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A 000, Initial Comments | Aoo0
Assisted Living Facility

A complaint survey, CCR# 2012009816, was
conducted on

The Windsor House assisted living facility had
deficiencies found at the time of the visit.

A 030 58A-5.0182(6) FAC; 429.28 FS Resident Care - A030
Rights & Facility Procedures

(6) RES!DENT RIGHTS AND FACILITY
PROCED!
{a) Acopy of the Resident Bili of Rights as
described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Council shall be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
58A-5.0181, FAC,
(b} In accordance with Section 429.28, F.S,, the
facility shall have a written grievance procedure
for receiving and responding to resident
complaints, and for 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
1 complaint.
| {c) The address and telephone number for
lodgmg complaints against a facility or facility staff
shail be posted in full view in a common area
ible to all resi The and
telephone numbers are: the District Long-Term
Care Ombudsman Council, 1(888)831-0404; the
| Advocacy Center for Persons with
1(800)342—0823 the Florida Local Advocacy
| Council, 1(800)342-0825; and the Agency
Consumer Hotline 1(888)419-3456.
| {d) The statewide toli-free telephone number of

AHCA Form 3020-0001

TITLE (X6} DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
STATE FORM el R7HL11 # continuation sheet 1 of 16




AND PLAN

PRINTED: 09/20/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA

OF CORRECTION JDENTIFICATION NUMBER:

AL11810760

(X2) MULTIPLE CONSTRUCTION
A BUILDING
B.WING __

(X3} DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER
WINDSOR HOUSE

STREET ADDRESS, CITY, STATE, ZIP CODE.

411 HAMILTON CRESCENT
CLEARWATER, FL 33756

PREFIX
TAG

XD |

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUSYT BE PRECGEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

0
PREFIX
TAG

(EAC

PROVIDER'S PLAN OF CORRECTION

DEFICIENCY)

(X5)
\CH CORRECTIVE ACTION SHOULD BE { COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE DATE

A030

AHCAForm

STATE FORM

Continued From page 1

the Florida Hotline " 1(800)96- or
1(800)962-2873 " shall be posted in full view in a
| common area accessible to all residents.
| (e) The facility shall have a written statement of
its house rules and procedures which shall be
| included in the admission package provided
pursuant to Rule 58A-5.0181, F.A.C. The rules
and procedures shall address the facility ' s
policies with respect to such issues, for example,
as resident responsibilities, the facility ' s
and tobacco policy, medication storage, the
defivery of services to residents by third party
prov:ders res:dent elopement and other
and housek p X
schedules, and requfrements
(f) Residents may not be required to perform any
work in the facility without compensation, except
that facility rules or the facility contract may
| include a requlremem that residents be
for ¢l their own sleeping areas
. or apartments. If a resident is employed by the
faclmy, the resident shall be compensated, at a
| minimum, at an hourly wage consistent with the
federal minimum wage law.
| {g) The facility shall provide residents with
convenient access to a telephane to facilitate the
resident ' s right to unrestricted and private
| communication, pursuant to Section 429.28(1)(d),
i F.8. The facility shall not prohibit 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 shall be, at a minimum, an accessible
telephone on each flioor of each building where
| residents reside.
| {h} Pursuant to Section 428.41, F.S,, the use of
physical shall be limited to half-bed
rails, and only upon the written order of the
resident ' s physician, who shall review the order
‘ biannually, and the consent of the resident or the

A030
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 resident ' s representative. Any device, including
half-bed rails, which the resident chooses to use
and can remove or avoid without assistance shall
| not be considered a physical

429.28 Resident bill of rights.-
(1) No resident of a facility shall be deprived of
any civil or iegal rights, benefits, or privileges
| guaranteed by law, the Constitution of the State
of Fiorida, or the Constitution of the United States
as a resident of a facility. Every resident of a
 facility shall have the right to:
: (@) 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.
| (¢} 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 fime between the hours of 9 a.m. and 8 p.m.
at a minimum. Upon 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 achieve
| the highest possible level of independence,
 autonomy, and interaction within the community.
| (fy Manage his or her financial affairs unless the
resident or, if applicable, the resident's
| representative, designee, surrogate, guardian, or

WINDSOR HOUSE CLEARWATER, FL 33756
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attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in s. 420.27,

(g) Share a 1 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.

(1) Exercise civil and religious liberties, including
the right to independent personal decisions. No
refigious beliefs or practices, nor any attendance
| at religious services, shall be imposed upon any

! resident.
(i) Access to adequate and appropriate hea!th
| care consistent with and gnized

| standards within the community.
| (k) Atleast 45 days ' notice of relocation or
| termination of residency from the facility unless,
! for medical reasons, the resident is certified by a
| physician to require an relocation fo 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 i
| given at least 45 days * notice of a |
i location or resi
| ination. Reasons for relocation shall be set

| forth in writing. 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 jurtsdlcnon
(1) Present gri and re
, 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
AHCA Form 3020-0001
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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.

| This Statute or Rule is not met as evidenced by:

| Based on observation and interview, the facility

| failed to insure 2 of 5 (Resident #1 and Resident
#3) sampled residents lived in an environment

| free of and neglect and were treated with

1 dignity and respect.

; Findings include:

; During a tour of the facility on s
Resident #3 was observed in his , laying in

 his bed. It was observed that Resident #3's bed

| sheets had multiple dark brown and reddish

| stains on them. When interviewed, the

| administrative designee stated that Resident #3

| normally did his own laundry but staff would

| prompt him to wash his sheets. The

| administrative designee also said the resident

| was sometimes and had recently had
surgery. It was also reported by confidential

! interview that Resident #3's | recently
| been infested with bedbugs.
| Resident #4 was interviewed on at12:30

i p.m. Resident #4 reported that about a week
earlier, he heard Employee A call Resident #1

| vuigar name and saw Employee A push and
shove Resident #1 down a haliway.

Resident #5 was interviewed on / at1:.00
p-m. Resident #5 reported that Employee A had
a "violent tendency” and reported hearing
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A 081j 58A-5.0191(2) FAC Training - Staff In-Service

| {2) STAFF IN-SERVICE TRAINING. Facility

~ administrators or managers shall provide or

| arrange for the following in-service training to

! facility staff:

| (a) Staff who provide direct care to residents,

| other than nurses, certified nursing assistants, or

i home health aides trained in accordance with
Rule 50A-8.0095, F.A.C., must receive a

i minimum of 1 hour in-service training in

| control, including universal precautions, and

| facility sanitation pr before providing

| personal care to residents, Documentation of

| compliance with the staff training requirements of

| 29 CFR 1910.1030, relating to borne

, may be used to meet this

| requirement.

| {b) Staff who provide direct care to residents

| must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:

| 1. Reporting major incidents.
2. Reporting adverse incidents.

| 3. Facility emergency procedures including
chain-of-command and staff roles relating to

} emergency evacuation,

| {c) Staff who provide direct care to residents, who

| have not taken the core fraining program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:

| 1. Resident rights in an assisted living facility.

A 030

A081
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|

| 2. Recognizing and reporting resident s

| neglect, and - .

{d) Staff who provide direct care to residents,

- other than nurses, CNAs, or home health aides
trained in accordance with Rule 59A-8.0095,

| FAC,, must receive 3 hours of in-service training

- within 30 days of employment that covers the
following subjects:

| 1. Resident behavior and needs.
2. Providing assistance with the activities of daily

Hliving.

| (e) Staff who prepare or serve food, who have not

| taken the assisted living facility core training must

| receive a minimum of 1-hour-in-service training

| within 30 days of employment in safe food

| handling practices.

“ (f) All facllity staff shall receive in-service training
regarding the facility ' s resident elopement

| response policies and procedures within thirty

| (30) days of employment.

1 1. All facility staff shall be provided with a copy of

| the facility * s resident elopement response

| policies and procedures.

| 2. All facility staff shall demonstrate an

| understanding and competency in the

| imple ion of the el 1 re

| policies and procedures.

| This Statute or Rule is not met as evidenced by:

| Based on interview and record review, the facility

| failed to insure that one of one sampled

| employees (Employee A) had completed required

| trainings within 30 days of hire. Failure to

| complete proper training can place residents at

 risk as employees may not know how to correctly
provide care to residents and insure resident

 safety. i
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Findings include:

AHCA staff reviewed the employee file for
| Employee A on . Areview of the file
| indicated Employee A had started working at the
 facility in 2011, Employee A's file did not
| contain any documentation indicating Employee A
had completed requ:red trammg in emergency
D resident

nghts reccgmzmg and repomng and
resident needs and assistance with activities of
daily living.
| The facility administrator was interviewed on

‘ at approximately 2:00 PM. The
admmrstrator confirmed that Employee A provides
dnrect care fo staff and has been employed at the
facmty for longer than 30 days.

‘ Class L]

/ |
i
A 090! 58A-5.0181(11) FAC Training - Do Not
| Orders
(1) ;
| TRAINING.
| {a) Currently employed facility administrators,
| managers, direct care staff and staff involved in
| resident admissions must receive at least one
hour of training in the facility * s policies and
| procedures regarding : within 60 days
after the effective date of this rule.
: (b) Newly hired facility administrators, managers,
| direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facllity * s policy and procedures
regarding within 30 days after
employment. |

Ags1
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; {€) Training shall consist of the information
| included in Rule 58A-5.0186, F.AC.

This Statute or Rule is not met as evidenced by:
| Based on interview and record review, the facility
i faliad to insure that one of one sampled
{Empls A)had required
training on the facility’s policy on
( )

|
| Findings include:

| AHCA staff reviewed the employment file for
| Employee Aon . The file did not
| contain any documentation of training on the
| facility's policy on . When interviewed on
tat appromma(e!y 2:00 p.m., the
admxmstrator acknowledged the i ndmgs

| Class Il

| o

A 165‘ 429.23 FS, 58A-5.0241 FAC Risk Mgmt & QA;
| Adverse Incident Report

| | Internal risk and quality
program adverse incidents and reporting
| requirements.
| (1) Every facumy hcensed under this part may, as
[ part of its functions,
 establish a risk management and quality
| assurance program, the purpose of which is to
| assess resident care practices, facility incident
| reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and

! develop plans of action to correct and respond

A 080
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| quickly to identify quality differences.
| (2) Every facility licensed under this part is
: required to maintain adverse incident reports. For
| purposes of this section, the term, * adverse
| incident " means:
(2) An event over which facility personnel could
| exercise control rather than as aresult of the
| resident* s condition and results in:
| 5
12 or spinal damage;
3 Permanent ;
4, or of bones or joints;
5 Any condition that required medical attention to
| which the resident has not given his or her
| consent, including failure to honor advanced
| directives;
, 6. Any condition that requires the transfer of the
| resident from the facility to a unit providing more
acute care due to the incident rather than the
| resident ' s condition before the incident; or
| 7. An event that is reported to law enforcement or
Iits personnel for investigation; or
ident , if the elop places
| the resident at risk of harm or injury.
| (3) Licensed facilities shall provide within 1
| business day after the occurrence of an adverse
| incident, by electronic mail, facsimile, or United
States mail, a preliminary report to the agency on
al! adverse incidents specified under this section.
| The report must include information regarding the
| identity of the affected resident, the type of
adverse incident, and the status of the facility' s
investigation of the incident.
{4) Licensed facilities shall provide within 15
| days, by electronic mail, facsimile, or United
States mail, a full report to the agency on al
| adverse incidents specified in this section. The
report must include the results of the facility ' s
i investigation into the adverse incident.
{8) , neglect, or t L must be

A165
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A 165 Continued From page 10

T

i

| reported to the Department of Children and

| Family Services as required under chapter 415,

| (7) The information reported to the agency

| pursuant to subsection (3) which relates to

| persons licensed under chapter 458, chapter 459,

| chapter 461, chapter 464, or chapter 465 shall be

f reviewed by the agency. The agency shall

determine whether any of the incidents potentially

involved conduct by a health care professional

who is subject to disciplinary action, in which

| case the provisions of s. 456.073 apply. The

| agency may investigate, as it deems appropriate,
any such incident and prescribe measures that

| must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to

, disciplinary action, in which case the provisions of

| 8. 456.073 apply.

(8) if the agency, through its receipt of the

adverse incident reports prescribed in this part or

 through any investigation, has reasonable belief

 that conduct by a staff member or employee of a

 licensed facility is grounds for disciplinary action

| by the appropriate board, the agency shall report

| this fact to such regulatory board.
(9) The adverse incident reports and preliminary

| adverse incident reports required under this

| section are confidential as provided by law and

| are not discoverable or admissible in any civil or

f administrative action, except in disciplinary
proceedings by the agency or appropriate

| regulatory board.

' (10) The Department of Eiderly Affairs may adopt

| rules necessary to administer this section.

| Adverse Incident Report.

1 (1) INITIAL ADVERSE INCIDENT REPORT. The

i preliminary adverse incident report required by
Section 428.23(3), F.S., must be submitted within

A 188
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A 165 Continued From page 11
i

| one (1) business day after the incident on AHCA

| Form 3180-1024, Assisted Living Facility Initial

| Adverse Incident Report-1 Day, 20086,

, and incorporated by reference. The form shall be

| submitted via electronic mail to

| riskmgmips@ahca.myflorida.com; on-line at

| http:ffahca.myflorida.com/reporting/index.shiml;
by facsimile to (850)922-2217; or by U.S. Mail to
AHCA, Florida Center for Health Information and

| Policy Analysis, 2727 Mahan Drive, Mail Stop 16,

 Tallahassee, Florida 32308-5403, telephone
{850)412-3731. AHCA Form 3180-1024 is

| available from the Florida Center for Health
Information and Policy Analysis at the address

| stated above. The Initial Adverse Incident Report
is in addition to, and does not replace, other

| reporting requirements specified in Florida

| Statutes.

| {2) FULL ADVERSE INCIDENT REPORT. For
each adverse incident reported under subsection

| (1) above, the facility shall submit a full report
within fifteen (15) days of the incident. The full

| report shall be submitted on AHCA Form

| 3180-1025, Assisted Living Facility Full Adverse

| Incident Report-15 Day, dated 2008, and

X . The methods for

| obtaining and submitting the form are set forth in

| subsection (1) of this rule.

 This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to report an adverse incident to AHCA as
required.

| Findings include:

i

During an interview with Employee A conducted

i
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at approximately 11:45 AM, she
stated that on or about , there was an
| altercation at the facility involving Resnﬂent #1.
- Employee A stated that Resident #1 became
| agitated when Employee A checked Resident #1's
“items another resident reported missing.
Employee Areported that she had to physically
| guide Resident #1 to the living from
| other residents because Employee Awas
| concerned about the safety of the other residents.
1 Employee A reported that Resident #1 physically
i s(mck Employee Adurlng the anercauon and

‘ Employee A reported that Clearwater Pollce
Depaﬂment responded and investigated and
asked Employee A i she wanted to press charges
agamst Resident #1 and Empl

‘ The administrator was interviewed on

| at approximately 2:05 p.m., he stated that he was
| not working on the date of the incident and he

| assumed an incident report was completed but
would check with his administrative designee. At
2 15 p.m., the administrator and administrative
desugnee sald an adverse incident report had not
been completed.

On , AHCA staff reviewed the facility's
| log of adverse mcldents reported in the last three
i months and there was no report found for the

mmdent on

Class ]

AL243; 58A-5.0191(8) FAC LMH - Training
(8) LIMITED MENTAL HEALTH TRAINING.
| {a) Pursuant to Section 429.075, F.S., the

A 165

AL243
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| administrator, managers and staff, who have
| direct contact with mental health residents in a
licensed limited mental health facility, must
i receive the following training:
1. Aminimum of 6 hours of specialized training in
| working with individuals with mental health
diagnoses.
| a. The training must be provided or approved by
| the Department of Children and Famifies and
must be taken within 6 months of the facility ' s
| receiving a limited mental health license or within
* 6 months of employment in a limited mental
heaith facility.
| b. Staff in " direct contact " means direct care
. staff and staff whose duties take them into
| resident living areas and require them to interact
with mental health residents on a daily basis. The
term does not include maintenance, food service
| or administrative staff, if such staff have only |
 incidental contact with mental health residents. |
i ¢. Training under this sub may |
! count once for 6 of the 12 hours of oontmuang
| ion required for
| managers pursuant to Section 429. 52(4) F.S8,

|

i

|

and subsectaon {1) of this rule. !
(2.A of 3 hours of |
| which may be provided by the ALF admmnstrator |
| or through dist: learning, bi |
in subjects dealing with one or more of the |
foliowing topics: |
H

|

|

|

|

|

|

|

|

| a. Mental health diagnoses; and
i b. Mental health treatment such as mental health
| needs, services, behaviors and appropriate
interventions; resident progress in achieving
treatment goals; how to recognize changes in the
resident " s status or condition that may affect
| other services received or may require
|, intervention; and crisis services and the i
procedures.
3. For administrators and managers, the

AHCA Form 3620-0001
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{
| continuing education requirement under this |
1 subsection will satisfy 3 of the 12 hours of |
| continuing education required biennially pursuant ‘
i to Section 429.52(4), F.S., and subsection {1)of
! this rule. I

4. Administrators, managers and direct contact |
| staff affected by the continuing education |
| requi under this subsection shall have up |
| to 6 months after the effective date of this rule to |
| meet the training requirement. i
. {b) Administrators, managers and staff do not
| have to repeat the initial training should they

change employers provided they present a copy
i of their training certificate to the current employer
 for retention in the facility ' s personnel files. They
! must also ensure that copies of the continuing
| education training certificates, pursuant to
| subparagraph (a)2. of this subsection, are
 retained in their personnel files.
|
|
|

i

|

|

|

]

\

|

This Statute or Rule is not met as evidenced by: |

1 Based on interview and record review, the facility |
| failed to insure that one of one sampled |
| employees (Employee A} who had direct contact }
+ with mental health residents had completed a |
| minimum of 6 hours of specialized training in i
waorking with individuals with mental heaith |

| diagnoses. ‘I
|

|

|

i

i

|

|

! Findings include:

;On , AHCA staff reviewed the
employee file for Employee A, The file did not
contain any documentation of specialized training

| on working with individuals with mental health

| diagnoses.

| Employee A was interviewed on . at i
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| app! 11:45 am. Employee A

; that she worked at the facllity in a caregiver role

. and had direct contact with the mental health
residents,

| The administrator was interviewed on
| at approximately 2:16 p.m. and acknowledged the
| findings.

! Class W

|
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FLORIDA AGENCY FOR HEATH CARE ADMINITRATION

RICK SCOTT . ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
. ,2012
Administrator

Windsor House
411 Hamilton Crescent
Clearwater, FL. 33756

Dear Administrator:
Re: CCR# 2012009816

This letter reports the findings of a complaint survey that was conducted on ,2012,bya
representative of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit, Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review to verify that the necessary corrections are in place to correct the deficiencies identified
on your survey.

The Quality A Questi ire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
http://ahea.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based i

consumer satisfaction survey system. You may access the questionnaire through the link under Health
Facilities and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the
professional and consistent application of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call

Panl Brown, HFES, at 727-552-2000.
glnaerelq %

FN Patricia Reid Caufman
Field Office Manager

PRC/kpr

Enclosure: State Form 3020

St. Petersburg Field Office

525 Mirror Lake Drive North, Suite 410 A
St, Petersburg, FL 33701

Phone (727) 552-2000; Fax (727) 5521161

Headquarters

2727 Mahan Drive
Tallahassee, Fl 32308
hitp:/iahca.myforida.com




