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AQ00 Initial Comments AQ0O

An Assisted Living Facility complaint inspection

« (CCR #2012009013 and #2012010860) was
conducted on . _ .. Grand Court Village 1,
had licensure deficiencies found at the time of the
visit.

A 152 58A-5.023(3) FAC Physical Plant - Safe Living A152
$8=D | Environ/Other

(3) OTHER REQUIREMENTS.

(a) All facilities must:

1. Provide a safe living environment pursuant to

Section 428.28(1)(a), F.S.; and

2. Must be maintained free of hazards; and

3. Must ensure that all existing architectural,

mechanical, electrical and structural systems and

appurtenances are maintained in good working

order.

{b) Pursuant to Section 429.27, F .S, residents

shall be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident |
sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress a comfortable

height to ensure easy access by the resident;

2. Acloset or wardrobe space for hanging

clothes;

3. Adresser, chest or other furniture designed for

storage of personal effects;

4. Atable, bedside lamp or floor lamp, and waste

basket; and

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident .to be used in the

event of an emergency.

{d} Residents who use portable bedside
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commodes must be provided with privacy during
use.

(e) Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facility shall be free of tears, stains and not be

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide a safe living environment, as
enforced by the local fire department and code
enforcement.

The findings include:

During an interview with the Administrator on

at approximately 11:15 AM, she
reported that she was in the process of correcting
numerous outstanding violations enforced by the
local fire department and code enforcement. The
Administrator stated, she had scheduled the Fire
Inspection due to a recent change in ownership at
the adjacent _ - unit, Grand Court Village
II. She stated the Assisted Livingand _ _.._ __
Unit were two separate entities with separate
licenses, but are under same roof. She stated the
Fire Prevention Officer inspected the entire
building including the Assisted Living .__.. _ the
facility does not utilize due to the low census. She
stated that all but one violation had been
corrected and she was waiting for parts to arrive
for final repairs. It was revealed she had not
scheduled the re-inspection with the Fire
Department because the work had not been
totally completed for both facilities. The :
Administrator provided documentation of the Fire |
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A152

A 167
§8=D

! use of
. numeraus concerns with sprinkler heads that

Continued From page 2
Prevention Report for review.

. Record review of the Fire Prevention Report,

conducted on revealed the Fire
Prevention Officer documented numerous
violations for the Assisted Living Facility that
should be corrected immediately. An interview
was conducted with a Fire Inspector from
Pompano Beach Fire Department on

at 1:00 PM. The Fire Inspector issued a notice
advising " the kitchen hood system was out of
date, exposed wires near old kitchen, storage in
kitchen, doors missing in north corridor, improper
. for storage in north corridor,

were covered with paint or missing, emergency
lighting not functioning, and exits blocked by
racks and supplies”. The report documents all
violations should be corrected immediately. The
Fire Inspector stated, it was her expectation that
alf violations shoufd be corrected as soon as
possible.

The facility non-compliance directly affects the
health and well-being of 87 w2 @dults, the
facility's census on the day of the complaint
inspection, conducted on

Class 1l
58A-5.025(1) FAC Resident Contracts
Resident Contracts.

(1) Pursuant to Section 429.24, F.S., prior to or at
the time of admission, each resident or legal

; representative shall execute a contract with the

facility which contains the foflowing provisions:
{a) Alist of the specific services, supplies and
accommodations to be provided by the facllity to
the resident, including limited nursing and

A 152

A167
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extended congregate care services if the facility
is licensed to provide such services.

(b) The daily, weekly, or monthly rate.

{c) Alist of any additional services and charges to

. be provided that are not included in the daily,

weekly, or monthly rates, orareference toa
separate fee schedule which shall be attached to
the contract.

{d) A provision giving at least 30 days written
notice prior to any rate increase.

{e) Any rights, duties, or . . of residents,
other than those specified in Section 429.28, F.8.
{f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.

{g) A refund policy which shall conform to Section
429.24(3), F.S

{h) Awritten bed hold policy 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 facility. The resident or
responsible party shall 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,
such as the resident ' s being comatose, prevents
the resident from giving written notification and
the resident does not have a responsible party to
act in the resident ' s behalf,

(i) A provision stating whether the organization is
affifiated with any religious organization, and, if
s0, which organization and its relationship to the
facility.

(i) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those the facility
is licensed to provide, the resident or the resident
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' s representative, or agency acting on the
resident’ s behalf, shall be notified in writing that
the resident must make arrangements for
transfer to a care setting that has services
needed by the resident. In the event the resident
has no person to represent him, the facility shall
refer the resident to the social service agency for
placement. If there is disagreement regarding the
appropriateness of placement, provisions as
outlined in Section 429.26(8}, F.S., shall take
effect.

(k) A provision that residents must be assessed
upon admission pursuant to subsection
58A-5.0181(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
self-administration and administration of
medications, if applicable, pursuant to Rule
58A-5.0185, F. A.C. This also inciudes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that rule,

{m) The facility ' s policies and procedures related
to a properly executed Do

i

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
faited to provide a refund as stated in the facility's
contract for 1 out of 3 sampled residents
{Resident #1).

The findings include:

Review of Resident #1 ' s record revealed she
was admitted fo the facility on 04/30.

resident was required to pay a security depostt
and a monthly rate of $ 2550. A new ALF contract
AHCA Form 3020-0001
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was signed by her responsible party on
reflecting herrent  _ 1of$
25850 per month and the $2550 security deposit.

- During an interview with the Administrator on

R at approximately 9:30 AM, she
provided written correspondence from Resident
#1*s daughter addressed to the facility. The
letter revealed on the resident had
been admitted to the hospital for and
it was recommended by her physician that she be
admitted to a skilled nursing facility, instead of
returning to the Assisted Living Facility (ALF). The
letter documented that 2012 would be the
residents last month at the facility.

Record review revealed an email dated

: from Resident#1's daughter
requesting the refund check, stating she had
contacted the Agency for Health Care
Administration Complaint Hotline. The
Administrator provided email correspondence,
documenting she had contacted her corporate
office on , requesting a refund check
of $2550. The email documents the Administrator
requesting the check be mailed as soon as
possible since it was well past the 45 day refund
date, required by the admission contract.

During an interview with the Administrator on

at approximately 9:40 AM, she called
the corporate office and then provided the
surveyor a copy of a check dated
made out to the residents Power of Attorney
(POA). The check had not been signed by the
facility. The Administrator stated that only one
individual could sign the check and he wouid do
so when he arrived at the corporate office. The
Administrator stated the check would be malled
immediately after it was signed. The Administrator
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agreed the refund check should have been
issued as per the admission contract.

Record review of the facility's refund policy in the
admission contract, noted that refunds will be
provided to the resident and/or their responsible
party within a 45 day timeframe, which was not
provided for Resident #1.

Class il
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Administrator

Grand Court Village

295 SW 4th Avenue
Pompano Beach, FL. 33060

Dear Administrator:
Re: CCR #2012009013 and #2012010960

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. 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 after 2013 to verify that the necessary corrections arc in place to correct the
deficiencies identified on your survey.

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
hitp://ahca.myflorida.com/Publications/Forms.shtml 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 representative. Should you have any questions please call this
office at (561) 381-5840.

Sincerely,

Arlene Mayo-Davis
Field Office Manager

AMD/jw

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
http:f/ahca.myflorida.com

Delray Beach Field Office
5150 Linton Boulevard, Suite 500

Deiray Beach, FL 33484

Phone (561) 381-5840; Fax {561) 496-5924




