to a medicat facility,
including, but not fimited 1o, a nursing home,
health care facility, or | facility, the
resident or his or her responsible party shall notify
the ficensee of any change in status that would
prevent the resident from returning to the facility.
Untit such notice is received, the agreed-upon
daity rate may be charged by the licensee.

(¢) The purpose of any advance payment and a
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refund policy for such payment, including any
advance payment for housing, meals, or personal
services, shall be covered in the contract.

(4) The contract shall state whether or not the
facility is affiliated with any religious organization
and, if so, which organization and its general
responsibility to the facility.

(5) Neither the contract nor any provision thereof
relieves any licensee of any requirement or

o imposed upon it by this part or rules
adopted under this part.

(6) In lieu of the provisions of this section,
facilities certified under chapter 651 shalt comply
with the requirements of s. 851.055.

(7) Notwithstanding the provisions of this section,
facilities which consist of 60 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
il of chapter 83, provided that the lease is
terminated automatically without financial penalty
in the event of a resident's or relocation
dueto, , hospitalization or to medical
reasons which necessitate services or care
beyond which the facility is licensed to provide.
The date of termination in such instances shall be
the date the unit is fully vacated. A lease may be
substituted for the contract if it meets the
disclosure requirements of this section. For the
purpose of this section, the term "apartment”
means a room or set of rooms with a kitchen or
kitchenette and lavatory located within one or
more buildings containing other similar or like
residential units.

This Statute or Rule is not met as evidenced by:
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Based on record review, and interview, the facility
failed to ensure the contract contained all
required information. This is an uncorrected
deficiency.

The findings included:

Areview of the contract revealed the following
missing information per Florida Statutes {FS)
429.24, and Florida Administrative Codes (FAC)
59A-36.018. and 59A-36.006(3)(a) 5.
1. Specialty diets the facility will provide.
2. Explanation of the special services and
accommodations for the residents of the Memory
Care Unit as required by 429,177 and
59A-36.006(3)(a)13.
3. Exhibit B Additional Services (ancillary
charges) sheet did not include specific prices as
required by F.S. 428.24 and F.A.C.
59A-36.006(3)(a)7. and 59A-36.018(1)(c). For
Care Exhibit B shows, "See Concierge for
prices.”

During an interview on at approximately
2:30 p.m., the Regional Health and Wellness
Director said she did not know why the contract
lacked the previously cited clauses. She said the
Concierge had the prices for several,  sitting
services and would provide the information to the
residents, so they could make arrangements
directly with the service providers. She was
unsure why the information was not included in
the packet.

Class Ilf
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