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A000; Initial Comments A 000

A reficensure, limited nursing services,
emergency power plan monitoring and health
facility reporting system survey was conducted at
Vitlage on the isle on through

Deficiencies were identified at the time of the
survey.

AD52 429.256( ); 59A-36.008(3) Medication - A052
88=D | Assistance with Self-Admin

429.256
(3) Assistance with seff-administration of
medication includes: (&) Taking the medication, in
its previously 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
prefilled by the manufacturer are considered

cath in previ i properly
{abeled 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 all 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 to his
or her
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{d) Applying medications.
{e) Returning the medication container to proper
storage.

{f) Keeping a record of when a resident receives
assistance with seif-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
i dose of
the dispensing cup of the
{4) Assistance with seif-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
inistration of medications by any i

vinto

route,
{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 s ,or
preparations.
{g) Assisting with medications ordered by the
physician or health care professionat with
prescriptive authority to be given "as needed,"
unless the order is written with specific

that preciude i judgment
on the part of the unficensed 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,
{n} Medications for which the time of
administration, the amount, the strength of
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dosage, the method of administration, or the

reason for administration requires judgment or

discretion on the part of the unlicensed person.

{5) Assistance with the self-admini: ion of
ication by an unli person as

in this section shall not be considered

administration as defined in 5. 465.003.

59A-36.008

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{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 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
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.
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{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
orgarizer 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. icat may be sep iy P and
dispensed in an easier to use form, such as unit
dose packaging.
{f) Assistance with seff-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 ing or
assessing a resident's condition.
{h) All trained staff must adhere to the facility's
control policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to ensure assistance with
self-administered medication for 5
milligrams 3times aday and . 2litersas
needed to keep levels above 92%
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for 1 (Resident #10) out of 3 residents reviewed
for medication assistance.

The findings included:

Resident #10's physician's orders active as of
revealed an order dated to check

saturation every shift and administer

... 2litersasneededtokeep .

saturation levels in the bloodstream above 92%
and a second physician's order dated to
administer 10 milligrams {mg) three (3}
times a day. Hold if s
{ ) was greater than 110.

Record review of the Medication Observation
Record (MOR) dated through did
not contain instructions to check the
saturation levels every shift and there were no
.. saturation levels recorded on the MOR.
Further the MAR did not contain instructions to
hold the medication for a greater
than 110. The MOR did not contain
, readings. The MORS contained
documented evidence staff were giving Resident
#10 5 mg three times a day.

Record review of Resident #10's
Summary revealed
done on and

.. SATs
saturation levels were

Record review on found Resident #10's
Plan of Care Response History for quarterly

{ )revealed one (1}
., reading on
Observation of Resident #10's container for the
12:00 noon dose of 5 mg revealed

special instructions: **Hold if greater than
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On at 12:33 p.m., observed Medication
Staff F during icatit i

with Resident #10. Staff £ handed the resident
5 mg. Staff F did not check the

. to make sure the was not greater

than 110,

On at 10:32 a.m,, during a telephone
interview, the Pharmacist said is used
to increase ifitis-too low. He said
the Ad d Nurse Practiti

{APRN) gave instructions to hold for greater

than 110, so the pharmacy included it on the
medication label.

On at 1:51 p.m,, during an interview,
Licensed Practical Nurse (LPN) Staff B said they
take the . if the doctor orders it.
She said the Director of Nursing transcribed the
physician's orders onto the MORs, She said
there is space on the MOR to type special
instructions, like holding the medication for

, greater than 110,

On at 2:32 p.m., during an interview, the
Director of Nursing (DON) said she is responsible
for transcribing the physician's orders onto the
MORs. She said she missed the order for
Resident#10to assessthe |, saturation
{evels every shift, and she missed the special
instructions to hold the 5 mg for
greater than 110. She said she would normally
call the APRN and have the instructions
removed, but she did not do that.

On at 3:23 p.m,, during an interview, the
APRN said she did not have a request to remove
the instructions to hold 8 mg for
above 110. The APRN said the ALF staff should
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be checking the saturation levels
each shift to make sure the levels are above
92%.
Class Hl
A 167! B9A-36.018 FAC, 429.24 FS Resident Contracts A187
88=D

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) A list 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) A list of any additionai 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.;
{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 poficy 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
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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 retuming to the facility. Until such
writien notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facifity 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 to act on the resident's behalf;
{i) A provision stating whether the facility is
affiliated with any refigious organization and, if so,
which organization and its relationship to the
facility;
{j) 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 io provide
services needed by the resident, In the event the
resident has no one to represent him or her, the
facifity 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 rule;
{1) The facility's policies and procedures for
self-administration, assistance with

If- ini fon, and inis ion of
medications, if applicable, pursuant to rule
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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
10 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 facifity 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 setfing forth additional charges
for any services, supplies, or accommodations
available to residents not covered under the
contract. An addendum must be added fo 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.

428.24 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
ficensee 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 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
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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
implernented 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 facllity 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
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) It a licensee agrees to reserve a bed fora
resident who is admitted to a medical facility,
including, but not limited 1o, & nursing home,
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health care facility, or | facility, the

resident or his or her responsible party shail notify
the licensee of any change in status that would
pravent 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 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 requitement or

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

(6} In lieu of the provisions of this section,
facifities 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
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
peyond which the facility is licensed to provide.
The date of termination in such instances shali be
the date the unit is fully vacated. Alease may be
substituted for the contract if it meets the
disclosure requirements of this section. For the
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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 fike
residential units.

This Statute or Rule is not met as evidenced by:
Based on interview, and record review, the facility
failed to ensure a list of the specific services,
supplies and accommodations to be provided by
the facility to the resident, including fimited
nursing services that the resident elects o
receive was given to 3 (Resident #8, #14, and
#13) of 3 residents reviewed for contracts. The
facility failed to provide the list of additional
services and charges in a fee schedule that was
signed by the facility, the resident and/or the
resident's representative.

The findings included:

Resident #8's contract signed and dated
revealed on page 3: "...Limited Nursing Services
may require additional charges for supplies and
care. They are described in Addendum B of the
Agreement..." The confract did not contain a list
of additionat charges for supplies and/or services.
There was no information about Addendum B,

Resident #14's contract signed and dated

revealed on page 3: "...Limited Nursing
Services may require additional charges for
supplies and care. They are described in
Addendum B of the Agreement..." The contract
did not contain a list of additional charges for
supplies and/or services, There was no
information about Addendum B.

On at 9:08 a.m,, during a telephone

AHCA Form 3020-0001

STATE FORM

030411

i contingation sheet 12 of 13




PRINTED: 02/18/2028

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
AL11910134 B WING 02/03/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
930 SOUTH TAMIAMI TRAIL
VILLAGE ON THE ISLE
VENICE, FL 34285
(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 187 Continued From page 12 A187

interview, the Power of Attorney (POA) of
Resident #14 said she did not receive a list of
additional supplies and charges.

On at 2:04 p.m,, during a telephone
interview, the POA for Resident #13 said she
does not recall receiving the list of additionat
supplies and charges,

On at approximately 10:00 a.m., the ED
submitted the Assisted Living, Memory Care and
Heaith Center 2026 Ancillary Fee Schedule. The
ED said he did not have a signed
acknowledgment from Residents #8, #14, or #13
or their responsible parties signifying they
received the list.

Class il
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