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Initiat Coraments

An unannounced Relicensure survey and
Generator Monitoring survey were conducted on
at Christaliis Manor, Corp. The facility
had deficiencies identified retated to the
Relicensure survey at the time of the visit.

59A-36.007(9) ASSISTIVE DEVICES

(9) ASSISTIVE DEVICES. Facilities are
responsible for ensuring the safe usage of a
resident's assistive devices.

{a) The facility must have policies and procedures
that include the requirements and methods for
assessing the physical condition of assistive
devices that may injure the resident and
procedures for recommending repair or
replacement for the continuing safety of a
resident's assistive device.

{b) Documentation of each assistive device a
resident uses must be included in the resident's
record.

{c) Direct care staff using assistive devices while
rendering personal services to residents must
know how to operate and utilize the equipment.
{d) All assistive devices must be clean, in good
repair, and free of hazards.

{e) The facility must encourage and allow the
resident to function with independence when
using the assistive device.

This Statute or Rule is not met as evidenced by:
Based on observation, record reviews, and
interviews, the facility failed to have
documentation of an assistive device on file for 3
of 6 sampled residents’ records reviewed
{Resident #2, #3 and #4).

The findings included:
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Observations made by this surveyor on

revealed Resident # 2 was seated in
a wheelchair in the common area awaiting the
assistance of Staff D (Caregiver) to go outside of
the facility for a watk.

Observation made by this surveyor on

revealed Resident # 3 was walking with the
assistance of a walker inside the facility and
preparing to go outside of the facility with Staff D
for a walk.

Observation made by this surveyor revealed
Resident # 4 was seating in a wheeichair in the
common area awaiting the assistance of Staff D
{Caregiver) to go outside of the facility for a walk.

Areview record of Resident #2's file revealed an
admission date of . Review of
Resident #2's Health Assessment {AHCA form
1823) dated indicated the resident
requires assistance with alf Activities of Daily
Living (ADLSs). Further review of the (AHCA form
1823) and the file failed to indicate the resident's
wheelchair as an assistive device.

A review record of Resident #3's file revealed an
admission date of . Review of
Resident #2's Health Assessment form (AHCA
form 1823) dated indicated the resident
requires assistance with all Activities of Daily
Living (ADLSs). Further review of the health
assessment (AHCA form 1823) and the file failed
to indicate the resident’s wheelchair as an
assistive device.

Areview record of Resident #4's file revealed an
admission date of . Review of
Resident #2's Health Assessment {AHCA form
1823) dated indicated the resident
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requires assistance with all Activities of Daily
Living (ADLSs). Further review of the health
assessment (AHCA form 1823) and the file failed
to indicate the resident's wheelchair as an
assistive device.

During an interview on at 3:38 PM
with the Administrator, she stated the Doctor did
not document alt residents’ assistive devices to
reflect on the resident's heaith assessment.

Class #ll

A052 429.256( ) 59A-36.008(3) Medication - A052
Assistance with Self-Admin

428.256

{3) Assistance with self-administration of
medication includes: (&) Taking the medication, in
its previousty dispensed, properly labeled
container, from where it is stored, and bringing it
1o the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilied 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 o opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
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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 to 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 & . 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
{4) Assistance with self-; admlmstratlon 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 preparanon of syrmges for mjecnon orthe

of by any inj

foute.
{c) Administration of medications by way of a tube
inserted ina , 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 . ,or
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority fo be given "as needed,”
unless the order is written with specific

that preclude & judgment
on the part of the unlicensed person, and the
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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.
i with the seff. ini ion of
byan person as
in this section shalt not be considered
administration as defined in s. 465.003.

59A-36.008
{3) ASSISTANCE WiTH
SELF-ADMINISTRATION.
{a) Any unlicensed person providing assistance
with seif-administration of medication must be
. .. or older, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, FA.C,, and
must be available to assist residents with

- ini d ications in 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 to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to 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
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the medication. Any concerns about the
resident’s reaction to the medication or suspected
noncompliance must be reported to the resident's
health 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 facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
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
i vital signs and ing or
assessing a resident's condition.
(h) Al trained staff must adhere 1o the facility's
control policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rute is not met as evidenced by:
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Based on observation, record review and
interview the facility failed to follow specific written
parameters that were documented on the
Medication Observation Record {MOR) for 1 out
of 6 sample residents (Resident #4).

The findings included:

An observation during a Medication Pass (Med
Pass) at 5:15PM this surveyor observed Staff C
{Caregiver) assisting Resident #4 with his
medications.

Review of the MOR dated through
revealed Resident #4 was prescribed
the following medications with specific
parameters,
1) Geri- TOOMG/BML Take by 5ML
Four times Each Day for . Wwith the following
parameters: 8:00 AM, 12:00 PM, 5:00 PM, and
8:00 PM

2) . 40MG Tablet Take on tablet by
at bedtime at 8:00 PM

3 .. 4 MG TAB -take one tablet by
at bedtime at 8:00 PM

4) ) 7.5 MG CAP- Take one capsule

by at bedtime at 8:00 PM

5) {Gen} 326MG Tab-Take one tablet by
twice daily at 8:00 AM and 5:00 PM

Further observation revealed Staff C was
observed assisting Resident #4 with
self-administration of medication. Resident #4
was observed taking two dosages for medication
Geri- at 5:15 PM. However, the MOR
documented 5:00 PM and 8:00 PM. Furthermore,
Staff C was observed giving 8:00 PM medication
at 5:15 PM ( and
L)
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During an interview on at 5:26 PM
with Staff C {Caregiver), she stated she assisted
Resident # 4 with all (5PM and 8PM) her
prescribed medications because she was going
o bed.
During an interview on at 5:29PM
with Staff A {(Administrator), she stated Staff C
was nervous, and she could just correct her
mistakes. She stated Staff C has been passing
the medications for a long time, and she never
made that kind of error before. Staff A
{Administrator) acknowledged the findings.
Class #l
A167) 59A-36.018 FAC; 429.24 FS Resident Contracts Ate7

59A-36.018 Resident Contracts.

(1) Pursuant {o 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 of residents,
other than those specified in section 429.28, F.S,;
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{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) A written bed hold poticy 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, facllity. 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
noftification, 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
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 arrangements for
transfer fo 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;
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{k) A provision that residents must be assessed
upon admission pursuant to subsection
B9A-36.006(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
1o subsection {4), of that rule;

(1) The facility's policies and. procedures for
self-administration, assistance with
ini ion, and admini ion of

medications, if applicable, pursuant to rule
59A-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 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 additiona charge
for any supplies, services, or accommodations
that the facility has agreed by contract fo provide
as part of the standard daily, weekly, or monthty
rate. The resident or resident's representative
must be furnished in advance with an itemized
written staterment setting forth additional charges
for any services, supplies, or accommodations
available to residents not covered under the
confract. 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 1o the resident or resident's representative,

42024 FS

{1) The presence of each resident in a facility
shall be covered by a contract, executed at the
time of admission or prior thersto, between the
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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 ficensee shall keep on file in the facility all
such confracts, 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 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.
money is ited or bya
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 shall 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
financiat statements; and shalt 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
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held. The licensee shall 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 A

{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.

{c} 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 affiiated with any refigious 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 lieu 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,
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
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terminated automatically without financial penalty
in the event of a resident's or relocation
duefo, 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
kitchenefte 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:
Based on record review and interview, it was
determined that the facility failed to maintain
accurate residency agreements that reflect the
actual monthly rental rate, for 6 out of 6 sampled
residents’ files reviewed (Resident #1, #2, #3, #4,
#5,#6).

The findings included:

Review of Resident #1's file revealed an
admission date of - Review of
Residertt #1's contract date revealed
a monthily rate of $ 700.00+ LTC (Long-Term
Care). During an interview with the Administrator
at 2:25 PMon , it was revealed
Resident #1's monthly rental contract rafe is §
$2600.00 per month. At this time, the
Administrator was informed that the contract does
not reflect the monthly rental rate of § $2600.00
She agreed that the contract was not accurate.

Review of Resident #2's file revealed an
admission date of . Review of
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Resident #2's confract date revealed
a monthily rate of $1600.00+ LTC (Long-Term
Care). During an interview with the Administrator
on at 2:55 PM, it was revealed that
Resident #2's monthly rental contract rate is
$3500.00 per month. At this time, the
Administrator was informed that the contract does
not reflect the monthly rental rate of $3500.00.
She agreed that the contract was not accurate.

Review of Resident #3's file revealed an
admission date of - Review of
Resident #3's confract date revealed
a monthly rate of $ $740.00+ LTC (Long-Term
Care). During an interview with the Administrator
on at4:12 PM, it was revealed
Resident #3's monthly rental contract rafe is §
2640.00 per month. At this time, the Administrator
was informed that the contract does not reflect
the monthly rental rate of 2640.00. She agreed
that the contract was not accurate.

Review of Resident #4's file revealed an
admission date of . Review of
Resident #4's contract date revealed
a monthly rate of $ 740 + LTC (Long-Term Care),
During an interview with the Administrator on

at 4:50 PM, it was revealed Resident
# 4's monthly rental contract rate is $ 2640.00 per
month. At this time, the Administrator was
informed that the contract dees not reflect the
monthly rental rate of $ 2640.00. She agreed that
the confract was not accurate.

Review of Resident #5's file revealed an
admission date of . Review of Resident
#5's contract date revealed a monthly
rate of $ 800.00+ LTC (Long-Term Care}. Duting
an interview with the Administrator on

at 5:00 PM, it was revealed Resident #5's
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monthly rental contract rate is $2700.00 per
month. At this time, the Administrator was
informed that the contract does not reflect the
monthly rental rate of $2700.00. She agreed that
the confract was not accurate.

Review of Resident #6's file revealed an
admission date of Review of Resident
#6's contract date revealed a
monthly rate of § 1500+ LTC {Long-Term Care).
During an interview with the Administrator on

at 5:10 PM, it was revealed Resident
#6 's monthly rental contract rate is $3400.00 per
month. At this time, the Administrator was
informed that the contract does not reflect the
monthly rental rate of $3400.00. She agreed that
the confract was not accurate.

Class il
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