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Initial Comments.

An unnannounced complaint survey for
#2019013426 & #2019013745 was conducted on

through at Harborchase of
Naples, an assisted living facility in Naples,
Florida.

Complaint #2019013426 was unsubstantiated.

Complaint #2019013745 was substantiated at
A025 and A168.

The following Is description of the deficiencies.

429.26(7) FS$; 58A-5.0182(1) FAC Resident Care
- Supervision

429.26
{7) The facility must notify a licensed physician
when a resident exhibits signs of or

o . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that rmay be contributing to
such or | . The notification
must ocour within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility shall arrange, with the appropriate health
care provider, the necessary care and services o
treat the condition.

58A-5.0182

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission fo the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the guantity and quality of
resident diets in accordance with rule 58A-5.020,
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F.AC.

(b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a generat awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

(e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on resident and staff interview and record
review, the facility failed to provide appropriate
supervision for two (Resident #13 and #15) out of
three residents reviewed. Furthermore, the
facitity failed to notify the resident's family of
change in condition for 1 (Resident #13) of 3
residents reviewed.

The findings included:

1. During an interview with Resident #13's
daughter on at 9:46 a.m., she said her
mother had a .. that resulted in a . She
said they did not let her know her mother had a
. Bhe said she came to visit her mother on
Sunday in the afternoon. She said her
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mother was complaining she was in, . . Her
mother told her she hada . Resident #13's
daughter said, "If it wasn't for me coming, they
wouldn't have known my mom had a .No
one even calied me."

Record review for Resident #13 found an incident
report dated . Per the report the resident
had an unwitnessed . on at 10:00 a.m.
The resident was found in the bathroom on the
floor sitting against the wall. The resident stated,
"tdidnot . |tried to pick up something off the
ground and lost my balance. | pressed my
against the wall and slid down.”

The facility's nurse assessed the resident.
Resident #13 denied having .. . Peranote on
record, the resident's daughter was notified on

, four days after the . . The note stated
that when the facility staff notified the resident’s
daughter, she said, "why wasn't { notified earlier?"

Per additional note on at 2:00 p.m.,
Resident #13 came down 1o the wellness center
with her daughter. Resident #13 complained she
hada  and her was hurting. At that point
the daughter requested the resident to be sent
out to the emergency room (ER) for evaluation.

The Directer of Resident Care (DRC) said on

at 7:40 a.m., she did not know why the
staff in the facility did not notify the resident’s
daughter aftershehada .. on . She said
when a residenthasa |, nursing staff need to
assess the resident, notify the resident's next of
kin and physician. She said they were supposed
to monitor the resident for the next 72 hours
every shift. They do not have a policy in place,
but that is the standard of practice for all nurses.
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Record review for Resident #13 found no
documentation of post protocol. Record
review for Resident #13 found she had a
compressed ofthe | and had
surgery. Resident #13 was admitted to skilled
nursing on for rehabilitation.

Practicat Nurse Staff G said on at 8:00
a.m., she remembered the resident's daughter
told her Resident #13 wasin, . She said the
resident went to the hospital. She said the
resident broke her . Bhe said Resident #13
had surgery and did not return fo the facility. She
said the standard of practice is, if a resident has a

to follow up on the resident and check on
them every shift for the next 72 hours.

On at 9:27 a.m,, the DRC provided a
sample 72 hour charting log. The corporate
nurse watked into the conference room and said,
"What is that? No we don't use that.” She tore
the page in to pieces.

Further record review for Resident #13 found the
following:

A dated . At10:00 a.m., Resident
#13 was observed on her at bedside. She
stated she slid off the bed while she was trying to
put on underwear. She had an of the
right andright . . The daughter was
notified at 10:15 p.m. Nopost  assessments
or other interventions were in place.

A on . Resident #13 was found on
the floor next to her watker. Resident #13 was
assisted to bed. No notification of family was
on record, Ne further interventions were found
on record.
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On Resident #13 was observed sitting
on the floor in front of the recliner in her room.
The resident's daughter and physician were
notified. No new interventions.

On Resident #13 had a at7:00 pm.
Resident #13 was found on the floor in her
pathroom by the sink. Daughter was notified at
7:15 p.m. She had a small of the right
asaresultofthe . No new interventions.

On Resident#13hada  at7:30 am.
Resident #13 was found on the floor close to the
elevator on the second fioor. She said her
fetgoand . . The daughter was notified. There
was no post protocol or observations or new
interventions in place.

On Resident #13 had a
#13  in the commode and hit her
interventions in place after the

Resident
. No

Resident #13 slid off the toilet and
in the bathroom. Resident #13 was able o
get up by her self. Resident #13 reported the
to staff on and they notified the physician
and family.

On

On at 8:30 a.m., Resident #13 was
observed sitting on the fioor alert and criented.
She said she . in the bathroom as she was
trying to reach her walker. Notified family and
physician. Post . assessment for 72 hours was
not in the record.

On Resident#13 had a at 10:00 a.m.,
Resident #13 was found on the floor by her bed.
No 72 hours post  protocol or interventions
were in place.
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Resident#13 had a . dated Per
report, Resident #13 was observed sitting in front
of the recliner on the floor. The resident said she

while she was trying to go to her closet.
Assessment in place. Daughter was notified. No
post documentation on record. No new
interventions after the

On {does not mention year), the resident
hada &l 9:45 a.m. Per narrative, resident was
observed sitting on the floor by the shower. She
said she while getting up out the shower by
herself. Notified Resident #13's physician and
daughter. No post assessment. No new
interventions.

Resident#13hada = at6:45am. The
resident was found on the floor by her bed. The
resident said she . while she was trying her
new pajamas. The daughter was notified. No
assessment of new measurements in

Record review revealed that Resident #13 had a
total of 14 while in the facility.

During an interview on at 10:00 a.m., the
corporate nurse said are discussed on a
daily basis and staff assess and re-assess
residents. They put interventions in place, but
they do not necessarily document those
interventions for the residents. She said there
was nothing in writing on record indicating they
put any interventions in place. She was asked if
there were any interventions or re-assessments
for Resident #13. She said she wilt ook on the
record. She could not find any interventions.

Practicat Nurse Staff G on at 111t am.
said she has been working in the facility for 12
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years. She said the resident had muitiple
She said as far as she knows they did not put any
interventions in place for her. She said some
time ago, Resident#13  and broke her | and
ended up in the skilled nursing next door. She
returned and as far as she knows there was no
change in the way they treated her. They did not
do anything different. She said Resident #13

her right before she was
discharged.

Record review for Resident #13 found she had a
right on . The resident
was adritted to skilled nursing for rehabilitation.
No new intervention in place after the first

On at 7:13 a.m., the director of resident
care (DRC) said residents were to be assessed
upon admission, guarterly and when a significant
change takes place. The level of care and
monthly fees are adjusted based on outcome of
the assessment. Record review for Resident #13
found she was receiving Leve! lii care. The DRC
said they have a policy that speaks to that and
provided a copy.

Staff C {LPN) said on at 2:02 p.m., he did
not notify Resident #13's daughter after the

that took place on . Staff Csaiditwas a
misunderstanding on his end. He said he usually
fills out the incident report and calls the family
right away. He said when he found the resident
on the floor she told him she did not . He said
he believed her and that was why he did not feel
out the form right away. He said a few days after
when she was complained of, . | he realized
that was a mistake then he filled out the form and
called her daughter. Staff C was asked by the
surveyor, what did he mean by saying that even
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though the resident was found on the floor he
though that was nota  ? Staff C said, "you
know when they just slid off the chair or bed.”

Staff C said he was aware Resident #13 had
multiple . Staff C acknowledged no further
interventions were in place after Resident #13's
multiple . He said, "I check them times
each shift. |fold upper management, they knew
about it. No we did not do anything different.”

The facility's personal service plan policy and
procedure that was issued on and was
reviewed on
Protocol: A personal service ptan (PSP} is
developed per the following schedule:
Initially- pre-residency.
Community specific may be updated 30 days
after move in and then quarterly.
Change in condition.
The executive director or director of resident care
is responsible for completing the initial personal
service plan.
Post incident report if change service required.
The PSP is updated by collecting information
from:
Resident
Family
Care associates
Record review for Resident #13 found a contract
dated - Per contract on record resident
was identified as needing level of care 1i
assistance. An additional $1500.00 monthly fee
applied to resident's monthly rent.
Per levet Il care assistance policy and procedure
issued , revised , reviewed

, Resident #13 was to be provided one
person transfer assistance, Actual assistance
was unable to be verified since all 14 the
resident had during the course of her stay were
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marked as unwitnessed.

No documentation was found on record indicating
Resident #13 was provided with verbat reminders
that she needed to call when she needed help to
transfer. In addition, there was no documentation
on record indicating the facllity met with the family
in order to discuss the resident's multiple or
potential interventions.

2. Resident #15 was admitted on

On at 8:00 p.m. Resident #15 was found
on the floor on her button with her against
the recliner. She said she had tried to stand up,
got , and  on the floor. The daughter and
physician were notified. The physician examined
the resident the same day . She complained of

B at her right L An . was ordered.
No negative outcome. At 8:00 p.m. the resident
was found on the floor again. She refused to be
assisted. She said she wanted to stay on the floor
untif tomorrow so her daughter and her attorney
can see that no one cares. The resident
continued refusing to be assisted they finally
convinced her to go fo bed at 8:20 p.m. No
negative outcome.

On the resident was found on the floor in
her bathroom, The resident was very upset, No
negative outcome. The daughter was notified.
The physician (MD) was nofified. On at
8:30 p.m., the resident was observed on the floor
in front of the bathroom door alert and responsive
and unable {o state how she . . No apparent
injuries. The daughter and MD were notified.

On at 6:40 a.m., the resident was found
on the floor in her bathroom unable to state how
she . The resident obtained a tear at the right
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side of her and right . The daughter
was notified. The resident was transferred via
emergency medical service { ) to the hospital
for treatment.

On the resident was observed laying on
the floor by her recliner at 11:45 a.m. Post
protocol with no issues.

On at 11:45 am., the resident was found
on her on the floor by her recliner, No issues.
The family and MD were notified. Post

protocol ok.

On &t 3:10 p.m., the resident was found on
the floor. She said she  as she was trying to
get out of her bed. Post . protocol followed ok
no issues, MD and resident's daughter were
notified.

On the resident was found on the floor at
12:00 p.m. She said she went backwards and
ended up on the floor. The daughter was notified.
The resident’s physician was notified and post
protocol was followed.

On at 8:00 a.m., the resident was found

on the floor laying up. On at 9:00

a.m., the resident's physician ordered an , for
reviews,

On the family hired a private caregiver.
On at 8:30 p.m., the resident . onthe
floor with private caregiver present. The resident
was agitated at time. Post protocol no issues.

On at 7:00 p.m., the resident . and was
observed sitting on the floor. The family was
notified.
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The DRC said on at8:30 am., the
resident’s daughter had given the facility a 30 day
notice. The day before the resident was
supposed to be discharged she had a

resulting in . Resident #15 was
complaining of , onher . She was sent out
for evatuation. She broke her right . She never
returned to the facility.

There was an incident report in place dated
indicating Resident #15 off her

bedside on at 2:40 a.m. The facility

notified the resident's daughter at 2:43 a.m., and

the resident was sent out for evaluation. Resident

#15 never returned to the facility. Resident

#15 obtained a right | as a resuit of the

No interventions were found on record after the
resident's muttiple . The DRC said on

at 10:06 a.m., no further interventions or
medication reviews took place even though the
resident almost daily. The DRC said, "no we
did not do anything different.”

The administrator said on at10:2% am.,
“linherited a major problem. | don't know what to
say. | have know idea why nothing was done.
They should have reassessed the residents."

On at 10:34 a.m., Staff C said he had
been working for the facifity for about a year and
a half ago. He said Resident #15 had

and forgot that she needed help. She tried to get
upand and . . We told management about it. |
will check on her times every shift that's about
it. No we had no other interventions.” Per
contract on record Resident #15 was identified as
needing level of care 1l assistance. An additional
$1500.00 monthly fee was applied to resident's
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monthly rent.

Per level Il care assistance policy and procedure
issues , revised , reviewsd

, Resident #15 was to be provided one
person transfer assistance, Actual assistance
was unable to be verified since all Resident
#15 had during the course of her stay were
marked as unwitnessed.

No documentation was found on record indicating
Resident #15 was provided with verbal reminders
that she needed to call when she needed help to
transfer. In addition, there was no documentation
on record indicating the faclility met with the family
in order to discuss the resident's multiple or
potential interventions.

Class Il

429.24(3)(a) FS; 429.27(7), FS Resident Refund
Policy

429.24(3)(a)

The contract shall include a refund policy to be
implemented at the time of a resident’s transfer,
discharge, or . The refund policy shalt
provide that the resident or responsible party is
entitied to a prorated refund based on the daily
rate for any unused portion of payment beyond
the termination date after all charges, including
the cost of damages to the residential unit
resulting from circumstances other than normat
use, have been paid to the licensee. For the
purpose of this paragraph, the termination date
shail be the date the unit is vacated by the
resident and cleared of all personat befongings. If
the amount of belongings does not preclude
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renting the unit, the facility may clear the unit and
charge the resident or his or her estate for
moving and storing the items at a rate equal to
the actual cost to the facility, not to exceed 20
percent of the regular rate for the unit, provided
that 14 days' advance written nofification is given.
If the resident's possessions are not claimed
within 45 days after notification, the facility may
dispose of them. The contract shalt also specify
any other conditions under which claims will be
made against the refund due the resident. Except
inthe case of or a discharge due to
medical reasons, the refunds shall be computed
in accordance with the notice of relocation
requirements specified in the contract. However,
a resident may not be required to provide the
ficensee with more than 30 days' notice of
termination. If after a contract is terminated, the
facility intends to make a claim against a refund
due the resident, the facility shalf notify the
resident or responsible party in writing of the
claim and shall provide said party with a
reasonable time period of no less than 14
calendar days to respond. The facifity shai
provide a refund to the resident or responsible
party within 45 days after the transfer, discharge,
or of the resident. The agency shall impose
a fine upon a facility that fails to comply with the
refund provisions of the paragraph, which fine
shail be equal to three times the amount due to
the resident. One-haif of the fine shall be remitted
fo the resident or his or her estate, and the other
haif to the Health Care Trust Fund to be used for
the purpose specified in 5. 429,18,

429.27, FS Property and personat affairs of
residents. -

{7} In the event of the of a resident, a
ficensee shall return all refunds, funds, and
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property held in trust to the resident's personal
representative, if one has been appointed at the
time the facility disburses such funds, and, if not,
to the resident’s spouse or adult next of kin
named in a beneficiary designation form provided
by the facility to the resident. if the resident has
no spouse or aduit next of kin or such person
cannot be located, funds due the resident shall
be placed in an interest-bearing account, and all
property held in trust by the facility shall be
safeguarded until such time as the funds and
property are disbursed pursuant to the Florida
Probate Code. Such funds shali be kept separate
from the funds and property of the facility and
other residents of the facility. if the funds of the

resident are not disbursed pursuant to
the Florida Probate Code within 2 years after the
resident’s , the funds shall be deposited in
the Health Care Trust Fund administered by the
agency.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
faciiity failed to provide a refund within 45 days as
itis required for 1{Resident #13) out of 3
residents reviewed.

The findings included:

During a telephone interview at 9:46
a.m,, Resident #13's daughter (durable power of
attorney) said she did not get a full refund after
her mother was discharged from the facility. She
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said she provided a 30 day notice on .On
her motherbada . Her mother ende
up in the hospital due to obtained
secondary to the . She went for rehabilitation
to the nursing home next to the facility. Resident
#13's daughter felt the issue has not yet been
resolved even though it has been close to 85
days. She said they offered them a partial refund
of about $2208.00, but they feel they need about
$3100.00. She said when her mother was at the
hospital having surgery, they charged them for
medication management and level of care
charges even though she was not there. She said
in 2016 or 2017 when she was out of the building
for another surgery, they charged them only for
basic rent not medication management and level
of care while she was out.

Record review for Resident #13 found a contract
dated . Per the contract on record,
Resident #13 was identified as needing level of
care {ll assistance. An additional $1500.00
monthly fee applied to the resident's monthly rent.

Record review for Resident #13 found Resident
#13's daughter provided the facility a written 30
day notice of discharge on

Resident#13hada . on . Resident #13

was sent to the hospital on . Resident #13

had a surgery due to of the lower

She was transferred to a skifled nursing facility on
for rehabilitation. The resident move out

day was

Financial record review for Resident #13 found
the resident's daughter was entitled to a refund of
$1589.48. The meney was not refunded to the
resident’s daughter. The facility applied itas a
credit towards residents nursing home bill.
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During an interview on at12:10 p.m., the
business office manager (BOM) confirmed
Resident #13 was entitled to a refund. instead of
giving the refund they transferred the money to
the skilled nursing facility located next to the
assisted living facility. The BOM said Resident
#13 had Humana as a primary insurance and had
a co-payment for skilled nursing services. The
BOM said she did not think it was a big issue
since both the assisted living facility and the
skilled nursing are the same corporation. The
BOM said she did not realize the importance of
providing the refund to the resident. She said,
"eventually when the whole issue with Humana
was resolved they ended up getting a refund. |
don't see what the issue is. No it was not done
within 45 days. Ne, | didn't know that had to be
done within 45 days. | had a meeting with the
family couple weeks ago. { understand they
should not have to pay for medication
management or leve! of care since resident was
not here. It is not my decision to make. | had to
bring it to corporate. They will have to make the
decision. | sent them a check for $2289.49 few
days ago. Here look."

Record review for Resident #13 found a refund of
$2289.48 as of . the BOM e-mailed the
executive director with a breakdown of additional
refund for level of care $394.74 and medication
management $85.53.

During an interview on at10:34 am,, the
executive director (ED) said she was recently
made aware of the issues. She acknowledged
there was an issue. She said taking the resident's
refund and placing it as credit towards the nursing
home bill was not an appropriate course of action.
She said she had fo re- educate staff io make
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them understand that the assisted living facility is
a separate entity with a different license number
and they had no right to take the resident's refund
and place it as a credit to the nursing home bill.
She said she had arranged a meeting with the
family on at 11:00 am.
In a follow up interview on at 1:10 p.m.,
the ED said the family did not come to the facility
even though they had an |, with her.
She said she had made arrangements and an
additional $540.00 refund will be issued to
resident’s daughter.
Class Ili
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