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Initiat Cormments

An unannounced Relicensure survey, Complaint
survey (#2024010558, #2024012548 &
##2024012726), and a Generator Monitoring
survey were conducted on at The
Promenade. The facility had deficiencies refated
1o the Relicensure survey and Complaint survey
#2024010558 identified at the time of the visit.

59A-36.007(4) FAC Resident Care - Activities of
Daily Living

{4) ACTIVITIES OF DAILY LIVING. Facilittes must
offer supervision of or assistance with activities of
daily living as needed by each resident. Residents
shouid be encouraged to be as independent as
possible in performing activities of daily living.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the facility
failed to ensure assistance with ambulation was
provided as needed for 1 out of 1 sampled resident
{Resident #6).

The findings included:

During interview with Resident #6's representative
on at 12:22 PM, she stated that there
were concerns regarding call bell response time
and operation, inadequate staffing, failing to assist
with ADLs {(activities of daily fiving) and

prevention communicated to the facility's
Administrator and Director Of Nursing through
various emails but that the resolutions had not
been satisfactory. Thelast  that the resident
had on was stated to have occurred
because the staff member present with the
resident at the time was not next to her providing
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balancing assistance, and was instead making the
resident's bed.

Review of the Resident Incident Report dated

notes the resident &t 6:00 PM in her
bathroom with an unidentified staff member
present in the bedroom "assisting with bed” while
the resident was "standing and waiting”. The
investigation into the incident by the facility
indicated the staff member was "re-educated on
the use of safety equipment” and the resident was
"reminded to use pendant when needing
assistance to stand/transfer". Review of the Level
Of Care evaluation dated notes the
resident requires "contact guard” assistance with
mobility. During interview with the Director Of
Nursing on at 3:00 PM, she
acknowledged that this means the caregiver was
supposed {o be next to the resident touching her
while the resident was ambulating. It had not been
identified at the ime of the  prevention concern
and review of the that the caregiver had not
understood or followed the plan of care. The
caregiver had not been educated on an intervention
that was appropriate for this resident's individual
needs for  prevention.

These findings were discussed with the
Administrator and Director Of Nursing on

at 4:00 PM. The facility provided no additional
information for review at this time.

Class #l

A030 59A-36.007(5) FAC; 429.28( ) FS 420.27
Resident Care - Rights & Facility Procedures
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59A-36.007

(8} RESIDENT RIGHTS AND FACILITY
PROCEDURES,

(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
adrmission 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
recelving 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 8 complaint.

{c) The telephone number for lodging complaints
against a facility or facifity staff must be posted in
full view in a common area accessible to 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 Hofline
1(888)419-3456, and the statewide toll-free
telephone nurnber of the Florida Hotline,
1{800)96- or 1{800)362-2873. The
telephone numbers must be posted in close
proximity o a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facifity 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:
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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 ot 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
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 legat rights, benefits, or privileges
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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 fiving 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 8 am. and 9 p.m. at a minimum.
Upon request, the facility shail 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 fo pursue
the highest possible level of independence,

L and i ion within the
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility fo provide safekeeping for funds as provided
ins. 429.27.
{g) Share a room with his or her spouse if both are
residents of the facility,
{h) Reasonable opportunity for regular exercise
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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
religious beliefs or practices, nor any attendance
at refigious 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 tfransportation to health care

. and the performance of health care
servnces in accordance with s, 429.. 255 which are

with i and

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 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 mentaily

, the guardian shall be given at least
45 days notice of a nonemergency retocation 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 toll-free telephone number of the
program. in order for a facility to terminate the
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residency of an individual 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 shall
establish a grievance procedure to facilitate 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 facility shall ensure that
a written notice of the rights, o , and

prohibitions set forth in this partis posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
notice must inciude the statewide toll-free
telephone number and e-mall address of the State
Long-Term Care Ombudsman Program and the
telephone number of the local ombudsman
council, the Eider 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 long-term
care ombudsman councl, 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 cannot be taken against a
resident for p i i or for fsing
any other resident right. The facility must ensure a
resident's access to a telephone to cail the State
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Long-Term Care Ombudsman Program or [ocat
ombudsman councl, the Eider 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, untess 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
personat 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 record review and interviews, the facility
failed to ensure their Filing Grievances And
Complaints Policy and Procedure for receiving and
responding to complaints and to allow
recommendations to facility policies and
procedures was implemented for 2 out of 2
sampled residents (Residents #6 and #8).

The findings included:

Review of the facility's Filing Grievances And
Complaints Policy and Procedure {
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revealed the following steps were 1o be taken by
the facility for complaints:

a. Post instructions and grievances formin a
conspi place. E team to
offer them to visitors, families and residents...If a
tearn member is informed regarding complaints
from families or residents, team members should
subrmit the complaint form.

b. Resolve complaints within 5 days...

©. Maintain a Complaint Log and Complaint File.
Log every complaint and grievance. Keep record
of actions taken regarding the complaint or
grievance.

d. The Complaint Log is to be reviewed daily at
Stand Up Meetings by the Executive Director.

Review of The Resident/Family Grievance Log for
2024 complaints revealed 2 grievances filed for the
year, one for "water issues” on and
another for Resident #8 who was moved in to the
facility's secured unit with an alleged unclear and
misunderstood agreement between the facility and
the resident's representative. There were no
details documented in the file about the resolution
and the follow up to ensure there was no
feoccurence.

1. During interview with Resident #8's
representative on at 11:47 AM, he stated
that the resident was moved into the secured unit
and the facility would not allow the resident to
reside in the main assisted living area, so he
moved the resident out of the facility within 24
hours of move in. He stated the facility had not
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provided a refund for any amount and that this was
not resolved to his satisfaction.

During interview with the Administrator on
at 4:00 PM, she confirmed that the resident's
representative was not provided a refund as the
refund policy and procedure requires the resident's
representative to give 30 days notice of termination
of the resident agreement and that this was not
done prior to the resident's move out date, so the
resident was charged for the month. Review of the
executed resident agreement, including the refund
policy and procedure, could not be completed on
as the facility could not locate it at this
time. 1 is unknown if the resident agreement and

contractual - were reviewed at the time
of the grievance on , and i the stipulations
of the agreement were communicated to the
resident's ive as part of the

to the grievance as this was not documented on
the log or on a grievance form.

2. During interview with Resident #6's
representative on at 12:22 PM, she
stated that there were muitiple concerns regarding
call bell response time and operation, "rude” staff,
inadequate staffing, failing to assist with ADLs
(activites of daily living), medication provision and

prevention communicated to the facility's
Administrator and Director of Nursing through
various emails. None of the grievances with the
resolutions had been logged and filed on grievance
forms. The representative stated that she had not
Dbeen told about grievance filing or any form used
for this, and was not aware of the availability of
these forms in the facility.

During interview with the Administrator on
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at 3:45 PM, she acknowledged that the grievances
for Resident #6 were documented in emails, not
logged or included in the grievance file.
Class il
A 167 50A-36.018 FAC; 429.24 FS Resident Contracts A167

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 to 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 fo
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 will be given before any rate increase;

{e) Any rights, duties, or o 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) A refund pelicy that must conform to section
429.24(3), F.8.;

{h) Awritten bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing fo reserve a bed for a resident
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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. Until such
written notice Is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident's medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible party
o act on the resident’s behalf;

(1) A provision stating whether the facility is
affiiated with any refigious 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 arrangerments for transfer
{0 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
0 subsection (4), of that rule;

(1) The facifity's policies and procedures for
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self-administration, assistance with
if-administration, and administration of
medications, if applicable, pursuant to rule
59A-36.008, F.A.C, This also includes provisions
regarding over-the-counter (OTC) products
pursuant 1o subsection (8) of that rule; and,
{m) The facility's policies and procedures related
{0 a properly executed DH Form 1896,

(2} The resident, or the resident's representative,
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 faclity has agreed by contract to provide
as part of the standard daily, weekly, or monthiy
rate. The resident or resident's representative must
be furnished in advance with an itemized written
statement setting 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 confract
to reflect the additional services, supplies, or
accommodations not provided under the original
agreerent. 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.

429.24 F8

(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 legaf
representative. Each party to the contract shall be
provided with a duplicate original thereof, and the
ficensee shall keep on file in the facility all such
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contracts, The licensee may not destroy or
otherwise dispose of any such contract untit 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 service or

ion added to, or i ina
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 residentin 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 shall be deposited in a banking
institution in this state that is located, if possible,
in the same comrunity in which the facifity is
{ocated; 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 licensee shall, within 30 days of receipt of
advance rent or a security deposit, notify 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 shall notify residents of the
facifity's policy on advance deposits.
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(3)(a) The contract shall include a refund policy to
be implemented at the time of a resident's
transfer, discharge, or AN

{b) If a licensee agrees to reserve a bed for a
resident who is admitted to a medical facility,
including, but not limited fo, a nursing home,
health care facility, or |, facility, the
resident or his or her responsible party shall notify
the licensee of any change in status that would
prevent the resident from returning to the facility.
Until such notice is received, the agreed-upon
daily rate may be charged by the licensee.

{¢) The purpose of any advance payment and a
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

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

{6) In tieu of the provisions of this section, facilities
certified under chapter 651 shall comply with the
requirements of s. 651.055.

{7) Notwithstanding the provisions of this section,
facifities 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
autornatically without financial penalty in the event
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of a resident’s or refocation due to

.. hospitalization or to medical reasons
which necessitate services or care beyond which
the facility is licensed to provide. The date of
tenmination 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 "apariment” means a room
or set of rooms with a kitchen or kitchenette and
favatory located within one or more buildings
containing other similar or fike residential units.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to keep on file in the facility 1 outof 3
sampled residents’ executed contracts with the
facifity.

The findings included:

On at 3:00 PM, the executed contract
between Resident #8 and the facifity was
requested from the Administrator, Resident #8
had been admitted to the facility on as
noted on the Admission/Discharge Report. There
was no contract located at the facility during
review of records on . The Administrator
stated during interview on at 3:45 PM
that the contract could not be found.

Class
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