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A0 initial Comments A000

A Biennial Survey was conducted at
Manor, an Assisted Living Facility, N

Deficiencies were identified at the time of the
' survey as follows:

A 030 58A-5.0182(8) FAC; 428.28 FS Resident Care - AQ30
Rights & Facility Procedures

(6) RESIDENT RIGHTS AND FACILITY

PROCEDURES.

{a) A copy of the Resident Bill of Rights as

described in Section 428.28, 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, FA.C.

{b) In accordance with Section 429.28, F .8 , the .

facifity shall have a written grievance procedure !

for receiving and responding to resident

plaints, and for resk to

changes to facility policies and procedures. The

facility must be able to demonstrate that such

procedure is implermented upon receipt of a

complaint.

() The address and telephone number for

lodging complaints against a facility or facility staff (\\
I

shall be posted in full view in a common area
ible to all resi The add and

telephone numbers are: the District Long-Term

Care Ombudsman Council, 1(888)831-0404; the ‘é
Advocacy Center for Persons with

1(800)342-0823; the Florida Local Advocacy

Council, 1({800)342-0825; and the Agency

Consumer Hotiine 1(888)419-3456. Y\\
{d) The statewide toli-free telephone number of

the Florida. ... . . Hotline " 1(800)9€ ar
1(800)962-2873 " shall be posted in full view Ina
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area o alt .
{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
pelicies with respect to such issues, for example,
as resident responsibifities, the facility's .. . .
and fobaceo policy, medication storage, the
delivery of services to residents by third party
providers, resident elopement, and other

inistrative and i i

: schedules, and requirements.

{f) Residents may not be required to perform any
work in the facility without compensation, except
that facifity rules or the facility contract may
include a requirement that residents be
responsible for cleaning their own sleeping areas
or apartments. If a resident is employed by the
facility, the resident shall be compensated, ata
minimum, at an hourly wage consistent with the
federal minimum wage law,

(g) The facility shall provide residents with

, convenient access to a telephone to facilitate the
i resident ' s right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.S. 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 floor of each building where
residents reside.

{h) Pursuant to Section 429.41, F.8,, the use of
physical shall be limited to half-bed
rails, and only upen the written order of the
resident ' s physician, who shall review the order
biannually, and the consent of the resident or the
resident ' s representative. Any device, including
haif-bed rails, which the resident chooses to use

AQ30
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- 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 legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility, Every residentof a
facitity shall have the right to:

; (@) 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.

{¢) Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringernent 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 8a.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 fo pamcrpate in and benefit from

ity services and activities and to achieve
the highest possible level of independence,

and i within the L

{fy Manage his or her financial affairs unless the
| resident or, If apphcable the resident ' s
i surrogate, guardian, or
: at!omey in fact authorizes the admmlstratcf of the
! faciiity to provide safekeeping for funds as
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provided in s, 429.27.

{g) Share a 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.

0] civil and liberties, i

the right to independent personal decisions. No
religious beliefs or practices, nor any attendance

: at religious services, shall be imposed upon any

resident.

IR0} Access to adequate and appropriate heatth
with and

care
standards within the community.
(k) At least 45 days ' notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
ician to require an gency relocationto a
facnhty providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally , the guardian shall be
given at least 45 days ' notice of a

or

termination. 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 jurisdiction.

{1} Present gri and

in policies, procedures and services to the staﬂ
of the facility, goveming officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shall
establish a grievance procedure {o 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
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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 honor the right to a home fike

envi for 1 resident (Resident #4) of 4
residents interviewed, by not repairing two large
! holes in the walls in the resident's

: The findings include:

On  at 11:05 a.m, _Resident #4 was
observed sitting in a reclining chair in her

.. The chair was positioned in a comner of

the ._ . Two large holes one on eac
were observgj

the
teclining chair in Re: dent#4‘s.bedm9m., The
hiol6 16 the T s left was approximately 1.5
feet in length. Paint was observed peeling
around the edge of the hole and the center was
indented. A large strip of gray tape was observed
sticking tp the Wall abiove this hole. The tape
stretched the width of the hole. The second hole
on was observed on the wall to Resident #4's
flght side. It is slightly smaller than the first hole
and it also has an indent.

1 Resident #4 was interviewed on the same day at

: 11:09 am. When asked what happened to the

{ walls behind her she stated, "Don't ask me, |
don't know.” She was asked how she feels about

; the two holes being in her ... The

i resident stated that she does not like it very

much.

|
\ Staff Awas interviewed at 11:53 am. on E
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. He was asked about the holes in
Resident #4's walls. He replied by saying, "This
is not life threatening.” He went on to say
Resident #4 creates these holes when she
reclines in her chair. He also stated that he was

1ot going to repair the wall every fime Resident
,ﬂ Buts holes In'#.

Class Il
Correction Date

A 052 58A-5.0185(3) FAC Medication - Assistance with

Sel-Admin

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.
(a) For faciiities which provide assistance with
self-administered medication, either: a nurse; or
an unficensed staff member, who is at least .

{rained to assist with self-administered
medication in accordance with Rule 58A-5.0191,
FA C and able to demonstrate to the

the ability to read and
interpret a p iption label, must be available to
assist residents with self-administered
medications in accordance with procedures
descnbed in Section 429. 256
) with self: of

| medication includes verbaily promptxng a resident
| to take i asp g and
1 opening a properly labeleé meducahon contamer
and p ified in Section
429.. 256(3) F S. In order to facmtate assistance
with self-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons. Staff may also return unused doses
: o the medication container. Medication, which
appears to have been contaminated, shall not be
returned to the container.
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(c) Staff shall observe the resident take the
medication. Any concerns about the resident ' s
reaction to the medication shail be reported to the
resident’ s health care provider and documented
in the resident ' s record.
(d) 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
ication schedule which coincides with the
: resident * s presence in the facility;
2. The medication container may be given to the
resident or a frisnd 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;
(e} Pursuant to Section 429.256{4)(h), F.S_, the
term " competent resident " means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
» the medication.
{f) Pursuant to Section 428,256(4)(i}, F S., the
terms " judgment " and “ discretion " mean
"interpreting vital signs and ing or
assessing a resident ' s condition.
{4) Assi: with self- in ion does not
include:
(a) Mixing, , converting, or
medication doses, except for
measuring a prescribed amount of liquid

A052
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A 052 Continued From page 7 A052

| medication or breaking a scored tablet or

i crushing a tablet as prescribed.

(b) The preparation of syringes for injection or the
administration of medications by any injectable
route.

(c) Administration of medications through
intermittent positive pressure breathing machines
ora

{d) Admm:stranon of medications by way of a
tube inserted in a cavity of the body.

{e) Administration of | preparations.

{f) Irrigations or debriding agents used in the
freatment of a skin condition

@) preparations

()] Medications ordered by the physician or
health care professional with prescriptive
authority to be given " as needed, " unless the
order is written with specific parameters that
preciude independent judgment on the part of the
uniicensed person, and at the request of a
competent resident.

{i) Medications for which the time of
administration, the amount, the strength of
dosage, the method of admrmstrauon of the
reason for i ion requires j ¢
discretion on the part of the unlicensed person.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
JInterview, the facility failed to ensure 1 resident
(Resident #4) of 2 observed received all of her

vemng medications without surveyor
mterventxon

| The findings include:
ton . at approximately 4:10 p.m. the
in was observed p paring to glve
1 #4 her evening i
administrator took a white plastic bin ooniammg
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medications for Resident #4 from the medication
storage cabinet. She looked through the
medications and selected two botties of pills. She
took the pill bottles into Resident #4's
poured 1 tablet and 1

1 tablet into Resident #4's
hands, Aﬂer making sure | Resident #4 swallowed
the the or d the pill
bottles to the white bin, signed the Medical
Observation Record (MOR) and returned the
white bin to the medication storage cabinet,

The MOR for Resident #4 was reviewed on
. According to the MOR, Resident #4
should have recejved 2
tabletsand 1 tablet in addition to the
vand

An interview was conducted with the
administrator on at4:21 p.m. She was
asked to review the MOR and questioned as to
why she did not give Resident #4 the additional
medications. The Administrator stated, "} didn't
give her et land ,
because I'm gomg to give it to her now." She
raturned to the medication storage cabinet to
retrieve the additional medications. She then
proceeded to assist Resident #4 with
self-administration of her additional medications.

Class Il
Correction Date:

58A-5. 0185(8) FAC Medication - Over The
Counter (OTC) Products
B
{8) OVER THE COUNTER (OTC) PRODUCTS.
For purposes of this subsection, the term OTC
inciudes, but is not limited to, OTC medications,
, nutritional supplements and

A052
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nutraceuticals, hereafter referred to as OTC
products, which can be sold without
prescription,

(a) A stock supply of OTC products for multiple
resident use is not permitted in any facility.

(b) OTC products, including those prescribed by
a licensed health care provider, must be labeled
with the resident ' s name and the manufacturer *
s label with directions for use, or the licensed
health care provider ' s directions for use. No
other labeling requirements are necessary nor
should be required

{c) Ri or their may

! purchase OTC products from an establishment of
their choice.

(d) Afacility cannot require a licensed health care
provider ' s order for all OTC products when a
resident seif-administers his or her own

. medications, or when staff provldes asswtance

| with self- il of

to Section 429.256, F.S. A licensed health care
provider * s order is required when a I!censed
nurse provides asst with self: i i
or administration of medications, which includes
OTC products. When such an order for an OTC
product exists, only the requirements of
paragraphs (b) and (c) of this subsection are
required.

This Statute or Rule is not met as evidenced by;
Based on observation and interview, the facility
failed to properly labe! over the counter (OTC)
medications for 2 (Residents #2 and #4) of 4
residents in the facility.

The findings include:
1.0n : at approximately 9:20 am. the

medication storage cabinet was observed. Four
white plastic bins were observed in the bottom

AQB7
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i drawer of the cabinet. Two of the white bins

; contained OTC medications. One bin contained a

| bottle of Bayer Low Dose and a bottle of
;D (D3 1000 1U). Another white bin

| contained a bottle of i Gumemy sleep Aid.

| The OTC medication bottles were observed to

1 only have the manufacture's labels and no

! resident names on them.

12.0n _ atapproximately 9:21 a.m. an

{ interview was conducted with the Staff A. Staff A

- confirmed the medication did not have a

resident's name. Staff A was asked to identify

which residents the OTC medications belongs to,

Resident #2 was identified as the owner of the

Bayerand the D. Resident #4 was

1 identified as the owner of the Gummy

sleep

Class
Correction Date:

A 162 58A-5.024(3) FAC Records - Resident

(3) RESIDENT RECORDS. Resident records
shall be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name;

P

3. Race;

4, Date of birth;

5. Place of birth, if known;

8, Social security number;

7. Medicaid and/or Medicare number, or name of
other health insurance

: 8. Name, address, and telephone number of next
- of kin, responsible party, or other person the

| resident would like to have notified in case of an

+ emergency, and relationship to resident; and

; 9. Name, address, and phone number of health

; care provider, and case manager if applicable.
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{b) A copy of the medical examination described

in Rule 58A-5.0181, FAC

{c} Any health care provider' s orders for

medications, nursing services, therapeutic diets,

. or other services to be

of i by the

fac: |ty that requure a health care provider's

order.

(d) A signed statement from a resident refusing a

therapeutic diet pursuant to Rule 58A-5.020,

FAC.

(e) The resident record described in paragraph

58A-5.0182(1)(e), F.A.C.

{f) Aweight recerd which is initiated on

admission. Information may be taken from the

resident’ s health assessment. Residents

receiving assistance with the activities of daily

! living shall have their weight recorded

* semi-annually.

{g) For facilities which will have unlicensed staff

assisting the resident with the self-administration

of medication, a copy of the written informed

consent described in Rule 58A-6.0181, FAC,, if

such consent is not included in the resident ' s

contract.

! (h} For facilities whlch manage a pill orgamzer

assist with self of 1S or

administer medications for a resident, the

required medication records maintained pursuant

fo Rule 58A-5.0185, F.A.C.

{i) Acopy of the resident ' s contract with the

facility, including any addendums to the contract,

as described in Rule 58A-5.025, FAC.

(i) For a facility whose owner, administrator or

staff, or representative thereof serves as an

attorney in fact for a resident, a copy of the

monthly written statement of any transaction

made on behalf of the resident as required under

Section 429.27, F.S.

{k) For any facility which maintains a separate

At162
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trust fund to receive funds or other property
belonging to or due a resident, a copy of the
: quarterly written statement of funds or other
| property disbursed as required under Section
1420.27,F.8.
(1) Acopy of Altemate Care Certification for
| 1 Form,

CF-ES 1006, ... .1 1998, if the resident is an

recipient. The absence of this form shall not
be considered a deficiency if the faciiity can
demonstrate that it has made a good faith effort
1o obtain the required documentation from the
: Department of Children and Family Services,
1{m)D ion of the appoi ofa
health care surrogate, guardian, or the existence
of a power of attorney where applicable.
{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required under Rule
58A-5.0181, FAC.
(o) For ap q p , or
single family homes that are designated for
independent living but which are licensed as
| assisted fiving Tacilities solely for the purpose of
delivering personal services to residents in their
homes, when and if such services are needed,
record keeping on residents who may receive
meals but who do not recelve any personal,
fimited nursing, or extended congregate care
service shall be limited to the following:
1. Alog listing the names of residents
participating in this arrangement;
2. The resident demographic data required under
| this subsection;
3. The medical examination described in Rule
58A-5.0181, F.AC,
4. The resident ' s contract described in Rule
58A-5.025, F.AC, and
5. A health care provider ’ s order for a
therapeutic diet if such diet is prescribed and the

A162

AHCA Form 3020-001
STATE FORM

o9

ZiN411

 continuation sheet 13 of 15




Agency for Health Care Administration

PRINTED: 10/10/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1; PPLI
AND PLAN OF CORRECTION T A h

IDENTIFICATION NUMBER:

AL11943120

A BUILDING
B.WING

{X2) MULTIPLE CONSTRUCTION

{X8) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER
CROTON MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE

2512 CROTON AVENUE
SARASOTA, FL. 34239

X0 |

PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION ' X8y
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
DATE

DEFICIENCY)

CROSS-REFERENCED TO THE APPROPRIATE

A162

RFCA Form 3020-0001

Continued From page 13

resident participates in the meal plan offered by
the facility.

{p) Except for resident contracts which must be
retained for § years, all resident records shail be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents shall be provided
a copy of their resident records upon departure
from the facility.

{q) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interview, the
facility failed to maintain the mandatory annual
training update course for assistance with
self-administration of medication for 2 of 2
employees (the Administrator and StaffA.}
reviewed.

The findings include:

1.0n a review of the employee
schedule revealed there are two twelve hour
shifts and two employees, the administrator and
StaffA. The employee files were reviewed on
.. The employee files revealed two
certificates (one for each staff member) for the
i with the self. ini ion of

i medication training. Both certificates were dated

as obtained in 2010.

2.0n at approximately 3:36 p.m. the
administrator was asked to review the employee

A182
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| files and locate an updated cerfificate for 2011 or
the current year. She confirmed she could not
find records of receiving the updated training.
She stated, "I don't care anymore; if it's not here,
it's not here. Sign me [cite me]."
Class
Correction Date:
i
|
|
|
i
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FLOREA MY FCOR MRALTTTC ARE AN

RICK SCOTT - ELIZABETH DUDEK

GOVERNOR Better Health Care for all Floridians SECRETARY
2012
Administrator

Croton Manor
2512 Croton Avenue
Sarasota, FI. 34239

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on 2012bya
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.

You will not receive a copy of this report in the mail, you will only receive this faxed report. All
deficiencies shall be corrected no later than L2012,

The Quality Assurance Questionnaire has long been employed to obtain your feedback following
survey activity. This form has been placed on the Agency's website at
http://ahca.myflorida.com/Publications/Forms.shtmi as a first step in providing a web-based
interactive 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(s). Should you have any questions please call

this office at (239) 335-1315.

arold D. Williams
Field Office Manager

Sincerely,

Enclosure(s)

Headquarters

2727 Mahan Drive
Taitahassee, FL 32308
httpiHahoa.myflorida.com

Fort Myers Field Offlce
2295 Victoria Avenue, . ..
Fort Myers, FL s3501
Phone (239) 335-1315; Fax (239) 338-2372




