AGENCY FORHEALTH CARE PRINTED: 101182018

ADMINISTRATION FORMAPPROVED
STATEMENT OF (1) PROVIDER/SUBPLIER/CLIA |- (X3) DATE BURVEY
NEFICIENCIES IDENTIEICATION NUMBER: COMPLETED
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SUMMARY STATEMENT OF DEFICIENCIES
(FINDINGS PRECEDED BY TAGS AND REGUELATORY IDENTIFYING INFORMATION)

nooe nitial Comiments

A unannounced Blensial survey was condudied on® at'Cairy Park an Assisted Living Facility
{liperse #12629) i Fort Myers, Flodda.

The following is & déscription of the deficiencias found at the time of the visit,

009 Admissi = Admission Packaa

Based off record review and interview, the facility failled 16 ensure the facility had-a complete residency
agresment on 1 (Resident#1) of 4 résidents’ records reviewsad.

Thefindings inclided:

Record reviewon: at-10:15 d.m., showed anincomplete residen esmenton Resident #1-
Upon review of the residency agreement itwas found to nat have a teflind policy; resident rights, 45-day
notice of discharge, oF 30-day provision of rate increase.

The facility Administrator confirmed, durlng an interview on Fat 10:45 aum,, that the information
was notin the record,

Clags i

056 Medication ~ Labeling and Orders

Based on recerd review and interview; the facility Talled to have an order to crush medication for 1
(Résident #2) of 4 residents reviewed.

The findings included:

on 7 at 8:40 aum:; the medication techinician was coriducting a medication pass. - The resident
has anorder for . sod DR 125mg at 8:00 a.m. take 2 caps by mouth, 6:00 p.m. iake 2
capsules by mouth; 9:00 pim: take 2 capsules by mouth and &t 2:00 pim: take 2 vapsule by mouth.
Thé medication cormes from the pharmacy in the appropriate doses. The medication technician crushed
the medication. The i : DR s a delayed release madication:

The facility Administrator, duting an interview on i'at 1:30 p.m.. said she was undware of this.
She called the pharmacy for the current order which was for ./ Sod DR She said she willcall
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the physician for clarification.

Class 1}t

LJO?S Staffina Standards - Staff

Based on employse record review and staff-interview, the facility failed to have & commuriicable
statement o 1 (Staff B) of 3 staff recards reviewed.

The findings included:

Ermployes record review of Staff B (hire dute Y showed there was no communicable
staterrent:

The facility Administrator confirmed, during an interview on- . i/ vat 1:00 pam, that there was.no
communicable statement i the record.

Class Wl

081 Training - Staff In-Service

Based onemployes record review and interview, the facility falledto have staff in-service training within
40 days of employmient for 1 (Staff B) of 3 employee records reviewed.

The findings included:

On W at2:00 p.m.; Teview of Staff B's employee record showed the eimployee had notreceived:

Control Traning: Activities of Dally Living and behavioral needs training: Elopement response
training; Emergency Préparedness and Evatuation raining; Resident Rights training;
Recogriizing/Reporting Neglectand straining; and Nutrition and Safe Food Handling
tHalning. Staff B's hire date was !

The facility Administrator, during an interviewon 77 1 ~at21186.pm., confirmed the lack of education
in the employes file. At the same'time Staff B-eonfirmed she has not received the training.

AHCA Form 000-3647
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Class 1l

nose Traininag - ADRD

Based on etployee record review and interview, the facility falled to ensure 1 {Staff-Byof 3-employee
records reviewed had Training Level L

The findingsinclided:

(e T ¢ AE100 pin. review of Stalf B's record showed a hire date of i There wasno
B Level tiraining documented in the file. - The fadility advertises "Care of Coand
those with atheimemory "

The facility Administrator and Staff B confirmed, dufing an interviewon . ./ Cat 118 pomithatithis
training was hat done.

Class I

080 Trainina-_ _

Based on employee recotd review.and interview, the facility failed to ensure™ {Staff BY of 8 employee
racords revibwad Had {7 Tytraining.

The findings included:

On o cat 1:00 pom. review of Staff B's eriployee file showed there was no training.

Th facility Administrator and Staff B confirmed, during aninterview an ./ at 1:15 p.m., that this
training was not done.

Class 1t

003 Food Service « Dietarv Standards

Baged on interview and record review, the facility failed to have menus reviewed annually by a licensed
orregistered dietician.

The findingsincluded:
AHOAForm 5000-3547
e sl a oY ] EOgK Y i continuation sheet 3 of &




AGENGCY FOR HEALTH CARE PRINTED: 10/118/2018

ADMINISTRATION ECRM ARPROVED
STATEMENT OF (1) PROVIDER/SUPPLIER/CLIA {X31 DATE SURVEY
DEFIGIENCIES DENTIFICATION NUMBER: COMPLETED
ALI1968778 10/43/2016
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
CAIRN PARK 9331 VIA SAN GIOVANNI ST
FORT MYERS, FL 33808

SUMMARY STATEMENT OF DEFICIENCIES
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Review of the fatilities menus on ¢ showed the menus the facility was usiig were datéd 2014+
2015 and signed by distician on

This was confirmed by Staff- A during an interview on Cat 12020 pom
Class N
161 Records - Staff

Based onemployes record review and interview, the facility failed to ensure there were application for
{Staff By of 3smployee récords revi and nio references on'3 (Btaff A, B and C) of 3 employee
records reviewed.

The findings included.

Review of employee recordson. i/ i-at 1:00 p.m.showed there was no application for Staff B and
there were no references for Staff A B, and C.

The facility Administrator confirmed, during an interview on /. _at 115 pam, that thisinformation
wag not i the smployees’ records.

Class

0162 Records ~ Resident

Based on resident record review and interview, the facility failed o ensure there were weights on 4
(Residents #1, #2, #3 and #4) of 4 resident records reviewed.

The findings included:

Review of records for- Residents #1, #2,#3 and #4 showed there were no weights in the records. The
residents get-assistance with Activities of Daily Living. Resident #1 was admitted o Resident #2
was admitted 1/ 7, Resident #3 was admitted and Resident #4 was admitted

‘The tacility Administrator confirmed, during an interview on at 115 pamy that ther were ne
weights in'the records.
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RICK 80QTT
GOVERNOR

JUSTIN M SENIOR
INTERIM BECRETARY

Dol a0te

Administrator

CairnPark

9331 Via San Giovanni St
Fort Myars, FL 33905

Dear Administrator

This Tetter reports the firidings of a'staté licensure survey that was conducted on
2016 by & representative of this office.

Attached is the provider's copy of the Blate [8000:3547) Form which indicates e deficlencies
that were identified on the day ot the visit. Section 408:811(4), Florida Statutes, requires thiat
you correct thess deficiericies within thirty days of the date of tis letter uniless the Ageney has
approved-ansther timeframe.  Please attach'a simmary of your corrective action for each
deficiency, including completion dates, on your letterhisad. Also include any additional
documentation to support correction of identified deficiencies. Submit summary and
dociments to the Fleld Office nodaterthan 2076 Staff fony hisoffice wil
conduct & review of the provided correct ton and supporing doo Vo venty that
the necessary corections are In placs to corect the deficiencies identifled on your sutvey,
which may include o desk réview or onsite revisit

The Guality Assiirafice Questioninairé has long been smployed: to obtain your feetback
following surviy activity.  This form has been placed onthe Agency's website at
Hitp/aheamyfionda com/Publications/Formg shiml as a firststep in providing - web-based
interactive consumer sabstaction survey system, - You may acoess the questionnaire thiough
the ik unider Health Faciliies and Providers onthispage. Your lsedback-is encouraged-and
valied; a8 our goal s 1o ensure the professional and consistent appl sation of the sufvey
PrOGEsSs.

Thank you for the assistance provided to'the surveyor. Should you have any guestions please
call this office at {239) 335-1315,

Sincerely,
\ ™,

{ i /)«:w J
AM&{‘ZM i ,’rq{‘éﬁ{,
Jon Seehawer, RN
Field Office Manager

sl
Enclosure: State Form
XGHo

Fort Mysrs Fieig Office

2205 Victoria Avenue;
Fort Myers, FL.3360%
Phione:(239) 33513167 FAX(239) 3082072
AHCAMyFlorita 66
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