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{A 000} Initial Comments {A 000}

An unannounced re-visit survey was conducted
on , 2013 at Clare Bridge Assisted Living
in Ormond Beach, Florida. deficiencies were
identified

A 152 58A-5.023(3) FAC Physical Plant - Safe Living A182
Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to
Section 429.28(1)(a), F.$.; 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 428.27, 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
commodes must be provided with privacy during
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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 observation and staff interview, the
facliity failed to ensure a clean and sanitary
environment of all the residents who transit
throughout the facility and inthe . _.__ of three of
six residents' observed (Resident #1,
Resident #2, and Resident #5).

The findings include:

Upon entrance to the facility on ~at8:85
am, a strong odor of :was present. During a
tour of the facility on _ _at 925 am, a strong
presence of was detected in all the
hallways. The facility had carpeting throughout
and in most of the resident .. ...._. The Wellness
Director (WD) accompanied the surveyor and
was asked if she noticed the strong smell of
_..._. She stated she had only been at the facility
for a month, but housekeeping was something
she was addressing.

Observation of the resident _revealed the
following: . .. ...1 # ._ . {Resident #5) had an
overwhelming presence of odor, the

carpeting was heavily soiled and stained and
furniture had thick coat of dust. The WD was
present and stated she was embarrassed about
the condition and odor in the . _ .
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# .. | (Resident #1) was observed at 9:40
am, odor was present, there was no
carpeting in the ; however, the flooring was

littered with debris and heavy coating on dust on
the furniture.

i {Resident #2) observed at 9:50 am,

strong odor present.

Observation of the Dining t at
10:30am revealed stained carpeting and a strong
odor of

An interview was conducted on - at 10:58

am with the WD. When asked how often the

_ were cleaned she stated weekly by
housekeeping and spot cleaning by the resident
aides each day. She stated she had been at the
facility for a month and was aware of the
housekeeping issues and was working on
cleanliness, including odors from male
residents on the floors. She also stated
she would work with the staff regarding different
approaches to address the male residents

_on the floors. She confirmed there was a

strong odor of in.___.1# _.andalsointhe
hallways and front lobby.

An interview was conducted with the
administrator on _-at 11:15 am. When
asked about who was responsible for
housekeeping in the facility, he stated that they
have a head housekeeper, but he ultimately was
responsible. He stated that they have had a
problem with odors because of male
residents _ at the front door and outside
resident .. ... He stated they had the carpets
cleaned monthly and had removed carpeting form
afew .- and put down laminate flooring. He
was asked what were the housekeeping
responsibiliies of the resident aides, he said, they
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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
facllity which contains 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 if the facility
is licensed to provide such services

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

(¢) Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
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.S
{f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.

{(g) Arefund policy which shall conform to Section
428.24(3), F.S.

{h} A written 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
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tidy up the _and iand
sweeplvacuum if needed.
Class Il
A167 58A-5.025(1) FAC Resident Contracts A167
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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.
{1} A provision stating whether the organization is
affiliated with any religious organization, and, if
s0, which organization and ifs 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
' 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
0 subsection (4) of that rule.
{l) The faciiity ' s policies and procedures for
self-administration, assistance with

If- inistration and ini 0 of
medications, if applicable, pursuant to Rule
58A-5.0185, F.A.C. This also includes provisions
regarding over-the-counter {OTC) products
pursuant o subsection (8) of that rule.
{m) The facility ' s policies and procedures related
to & properly executed
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This Statute or Rule is not met as evidenced by:
Based on record review and staff interview the
facility failed to issue refund within 45 days in 1 of
3 sampled residents. {Resident # 7)

The findings include:

Review of the accounting log revealed three
residents had moved out of the facility and
requested refunds

Resident #7 had moved outon _. The son
requested a refund as of the move out date. The
refund was not issued untit

An inferview was conducted with the
administrator on at 10:10 am and
confirmed the refund was not issued within 45
days.

Class 1l
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FLORDA AGENCY FOR HEALTH CARE ADMINITTRATION

RICK SCOTT
GOVERNOR Better Health Care for all Floridians EL%AE%ERTS-EQ}E EK
L2013
Administrator

Clare Bridge Of Ormond Beach
240 Interchange Blvd.
Ormond Beach, FL 32174

Dear Administrator:

This letter reports the findings of a revisit survey conducted on 2013 by a representative of this
office. Enclosed is the provider's copy of the Statement of Deficiencies and Plan of Correction (State Form
3020), which references the uncorrected deficiencies, identified during the revisit.

All deficiencies shall be corrected no later than 2013. A recommendation for sanction has been
forwarded to the Central Office in Tallahassee for the Class II deficiencies. This action, if taken, willbe a
matter of separate correspondence from the Central Office in Tallahassee.

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://ahea.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 surveyor. Should you have any questions please call this office at
(904) 798-4201.

Sincerely,

;o
Keisha Woods, MPH
Health Facility Evaluator Supervisor
Division of Health Quality Assurance

KW/sm
Enclosure

Headquarters
2727 Mahan Drive
Tailahassee, FL 32308
nttp.#ahca myflorida.com

Jacksonville Field Office

921 N, Davis St, Bidg. A, Suite 118
Jacksonville, FL 32209

Phone (904) 798-4201; Fax (304) 358-6054




