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A 000 Initial Comments

These are the results of an unannounced Biennial
and Limited Nursing Service (LNS) survey
conducted __ - through + at Royal Palm
Retirement Centre, a Assisted Living Facility
(ALF) in Port Charlotte, Florida. There was a
complaint survey conducted as part of the
Biennial survey with 1 allegation which was
substantiated without deficiency. The census at
the time of the survey was 73 residents.

The foliowing is a description of the non
compliance:
A008 58A-5.0181(2) FAC Admissions - Health
Assessment

(2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a

face-to-face medical examination completed by a

licensed health care provider, as specified in

either paragraph (a) or (b) of this subsection,

(a) A medical examination completed within 60

calendar days prior to the individual * s admission

1o a facility pursuant to Section 429.26(4), F.5.

The examination must address the following:

1 The physical and mental status of the resident,
ding the identification of any health-related

problems and functional limitations;

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of daily iiving;

3. Any nursing or

individual;

4. Any special diet required by the individual,

5. A list of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication;

6. Whether the individual has signs or symptors

of a communicable ... which is likely to be

services required by the
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transmitted to other residents or staff,

7. Astatement on the day of the examination that,
in the opinion of the examining licensed heaith
care provider, the individual ' s needs can be met
in an assisted living facility; and

8. The date of the examination, and the name,
signature, address, phone number, and license

* number of the examining licensed health care

provider. The medical examination may be

| conducted by a currently licensed health care

provider from another state.

(b) A medical examination completed after the
resident' s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Facilities, 2010. The form is
hereby incorporated by reference. A faxed copy
of the completed form is acceptable. A copy of
AHCA Form 1823 may be obtained from the
Agency Central Office or its website at
www.fdhe.state. f.us/MCHQ/Long_Term_Care/
<htip:/fwww.fdhe state f.us/MCHQ/Long_Term _C
are/>
Assisted_living/pdf/AHCA_Form_1823%.pdf. The
form must be completed as foliows:

1. The resident ' s licensed health care provider

¢ must complete all of the required information in

Sections 1, Health Assessment, and 2, Self-Care
and General Oversight Assessment.

a. ltems on the form that may have been omitted
by the licensed health care provider during the
examination do not necessarily require an
additional face-to-face examination for
completion.

| b. The facility may obtain the omitted information

either verbally or in writing from the licensed
health care provider.

¢. Omitted information received verbally must be
documented in the resident ' s record, including
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the name of the licensed health care provider, the
name of the facility staff recording the information
and the date the information was provided.

2. The facility administrator, or designee, must
complete Section 3 of the form, Services Offered
or Arranged by the Facility, or may use electronic
d ion, which at a mini includes the
elements in Section 3. This requirement does not
apply for residents receiving:

a. Extended congregate care (ECC) services in
faciiities holding an ECC license;

b. Services under community living support plans
in facilities holding limited mental health licenses;
¢. Medicaid assistive care services, and

d. Medicaid waiver services.

{c} Any information required by paragraph (a) that
is not contained in the medical examination report
conducted prior o the individual ' s admission to

i the facility must be obtained by the administrator
within 30 days after admission using AHCA Form
1823
{d) Medical examinations of residents placed by
the department, by the Department of Children
and Family Services, or by an agency under
contract with either department must be
conducted within 30 days before placement in the

| facility and recorded on AHCA Form 1823
described in paragraph (b).

(e) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.426, F.S., and this rule.

() Any orders for medications, nursing,

. therapeutic diets, or other services to be provided
or supervised by the facility issued by the
licensed health care provider conducting the
medical examination may be attached to the
health assessment. Alicensed health care

AHCA Form 3020-0001
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provider may attacha __ ... ___. s order for

residents who do not wish
1 to be administered in the case of
o OF
(g) Aresident placed on a temporary emergency
basis by the Department of Children and Family
+ Services pursuant to Section 415.105 or
4151051, F.S., shall be exempt from the
inati qui of this sub fon for
i up to 30 days. However, a resident accepted for
Y g pl shall be entered
on the facility ' s admission and discharge log and
counted in the facility census, a facility may not
exceed its licensed capacity in order to accept a
such a resident. A medical examination must be
conducted on any temporaty emergency
placement resident accepted for regular
. admission.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the Administrator or his designee
are signing Section 3 of the 1823 Health

Form on 1 (Resis #1)of 3
resident records reviewed.

The findings include:

Arecord review conducted - on the resident
record of Resident #1 revealed that Section 3 on
the AHCA form 1823 which lists services offered
or arranged by the facility for the resident was
signed by Staff H, a Resident Assistant,

The regulation states Section 3 on the AHCA form
1823 must be signed by the administrator or
designee

AHCA Form 3020-0001
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| In an interview on +at approx. 11:00 a.m.

with the facility Administrator, he stated "My
designee to sign Section 3 of the AHCA 1823
form is the current Resident Care Supervisor.
Prior to her arrival it was (Staff 1) the previous
Resident Care Supervisor.”

Class

58A-5.0182(1) FAC Resident Care - Supervision

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

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

(a) Monitor the quantity and quality of resident
diets in accordance with Rule 58A-5.020, FAC.

1 (b) Dally 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

+ individual.

{c) General 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, health care
surrogate, or case manager if the resident

; exhibits a significant change; contacting the

resident ' s family, guardian, health care
surrogate, or case manager if the resident is
discharged or moves out.
(e) A written record, updated as needed, of any
igni h as defined in i
58A-5.0131(33), F.A.C., any illnesses which
resulted in medical attention, major incidents,
changes in the method of medication
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Continued From page 5

administration, or other changes which resulted in

the provision of additional services.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to provide adequate
nursing supervision in providing care ford ...
(Residents #7, #8,

#Sand #10)0f4 . .dependent .._____ .
surveyed, by monitoring as ordered
by the medical doctor, holding medications as
ordered by the medical doctor, notifying the
medical doctor of critically low and high
sugars, and faifing to monitor food intake after
administering .. ._
being hospitalized on § separate occasions for
hyper- and and having emergency
medical technicians administer
glycogen to save his life on 3 separate occasions,
having Resident #9 being hospitalized for

and the immediate potential injury
for 4 {Residents #7, #8, #9, and #10) residents
reviewed.

The findings include:

According to the American . . __ : Association
{ADA) . .. - ... is @& chronic illness that
requires connnulng medical care and ongoing
patient self-rnanagement education and support
to prevent acute complications and o reduce the
risk of long-term complications, ..........careis

and requires multifactorial risk reduction
strategies beyond control.”

Aresident in an Assisted Living Facility (ALF) who

is . .....; dependent and who self-administers or
receives assistance with medications must be
able to understand the s of their

. This resulted in Resident #8

A025
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»and be able to make critical judgments
related to its treatment.

There are 2 major concerns with the
residents having both acute and long term
effects,

The first is (low sugar). A
!'sugar 60 or less is considered
can be caused by

the resident taking rand not eating. The
complications of +if untreated
include tremor, visual . acute
1 state, muscle reduced

fevels of . vegetative state, ... .._

cand . The state caused by
fow | sugar levels could lead a resident to
become ...l and hallucinate. In this state

the resident would be unable to make a concise
judgment about care and would be totally
dependent upon a caregiver o obtain medical
assistance.

The second concern with is
1{high _.__ i sugar).
. . 1 can be caused by a resident not
getting enough ...__..; or eating too many simple
sugars.

According to the American .. ... ... Association,
o can be a serious problem if you
don't treat it, so it's important to treat as soon as

you detect it. If you fall to treat =~ _ a
condition calied ; :
could aceur. develops when your
body doesn't have enough Without

your body can't use glucose for fuel, so
: your body breaks down fats to use for energy.”
"When your body breaks down fats, waste
products called ketones are produced. Your body
AFCA Form 3020-0001
STATE FORM 6839 DWOs11 If continuation sheet 7 of 149
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cannot tolerate large amounts of ketones and will
try to get rid of them through the _

Unfortunately, the body cannot release all the
ketones and they build up in your , which
can lead to -is
life-threatening and needs immediate treatment.”

| The long term effects of include

L , limb amputation, and
kidney faiture.
According to the Mayo Clinic, "Your doctor sets
your target . __ | sugar range. For many people
who have target levels are: After fasting
at least eight hours (fasting I sugar level) -
between 90 and 130 mg/dL (5 and 7 mmol/L)
Before meals - between 70 and 130 mg/dl. (4 and
7 mmol/L)

One to two hours after meals - lower than 180
mg/dL (10 mmolL)"

Medication technicians in an ALF receive 4 hours
of fraining in assisting residents with medications
and do not have the fraining or knowledge base
to make judgments in critical care decisions for

! the i dependent . resident. Fora

resident to be appropriate for assistance with
care they would have to be able to make

i all decisions regarding the care of the

process. Medication technicians wouid be able to
bring the resident their equipment, remind them
of the time medications are due and record the
_.__ I sugar levels obtained by the resident when

! they test themselves. It is not within the

technician's scope of practice to do glucose
testing, draw up and make judgments
regarding care.

An pen is a device used to draw doses of
. The device has a container of .. with
a re-capabile needle on one end and a plunger
attached to a dial at the other end. Accurate unit
doses of .1 are obtained by twisting the dial
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to the proper dosage and drawing the plunger of
the pen. The needle is then injected

_ and the plunger is pushed to
inject the dose of ) dialed into the pen. Itis
a device used to simplify the drawing up of
into a syringe.

1. Resident #8 was admitted to the Faciiity on
with a diagnosis of .
,and

The facility in which the resident resides has a
Limited Nursing Services (LNS) license. Also,
after reviewing the medical record, Resident #8
had Home Health Services ordered so that he
received weekly assessments from a licensed
nurse.

Review of the Resident Condition Log (RCL)
dated : shows, "(Resident #8) is a new
resident..Heisa _._____. He gets his sugar
taken 4 x's a day. He has to be reminded of his
meals and meds."

On ;at 11:30 a.m., Staff B, a medication
technician, was observed administering an
to Resident #8 in the 5th floor dining

She was observed to prepare the lancet in
the pen for the resident. The resident then was
observed to prick his finger with the lancet after
being cued by Staff B. Staff B was then observed
to pick up the glucometer and obtain the
sample from the resident’s finger. The resident

was observed o be clearly and unable
to understand the process of his Staff
B never told the resident his resuit.
In an interview with Staff B on at11:.35

a.m., she confirmed she had performed the

AHCA Form 3020-0001
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resident's

to understand when

to low? She stated,

the resident's daily

at1:20 p.m.

asked if he gets his

N on

8he confirmed the

resident suffered from +and was not able

or why he received .. _.

She was then asked how the resident receives
administration. She stated, "I turn the dial
10 25 units each morning and Resident #8 injects
the dosage himself."
resident would be able to tell her not o give the
medication to him because his | sugar was

She was asked if the

“1 don't think any of residents

on this floor know what they are taking." She was
asked how would she know when his sugar
was {0 low and to hold his _ __ She stated,
we have parameters from the Licensed Practical
Nurse Supervisor to notify her if his sugar is
less than 40 or greater than 400." She then
showed the surveyor this had been written above

documentation,

An interview was conducted with Resident #8 on

The resident was observed at

the time of the interview tobe __...____Jand
oriented to seif only.
assistance with his medications at the facility he
stated, " don't know." He was then asked how

he gets 1 every morning from the staff? He
stated, | don't know,

When asked if he received

I don't take He was
sugar checked on a

daily basis? He stated, No, they don't check my
sugar. | don't get

An interview was conducted with the supervising
at 3:40 p.m. She stated she had
only been working at the facility since Tof
2013. She was asked how Resident #8 receives
.......: from the staff. She stated they bring it fo
him and he does everything for himself. She was
then told Staff B stated she turn the dial of

pen to 25 for the resident each morning. The
supervisor was also told Staff B was observed

AHCA Form 3020-0001
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obtaining an - from the resident at

11:30 am. She seemed to be surprised and

stated, "Staff have been told they can't administer
She was then asked about Resident

#8's She confirmed the resident was
and unable to make judgments
regarding his care. She was then asked

how medical technicians with 4 hours of training
would be able to make decisions in the resident's
care that would be critical enough to cause

She stated, "I see what you're saying.”

Review of Resident #8's RCL dated

shows, "(Resident #8) was sent out. sugar
was very low 20. Was found slumped over in
chair drooling and unable to drink."

Review of the recorded - dated
. shows the resident's | sugar at 6:30
a.m. was 47. There was no documentation any
interventions were performed for this critically low
| sugar in the RCL.

Review of the Medication Observation Review
(MOR) shows the resident received 30 units of
; 1at7:00 a.m. on

An incident report dated and timed 10:45
a.m.,, shows, "While calling floors for lunch
Resident #8 was found sweating and drooling,

. I sugar was 20. Not responding. Attempted
| to give orange juice couidn't get him to swallow.
Called 911."

QOn the same form, under the heading "Faclility
comments {recommendations and/or steps to
avoid reoccurrence of incident)” a Resident
Assistant 1 documented, "Returned next day.
Sugars are being monitored and recorded.

Resident being checked several times a day."
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She signed and dated her note on The

LPN Supervisor signed and dated the form with
no documentation from a licensed staff member.
There is no documentation the resident's medical
doctor was informed the resident was given

ywitha . . sugar of 47. There is no
documentation the resident’s medical doctor or
the resident's family was informed the resident
was hospitalized with |

When the resident returned from the hospital on
the medical doctor ordered, "Change AM
to s 24 units. AC
- (before meals) and HS (hour of sleep) w:th high
dosage coverage.”

Review of the medication list on the 1823 dated
: shows, "Hold Jif sugar is
less than 120."

Review of Resident #8's MOR shows unlicensed
staff continued to document administration
after

Therewas no documentation the hospital
physician was notified to clarify his order of "High
dose coverage." The medical record
shows no ..__..: coverage (sliding scale) initiated
for this resident after the order. Thereis
no documentation of contacting the medical
doctor until Review of the physician's
orders shows a change in i coverage on
The order reads, "Lantus 15 units
every PM”

Review of the Sugar Checks” record dated
i shows the resident's _.__ | sugar was

106. Review of the MOR, the

was changed from 24 units in the AM to 20 units

AHCA Form 3020-0001
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in the AM on Review of the physician's

| orders show no recorded order to change the

__..1 dosage for Il The resident
was given 20 units of at7:00 am.
on The MOR clearly reads, "Hold if

sugar below 120, start _ . ' Review of

" the physician's orders shows no change in the

parameters for holding the

Review of the Communication form dated _ _

shows a home health Registered Nurse (RN) had

evaluated the resident on and noted his

| sugar was 106. There is no documentation
there was any concern from the home health
nurse the resident had been given ____) which
should have been held according to the medical
doctor’s order. The RN notes, . :has episodes

Fasting | Sugar was 106
today !nstructed Patient on
regime."
Review of the | Sugar Checks" Record
shows on , at 10:30 a.m,, the resident's

... . sugar was 55. There is no documentation
in the RCL any interventions were performed for
the resident's low blood Review of the

same record shows on 6/2) 330 pm., no
accuchecks .. ... performed as ordered.

Review of the RCL dated 6/2° timed,
“3.11:30 PM" shows, "Went up to check on
(Resident #8) around 6 PM. He was lying in bed
shaking uncontroliably and making no sense
verbally. Stated he fell had a laceration on
his leftarm. We called 911. He went to Peace
River. Family was called.” The note is not
S|gned Review of the "Incident Report" dated

| timed at 6:00 p.m., shows, "Resident
#8 found fying in the bed shakmg uncontrollably
and not making much sense when he spoke. He
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also had a laceration on his left arm.” Review of
the report shows the .. .who completed the
incident report was the same . . . who wrote the
RCLnote on _

At the bottom of the incident report an unficensed
staff member documents, "Resident is still in the
hospital. Wil follow up with Infinity Home Health
Care upon return.” She dates her note

The acting LPN supervisor signs the incident
report and dates it on

Review of the hospital record written by the
hospital physician and dated reads, "l
talked to the nursing staff and they told that they
were given the history that he was walking at the
ALF and he .. | down and probably became
- and when was called and he
was found to be

There was no documentation the medical doctor
was notified the resident was given

even though it was supposed to hold,
There is no documentation the medical doctor
was notified an had not been done at
3:30 p.m. as ordered. There is no documentation
the family was notified the resident was sent to
the hospital for ...__ i d .
. There is no investigation on the incident report.
There are no recommendations from a licensed
staff member to avoid a recurrence of the
incident.

The patient returned to the facility from the

hospital on Review of the Form 1823
dated . shows under + behavioral
status: _ ...

Under Nursing Treatments the form reads,
* “Infinity Home Health."

A025
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Review of the MOR showed unlicensed staff
continued to administer ) after

Review of the RCL dated 1 timed
“6:30-3" shows, "(Resident #8's) sugar has been
low even though he has eaten his meals.”
Another note dated written after
772¢ , timed 7:30 a.m., reads, "(Resident
#8) blood 32 when | checked it gave him
orange juice. He did not want to drink it asked
(RA) . call 11. EMT's came they gave him
sugarlV  checked his sugar it was 24. After
the hivey (IV?) (was 168. They left. (Resident
#8) was eating banana he had orange juice and
peanut butter and jelly.” The note is not signed
by the RA the note. The note is
initialed by the acﬂng LPN supervisor.

1 Review of the Blood check record shows

the resident had his blood  *checked twice
by the RAat 6:30 a.m. Review of the MOR
shows blood were being checked before
and after meals. Review of the physician's orders
show no order to take accuchecks and
after meals. The accuchecks _: this time
remained AC (before meals) and HS (hour of
sleep), hold novolog .-~ blood fess than
120." Review of the MOR shows the resident
received insulin _: 7:00 am. This would be 30
minutes before the resident was found with a low
blood There is no way o tell from the
documentation if the higher blood .
recorded at 6:30 a.m. were before or after the
resident had received IV _

Review of the medical record shows no incident
report was completed on isno
documentation the medical doctor was notified
the resident's blood _ "was 32 and EMS . _
to administer glycogen IV ... save the resident's

AQ25
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life. There is no documentation the resident's
family member was notified of this critical issue.

Review of the physician's orders show the
resident is not seen by a medical doctor until
The "Medical Appointment Information”
note shows the medical doctor discontinues the
_...1 and orders Lantus
20 umts twice a day. There is no clarification from
a nurse noted as to holding the fora
sugar of 120. There is no change noted fo the
The order remains . AC
(before meals) and HS (hour of sleep). Review of
- record shows . . \'s checking the
resadents : sugar § and 6 times daily without
an order from the medical doctor.

1 Review of the RCL timed "8:30 to 3" and dated

shows, found (Resident #8) slumped
over in his chair and not responsive. 911 was
called and they took his sugar which was
12. They proceeded to give him a shot which
brought his | sugar up to 167. i didn't
feel it was necessary to take him to the hospital.

\'s tried to give him his lunch and drinks to

keep his I'sugarup.  \'s continue to check
on him throughout the day. . ., also spoke to
{resident's wife) to let her know what was
happening. Incident report filled out. (Resident
#8) did eat a bowl of ice cream, cranberry juice
and half his lunch meal.”

Review of } Sugar Checks" form shows on
“the resident's .. _ i sugar was taken
twice at 6:30 am. His sugar is recorded as
...... There is no documentation any
intervention was done by any staff member to
prevent criticafly low Review of
the MOR shows Resident #8 received 20 units of
Lantus at 7:00 a.m., even though his i
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sugar was abnormally low.

An "Incident Report” dated and timed
i 11:25 a.m. reads, "Resident was unable to
respond. went to resident's found

resident slumped over in chair and unable to
respond. 811 was calied and they came. Took
: his | sugar which was 12. They proceeded to
| give him a shot and brought his sugar up to 162.
_ felt it was not necessary fo take him to the
hospital.  \'s gave resident a lunch tray and
made sure he was doing fine." On the bottom of
the form another . documents, "Resident good
after received shot. . . .keep eye on sugars and
report to his home health and Dr. Butler office.”
The note is dated . ... The incident is signed
by the Supervising LPN on There is no
documentation the resident's medical doctor was
notified the day the incident occurred. There is
no documentation the medical doctor or the
| family were told the resident was given by
a . .when the resident had an abnormally low
i sugar. There is no investigation noted on
the incident report as to why the resident had a
| sugar of 12. There are no
recommendations from licensed staff to prevent
the same issue from occurring again.

A“Patient Service Update" sent to the physician
from the Home Health Nurse and dated .
reads, "Patient saw VA (Veterans Administration)
MD last week. The following changes were
made: Discontinued Prandin and

flex pen. Lantus was changed from 15 unlts at
night to Lantus 20 units 2 times
daily.... Patient had episode of i this
weekend. .......reported sugar of 12,
Today's fasting sugar was 54, Aftached is
the glucose log. Please advise.” The physician
responds, "Give Lantus in AM same dose
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continue to monitor.™ The order from the doctor
is not clear as to how he wants the | given,
In looking at the order it appears he wants the
resident to just have AM Lantus at the same
dosage the VA had ordered. The order is not
acceptable and should have been clarified by a
nurse. Review of the MOR on shows no
change in the order for Lantus noted.

An “Incident Report" timed 7:30 a.m. and dated

. : reads, "Resident did not come down went
: to check on him. Wasn't acting right, Checked

his . Jsugaritwas 32. 911 called for resident,

He was unable to drink orange juice. i came

gave him  sugar. Then it was 160 and

feft." On the bottom of the incident report another
- .writes, "EMT gave . . sugar to resident and

got sugars up. Resident didn't go to the hospital.

Resident was able to go to dining eat

| lunch and dinner and did well rest of the day.

Home Health was notified. The note is dated
... ... The form is signed by the supervising
LPN on

There was no investigation on the incident report
as to why the resident was found to have a
sugar of 32. There is no documentation the
resident's doctor was notified the resident had

There are no
recommendatlons listed on the incident report to
prevent further incidents to occur.

Review of the Home Health Communication form
dated _ _ . reads, .....sugars are still very
unstable. Extremely important that staff makes
sure he eats all his meals and has a snack at

| night before bed (Unknown) aware of _.__J
* sugars and is monitoring closely.” The note is

signed by an RN. There is no documentation in
the resident's record the facility staff ever followed

A025
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the advice of the licensed home health nurse to
- monitor the residents food intake.

Review of the ___ J Sugar Check dated

shows at 6:30 a.m. the .. .documented three

separate sugars taken. There is no time

noted as to when the sugars were taken.

The | sugars recorded are __

Review of the MOR shows the resident received
: 20 units of Lantus 1at 7:00 am. Thereis

no documentation as fo if the resident received

before he was found with a ... _ I sugar of
32. No investigation is documented by the
Facility or the Home Health Nurse. -

Review of the Physician's orders shows the

resident's was changedon ... ... The
new order was Lantus 20 units
every AM and 15 units every PM.

No parameters are attached to the order, which
would leave an untrained, unlicensed staff with
the decision on when to give the fitwas
abnormally low.

Review of the RCL dated .. . and timed "6-3"
reads, "(Resident #8) didn't wake for breakfast
but did take his meds. (Resident #8) sent to

| hospital low .} sugar.”

An "Incident Report” dated with a time of
11:00 a.m. reads, "Resident found on the floor Rg
{unknown) side of bed. Resident fook ... .
sugar was very low. Resident unable to move at
the time.” The LPN supervisor documents on the
same date, "Resident Sent 911 to be evaluated."
There is no documentation the resident’s medical
doctor was notified at the time the resident was
transported to the hospital. The form clearly
reads, "Describe Exactly what happened, Why,
What causes were." There is no investigation
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noted on the incident report as to why the

resident was having a low | sugar.

Review of the resident's Blood Checks on

4730 . *at 10:30 a.m., the resident had a
blood of 31. There are no documented
interventions noted for this critically low blood

.. Review of the medical record shows the
resident was admitted to the hospital with a
diagnosis of hypoglycemia spent 8 days in
the hospital.

Review of the discharge records on .
insulin .. _ .. discontinued when the resident was
discharged from the hospital.

Review of the "Blood ' Checks" for the
month of May - the resident's biood
were abnormally high for several days when he
was discharged. The first blood taken was
403 when the resident returned to the facility on
| was recorded at 7:00 - 9"00 p.m. The
resident's Blood was recorded as 467 on
Blood ' was recorded as 558 on
- was recorded as 542 on 5/1C E
is no documentation the resident's medical doctor
was notified of these critically abnormal blood
until 511¢

"Patient Service Update" sent by the Home

Health Agency to the medical doctor on 5/1(
, "Patient's diabetic i were discontinued
by hospital Blood are as follows: _
, 511071
Please advuse " The nurse filling out the form
writes an order of Metformin MG | pill by
mouth twice daily. On the side of the paper the
medical doctor writes, "?" Underneath the
question mark he writes, "Already on Metformin
mg 1 pill by mouth twice daily and Lantus.”
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; This note shows the medical doctor was not
made aware the resident was sent to the Hospital
on and discharged on i without

medications until

Review of the medical record shows the resident
was sent to the Hospital and evaluated on

. The medical record shows he was seen
for 1and Chronic There
is no documentation the resident's family was
made aware that he was sent to the Hospital.
There is no documentation in the RCL and no
incident report was completed.

Review of the _ i Sugar Checks" show on

- Resident #8's i sugar was 508, The
record shows the resident was hospitalized form

ifo Review of an incident report
dated and timed 6:45 a.m. reads,
“Checked resident sugar and it was 508,
resident went to Peace River for Eval” The
Incident report is signed by the supervising LPN.

An interview was conducted with the Supervising
LPN at 410 pm. on She was asked if the
resident had any symptoms when he was sent
out. She stated, "No." She was asked if the
medical doctor was notified of the resident's
... ) sugar? She stated, "No, we had no
coverage so | sent him to the hospital so they
could get his sugar down." She was asked
about the abnormally high _.__ | sugars on

. s s an She stated,
"They were not reported fo me.” She was asked
how often she looks at the resident's
R She stated, "l never look at them.
The doctor sees them when he comes." She was
asked how often the medical doctor sees the
resident? She stated, "About once a month "

ROYAL PALM RET CENTRE PORT CHARLOTTE, FL 33952
{X4) 1D SUMMARY STATEMENT OF DEFICIENGCIES s} PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A025 Continued From page 20 AQ28

AHCA Form 3020-0001
STATE FORM

oxon

DWOosH

# continuation sheet 21 of 148



Agency for Health Care Administration

PRINTED: 06/18/2013
FORM APPROVED

STATEMENT OF DEFICIENCIES X1} PROVIDERISUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
AL11911942

{X2} MULTIPLE CONSTRUCTION
A. BUILDING:

8. WING

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

ROYAL PALM RET CENTRE

STREET ADDRESS, CITY, STATE, 1P CODE.

2500 AARON STREET
PORT CHARLOTTE, FL 33852

x4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR 1.SC IDENTIFYING INFORMATION)

DEFICIENCY)

n PROVIDER'S PLAN OF CORRECTION X5}
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

AQ25

Continued From page 21

Review of the admission note from the hospital
dated .. ... . reads, “Third hospital visit since
« with issues related to his i sugar.

The patient has had two admissions with low

I sugars and sugars in the 21 range,
though he has been taken off scheduled
Apparently there was much lying around at
the facility and the patient had a series of this
according to the personal that saw the situation.
The patient's sugar was over 500 unless he

¢ was sent to the Emergency .. admission
: for uncontrolied ... ... .. the patientis
: demented and has numerous other medical

problems, but has not been safe to put on
scheduled because he becomes

o on some. He has apparently been
on sliding scale !

Review of the Discharge Summary written by the
hospital physician and dated reads,
"Apparently, atthe __.. _ __ unit| am told that
there are a number of cupcakes available and the
patient had several and was found with a

sugar of 500."

Review of physician ' s orders dated .. ... ..
reads, : before meals breakfast,
lunch, and dinner, at bedtime and 2 AM. Restart

| Lantus 6 units PM 25

units AM." There is no
physician's signature on the order. Review of the
MOR shows the order was started on .

Review of the .. Sugar Checks for the month
of 2013 shows 2 AM sugars were not
done on B s s s ,or On
i The resident's 2 AM | sugar was 38.
No interventions are recorded for this critically low
. Isugar.”
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At6:30on . Resident #8's | sugar is
recorded as 40. Review of the MOR shows on
i at 7:00 a.m., the resident was

administered 25 units of Lantus Review
of RCL dated . reads, "(Resident #8's)

| sugar was 40 when he came out ate
breakfast 1 pancake cup of coffee cup of OJ. He
had ..

A"Communication Form” dated reads,
"Fasting | Sugar was 44-at 10:30 AM 88. No
2 AM __ Jsugar recorded times 2 days. Spoke
with (LPN supervisor) about this matter”. Review
of RCLdated . . reads, "Visiting Nurse saw
{Resident #8) was wondering why nobody is
checking 2 AM ___ I sugar. His sugar was
44 at 8:30 AM"

Review of the _ 2013 Sugar Checks"
show the only 2:00am. _____.._.

obtained on Even after LPN superwsor
was made aware of the situation.

Review of the 1823 dated shows the
resident's + status to be "Alert and
oriented x's 1 (to person,) and
forgetful.” Under Nursing Treatments on the
same form is documented, !
Which would mean a nurse would be required to
provide the services requested.

Review of the MOR show unlicensed staff still
continued to administer + after

An interview was conducted with the resident's
medical doctor by phone at 3:00 p.m. on

When he was told the . \'s were making
decisions in the resident's care
management he stated, "t have standing orders
for that." He was then told on an
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gave the resident when he had i
sugar of 47 and by 11:00 a.m. the resident had a
i sugar of 20 and had to be hospitalized.

The physician stated, "That's not good." He was
unable to confirm when he was notified the
resident had a low sugars during each
hospitalization and critical event. He stated, "I'm
not going to fie to you, | would not be able to
say." He was asked if he knew the limitations of

's? He stated he thought they were trained to
take care of residents with . _ 1 dependence.
He stated as far as he knew the previous LPN
supervisor was administering 1o the
residents.

An interview was conducted with the LPN
| supervisor on at4:10 p.m. She stated,
| "We don't take standing orders here from
doctors.”

2. Resident#9isa

was admitted to the Facility on
history of cand ..

Review of the residents form 1823, dated s
shows the resident has poor eyesight The
resident receives N , 60 units,
every morning.

| white male who
Hehasa

Review of the MOR show unticensed staff
providing ; care for the resident. The MOR
shows there are no high and low parameters
ordered for this resident's sugar.

| Review of an “Incident report” dated and
timed 12:30 PM reads, "Son has {Resident #9) at
the dentist office. Brought back. Resident
became unstable. Unabie to walk, speak, or
respond to verbal commands. Resident was
checked out by nurse and Home Health nurse.
911 called." On the bottom of the form which had
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i the LPN supervisor on There is no
; documentation as to why the resident had a low

& heading of "(Recommendations and/or steps to
avoid reoccurrence of incident)”, the . ., writes,
"Came back same day with low sugar. Son is
taking to MD." The form is signed and dated by

I sugar. There is no documentation the
medical doctor was notified the resident was
critically . enough to go to the
hospital.

Review of the | Sugar Checks” shows on

- the resident's fasting sugar was 70.
Review of the MOR on . . shows the resident
received 60 units of iN 1at 7:00
AM. There is no documentation the . . ensured
the resident ate something before the he was
sent to the dentist office.

On _ the resident's fasting .._ . | sugar was
60. The MOR show the resident was given 60
units of with no interventions. On ...
the residents fasting sugar was
documented as 49. He was given 60 units of
with no interventions. On the

resident's .. . | sugar was documented as 54.
The resident was given 60 units of with no
interventions. On the resident's !
sugar was 55. The resident was given 80 units of

.1 with no interventions. On the
resident's I sugar was 48. The resident was
given 60 units of with no intervention. in
each of these instances the medication should
have been held and the medical doctor notified
before giving
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3. Resident#7 isaan white female
who was admitted to the facility on . She
has a history of - Mellites,
and
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She receives with sliding scale
coverage. She needs her sugars checked
three times daily. Review of Section 3 of the
1823 dated : shows unlicensed staff are
assisting the resident with medications and |
sugar checks.

An interview was conducted with Resident #7 at
2:05 p.m. on She was asked how she
gets her sugar checked. She stated, "I go
down to the nurses’ station on the 1st floor and
they take my ..__ . and check my sugar. They
then dial in my dosage and they giveme a
shot of in my abdomen.” She was asked if
: she was sure the staff injects her with her
She stated, ‘I can't do it myself. They do it for

me." She did not know how much .. she
took every day.

4. Resident#10is a white female
who was admitted to the Facility . The
resident has ... ... and receives

N
, 26 units, in the AM and 20 units in the PM
.. She also receives . .
coverage for sugars above 151. Review of
section 3 of the 1823 dated i show
uniicensed staff are providing assistance with
medications.

An interview was conducted with Resident #10 at
1:20 pm.on ... ... The resident was asked
how long she had lived at the facility. She stated,
"I moved here about a year ago. | am legally
When my eyes got worse | could no longer
give myself When asked what staff do for
her when she gets her medication she stated, "1
go to the medicine times a day. They
take my | sugar because | can't read the
machine. They dial in the amount of i
need and | inject myself. I'm not able to read the
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An interview was conducted with Staff C at 3:30
p.m.on . She confirmed she put in the
dosage for Resident #10. She stated, “Yes,
{Resident #10 has a problem because she can't
see. | help her turn in the dosage. The residents
who take will get aggravated at us if we
dontdoit. They want us to put in the dosage.”
She was then explained the danger of
administering and making decisions for a
resident on when to give and how much ... ... to
give to a resident. She then stated, "l learned
more today than | learned during the whole
medication class.”

An interview was conducted with the
Administrator on iat 11:30 a.m. He stated
he was not aware unlicensed staff were
administering 1 fo residents. He stated he
was aware Resident #8 had been sent to the
hospital on several occasions for fow and high

i sugar. During the interview he still seemed
unaware unficensed staff could not make critical
decisions regarding . care. He stated, "if
they have a parameter can they assist with

Class 1

A030] 58A-5.0182(8) FAC; 429.28 FS Resident Care -
Rights & Facility Procedures

{8) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) Acopy of the Resident Bilf of Rights as
described in Section 428.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Councit shall be posted in full view in a freely
accessible resident area, and included in the

AQ25
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admission package provided pursuant to Rule
58A-5,0181, F.AC.

{b} In accordance with Section 429.28, F.S,, the
facility shall have a written grievance procedure
for receiving and responding to resident

* complaints, and for residents o recommend

changes to facility policies and procedures. The
facility must be able to demonstrate that such
procedure is implemented upon receipt of a
complaint.

{¢) The address and telephone number for
lodging complaints against a facility or facility staff
shali be posted in full view in a common area
accessible to all residents. The addresses and
telephone numbers are: the District Long-Term
Care Ombudsman Councll, 1{888)831-0404; the
Advocacy Center for Persons with
1{800)342-0823; the Florida Local Advocacy
Council, 1(800)342-0825; and the Agency
Consumer Hotline 1{888)419-3456.

{d} The statewide toli-free telephone number of
the Florida Hotline " 1(800)9€ or
1(800)962-2873 " shall be posted in full view ina
common area accessible to all residents.

{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
policies with respect to such issues, for example,
as resident responsibilities, the facility ' s

and tobacco policy, medication storage, the
delivery of services to residents by third party
providers, resident elopement, and other
administrative and housekeeping practices,
schedules, and requirements,

{f) Residents may not be required to perform any
waork in the facility without compensation, except
that facility rules or the facility contract may
include a requirement that residents be
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responsible for cleaning their own sleeping areas
or apartments. I 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 {0 a telephone to facilitate the
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 ficor of each building where
residents reside.
{h} Pursuant to Section 429.41, F.S,, the use of
physical shall be limited to half-bed
rails, and only upon 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
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 civit 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 resident of a
facility shait have the right to:

(a) Live in a safe and decent living 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.

{c) Retain and use his or her own clothes and
other personal property in his or her immediate
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living quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

(d) Unr i private o ication, 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 3 a.m. and 9 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 to participate in and benefit from
community services and activities and to achieve
the highest possible level of independence,
autonomy, and interaction within the community.
(f) Manage his or her financial affairs uniess the
resident or, if applicable, the resident s
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in s. 428.27.

(g) Share a his or her spouse if both
are residents of the faciity.

(h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regutar and frequent intervals except when
prevented by inclement weather.

(i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.

{}) Access to adequate and appropriate health
care consistent with established and recognized
standards within the community.

(k) At least 45 days ' notice of relocation or
termination of residency from the facifity unless,

AQ30

AHCA Form 3020-0001
STATE FORM

s DWOSs11

#f continuation sheet 30 of 149




PRINTED: 06/18/2013

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: PLETED
AL11911942 B.WING i
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
2500 AARON STREET
ROYAL PALM RET CENTRE PORT CHARLOTTE, FL 33852
X410 SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION sy
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
ThG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
A030 Continued From page 30 AQ30

for medlca! reasons, the resident is certified by a
) to require an y refocation to a
facuhty providing a more skilled Ieve! 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 incapacitated, guardian shall be
given at least 45 days ' notice of a
nonemergency relocation or residency

. Reasons for ion shall be set
forth in wrin‘ng, 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 grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without restraint, coercion,
discrimination, or reprisal. Each facility shall
establish a grievance procedure to 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
active in, and to associate with advocacy or
special interest groups.

This Statute or Rule is not met as evidenced by:
Based on record review, interview and
observation, the facility denied 4 (Residents #7,
#8, #9 and #10) of 4 diabetic . .. . reviewed
of their right to appropriate health care by
aliowing unlicensed staff to administer insulin ...
4 (Residents #7, #8, #9 and #10) residents
resulting in the hospitalization of 2 (Residents #8
and #9) residents and the immediate potential
injury for 4 (Residents #7, #8, #9 and #10)
residents.
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The findings include:

According to the American Association
{ADA)) i is a chronic illness that
requires continuing medical care and ongoing
patient self-management education and support
to prevent acute complications and to reduce the

risk of fong-term complications. care is
and requires multifactorial risk reduction
strategies beyond __ control.®

Aresident in an Assisted Living Facility (ALF) who
isinsulin and who self-administers or
receives assistance with medications must be
able to understand the complexities .. ' their
disease | be able to make critical judgments
related to its treatment.

; There are 2 major concerns with the diabetic
- —.--..... having both acute and long term

effects.

The first is Hypoglycemia Blood _ A
bloed 80 or less is considered
Hypoglycemia. i ...: be caused by

the resident taking insulin .| not eating. The
complications of Hypoglycemla untreated
include tremor, visual impairment,

confusion . muscle weakness, !
levels of consciousness, - state, cardiac
ceoool.. ldeath : confusion ____ caused by
iowblood _ levels could lead a resident to
become delusional hallucinate. In this state
the resident would be unable to make a concise
judgment about care and would be totally
dependent upon a caregiver to obtain medical
assistance.

The second concern with diabetes
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{high | sugar).
i can be caused by a resident not

getting enough or eating too many simple
sugars.
According to the American .. ......... Association,

. can be a serious problem if you
don't treat it, so it's important to treat as soon as

you detect it. If you fail to treat ,a
condition called . :
couid oceur. develops when your
body doesn't have enough Without

your body can't use glucose for fuel, so
your body breaks down fats to use for energy.”
"When your body breaks down fats, waste
products called ketones are produced. Your body
cannot tolerate large amounts of ketones and will
try to get rid of them through the
Unfortunately, the body cannot release all the
ketones and they build up in your , which
can lead to e 18
life-threatening and needs immediate treatment.”
The long term effects of include
, limb amputation, and

kidney failure.

| According to the Mayo Clinic, “Your doctor sets
your target i sugar range. For many people
who have target levels are: After fasting
at least eight hours (fasting ... . | sugar level) -
between 90 and 130 mg/dL (8 and 7 mmol/L)
Before meals - between 70 and 130 mg/dL (4 and
7 mmol/L)
One to two hours after meals - lower than 180
mg/dL (10 mmolA)*

Medication technicians in an ALF receive 4 hours
of training in assisting residents with medications
and do not have the training or knowledge base
to make judgments in critical care decisions for
the dependent resident. Fora

A 030
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| resident to be appropriate for assistance with
_ ... care they wouid have to be able to make
all decisions regarding the care of the
process. Medication technicians would be able to
bring the resident their equipment, remind them
of the time medications are due and record the
| sugar levels obtained by the resident when
they test themselves. [t is not within the
technician's scope of practice to do glucose
| testing, draw up and make judgments
| regarding scare.

An pen is a device used to draw doses of

The device has a container of .. with
a re-capable needle on one end and a plunger
attached to a dial at the other end. Accurate unit
doses of are obtained by twisting the dial
fo the proper dosage and drawing the plunger of
the pen. The needle is then injected

. and the plunger is pushed to

inject the dose of .. ... i dialed into the pen. Itis
a device used fo simplify the drawing up of f
into a syringe.

1. Resident #8 was admitted to the Facility on
i ! with a diagnosis of
,and

The facility in which the resident resides has a
Limited Nursing Services (LNS) license. Also,
after reviewing the medical record, Resident #8
had Home Health Services ordered so that he
received weekly assessments from a licensed
nurse.

Review of the RCL (Resident Condition Log)

dated shows, “(Resident #8) is a new

resident..he is a He gets his sugar

taken 4 times a day. He has to be reminded of
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his meals and meds."
On at11:30 am, StaffB, a medtcatlon

was observed a

to Resident #8 in the 5th ﬂoor dmmg
..... She was observed to prepare the lancet in

the pen for the resident. The resident then was

observed to prick his finger with the lancet after

being cued by Staff B. Staff B was then observed

to pick up the glucometer and obtain the

sample from the resident’s finger. The resident

was observed to be clearly | and unable
to understand the process of his . Staff
B never told the resident his ... ... .. result.
in an interview with Staff B on 11:38
a.m,, she confirmed she had performed the
resident's She confirmed the
resident suffered from 1and was not able

to understand when or why he received
She was then asked how the resident receives
radministration. She stated, "l turn the dial
to 25 units each morning and Resident #8 injects
the dosage himself." She was asked if the
resident would be able to tell her not fo give the
medication to him because his | sugar was
to low? She stated, "I don't think any of residents
on this floor know what they are taking." She was
asked how would she know when his .. .. i sugar
was to low and to hold his ' She stated,
We have parameters from the Licensed Practical
Nurse Supervisor to notify her if his sugar is
less than 40 or greater than 400." She then
showed the surveyor this had been written above
the resident’s daily documentation.

An interview was conducted with Resident #8 on
s at 1:20 p.m. The resident was observed at

the time of the interview tobe __..____and
oriented to self only. When asked if he received
AFICA Form 3020-0001
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A030, Continued From page 35
i assistance with his medications at the facility he

stated, "I don't know." He was then asked how

he gets every morning from the staff? He
stated, | don'tknow. Idon'ttake . He was
asked if he gets his sugar checked on a

daily basis? He stated, No, they don't check my
I sugar. 1don't get

An interview was conducted with the supervising
LPN on at 3:40 p.m. She stated she had
only been working at the facility since of
2013. She was asked how Resident #8 recelves
from the staff. She stated they bring itto
him and he does everything for himself. She was
then told Staff B stated she turn the dial of
pen to 25 for the resident each morning. The
supervisor was also told Staff B was observed

| obtaining an from the resident at

11:30 a.m. She seemed to be surprised and
stated, "Staff have been told they can't administer
' She was then asked about Resident

#8's She confirmed the resident was
and unable to make judgments
regarding his ... ... care. She was then asked

how medical technicians with 4 hours of training
would be able to make decisions in the resident's
care that would be critical enough to cause

She stated, "I see what you're saying.”

Review of Resident #8's RCL dated _. .. .
shows, "(Resident #8) was sent out. | sugar
was very low 20. Was found slumped over in
chair drooling and unable to drink.”

: Review of the recorded on
i shows the resident's ... . | sugar at 6:30 am.

was 47. There is no documentation any
interventions were performed for this critically low
I sugar in the RCL.
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Review of the Medication Observation Review
{MOR) shows the resident received 30 units of
at7:.00 am. on

An incident report dated and timed 10:45
a.m. shows, "While calling floors for lunch
Resident #8 was found sweating and drooling,
i | sugar was 20. Not responding. Attempted
! to give orange juice couldn't get him to swallow.
Called 911"

On the same form, under the heading "Facility
comments {recommendations and/or steps to
avoid recccurrence of incident)" a Resident
i 1 doc d, "Rett d next day.

Sugars are being monitored and recorded.
Resident being checked several times a day."
She signed and dated her note on The
LPN Supervisor signed and dated the form with
no documentation from a licensed staff member.
There is no documentation the resident's medical
doctor was informed the resident was given

__iwitha I sugar of 47. There is no
documentation the resident’s medical doctor or
the resident's family was informed the resident
was hospitafized with i

When the resident returned from the hospital on
. the medical doctor ordered, "Change AM
tto. . _324units. . ____.____AC
{before meals) and HS (hour of sleep) with high
dosage coverage.”

Review of the medication list on the 1823 dated
shows, "Hold i sugar is
less than 120."

Review of Resident #8's MOR shows unlicensed
staff continued to document i administration
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Continued From page 37
after

There was no documentation the hospital
physician was notified to clarify his order of "High

| dose coverage.” The medical record

shows no .._....: coverage (sliding scale) initiated
for this resident after the order. There is
no documentation of contacting the medical
doctor until Review of the physician's
orders shows a change in i coverage on
The order reads, "Lantus 15 units
every PM

Review of the Sugar Checks" record dated
_... .- shows the residents I sugar was
106. Review of the MOR The i
was changed from 24 units in the AM to 20 units
inthe AMon _._. _. Review of the physician's
orders show no recorded order to change the

: dosage for i . The resident
was given 20 units of at 7:00 am.
on The MOR clearly reads, "Hold if
-.-- Isugar below 120, start ' Review of

i the physician's orders shows no change in the
{ parameters for holding the '

Review of the Communication form dated
shows a home health RN had evaluated the
resident on . . and noted his ... . sugar
was 106. There is no documentation there was
any concern from the home health nurse the
resident had been given 1 which should
have been held according to the medical doctor's
order. The RN notes, :has episodes of
Fasting Sugar was 106

- today. Instructed Patient on

regime."

Review of the I Sugar Checks" Record
shows on ,at 10:30 a.m,, the resident's

A030
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| sugar was 55. There is no documentation
in the RCL any interventions were performed for
the resident's low ... | sugar. Review of the
same record shows on at3:30 p.m. no
was performed as ordered.

Review of the RCL dated :and timed,
"3-11:30 PM" shows, "Went up to check on
(Resident #8) around 6 PM. He was lying in bed
shaking uncontroliably and making no sense
‘verbally. Stated he | and had a laceration on
his left arm. We called 911, He went to Peace
River. Family was called." The note is not
signed. Review of the "Incident Report” dated
+and timed at 6:00 p.m., shows, "Resident
#8 found fying in the bed shaking uncontrollably
and not making much sense when he spoke. He
also had a laceration on his left arm." Review of

the report shows the .. .who completed the
incident report was the same . . . who wrote the
RCL note on

| Atthe bottom of the incident report an unlicensed
staff member documents, "Resident is still in the
hospital. Will follow-up with Infinity Home Health
Care upon return.” She dates her note ...
The acting LPN supervisor signs the incident
report and dates it on

Review of the hospital record written by the
hospital physician and dated reads, "t
talked to the nursing staff and they told that they
| were given the history that he was walking at the
ALF and he . | down and probably became
s and when was called and he
was found to be '

There was no documentation the medical doctor
was notified the resident was given
.....1even though it was supposed to held.
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Continued From page 3¢

There is no documentation the medical doctor
was notified an had not been done at
3:30 p.m,, as ordered. There is no
documentation the family was notified the
resident was sent to the hospital for '

| There is no investigation
on the incident report. There are no
recommendations from a licensed staff member
to avoid a recurrence of the incident.

The patient returned to the facility from the
hospital on . Review of the Form 1823
dated ‘shows under _ behavioral
status:

Under Nursing Treatments the form reads,
"Infinity Home Health."

Review of the MOR showed unlicensed staff
continued to administer 1 after

Review of the RCL dated . and timed
"6:30-3" shows, "(Resident #8's} sugar has been
low even though he has eaten his meals.”
Another note dated and, writien after
and, timed 7:30 a.m., reads, "(Resident

#8) ... Sugar 32 when | checked it. Gave him
orange juice. He did not want to drink it asked

+to call 911. EMT's came they gave him
sugar . . they checked his sugar it was 24. After
the hivey s itwas 168. They left. (Resident
#8) was eating banana he had orange juice and
peanut butter and jelly.” The note is not signed
by the . . .completing the note. The note is
initialed by the acting LPN supervisor.

Review of the i Sugar check record shows
the resident had his ... I sugar checked twice
by the _.at6:30 a.m. Review of the MOR

shows | sugars were being checked before

A030

and after meals. Review of the physician's orders
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Continued From page 40

show no order to take s before and
after meals. The - at this time
remained AC (before meals) and HS (hour of
sieep), hold Jfor _.___isugarless than
120." Review of the MOR shows the resident
received . . _..1at7:00 am. This would be 30
minutes before the resident was found with a low

. sugar. There is no way to tell from the
documentation if the higher sugars
recorded at 6:30 2.m. were before or after the
resident had received " glycogen.

Review of the medical record shows no incident
report was completed on Thereis no
documentation the medical doctor was notified
the resident's sugar was 32 and i had
to administer glycogen . . to save the resident's
life. There is no documentation the resident's
family member was notified of this critical issue.

Review of the physician's orders show the
resident is not seen by a medical doctor untit
.. The "Medical Appointment Information”
note shows the medical doctor discontinues the
.1 and orders Lantus . ___
20 umts twice a day There is no clarification from
a nurse noted as to holding the ifora
sugar of 120. There is no change noted to the
The orderremains . .___._..__.iAC
(before meals) and HS (hour of sleep). Review of
the record shows . \'s checking the
resident's sugar 5 and 6 times daily without

+ an order from the medical doctor.

Review of the RCL timed "6:30 to 3" and dated

.. ...shows, .. .found (Resident#8) slumped
over in his chair and not responsive. 911 was
called and they took his sugar which was
12. They proceeded to give him a shot which
brought his sugar up to 167, didn't

AQ30
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feel it was necessary to take him to the hospital.

Vs tried to give him his lunch and drinks to
keep his sugar up.  \'s continue to check
on him throughout the day. . _ .also spoke to
{resident's wife) to let her know what was
happening. Incident report filled out. (Resident
#8) did eat a bowl| of ice cream, cranberry juice
and half his lunch meal.”

Review of Sugar Checks" form shows on
the resident's | sugar was taken
twice at 8:30 am. His sugar is recorded as

There is no documentation any
intervention was done by any staff member to

prevent critically low Review of
the MOR shows Resident #8 received 20 units of
Lantus at 7:00 a.m,, even though his !
sugar was abnormally low.

An "Incident Report” dated and timed
11:25 a.m. reads, "Resident was unable to
respond. went {o resident's found

resident slumped over in chair and unable to
respond. 911 was called and they came. Took
his | sugar which was 12. They proceeded to
give him a shot and brought his sugar up to 162.
feit it was not necessary to take him to the
hospital. . .\'s gave resident a lunch tray and
rade sure he was doing fine." On the bottom of
the form another documents, "Resident good
; after received shot. .keep eye on sugars and
report to his home health and Dr. Butler office.”
The note is dated ... . The incident is signed
by the Supervising LPN on There is no
documentation the resident's medical doctor was
notified the day the incident occurred. There is
no documentation the medical doctor or the
family were told the resident was given by
a .. .when the resident had an abnormally low
.....Isugar. There is no investigation noted on
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the incident report as to why the resident had a

sugar of 12. There are no
recommendations from licensed staff to prevent
the same issue from occurring again.

A'Patient Service Update" sent to the physician
from the Home Health Nurse and dated
reads, "Patient saw Veterans Administration (VA)
MD last week. The following changes were
made: "Discontinued Prandin and ; !
flex pen. Lantus was changed from 15 units at
night to Lantus 20 units _ 2times
daily.... Patient had episode of +this
. weekend. ......ireported _.___sugarof 12,
Today's fasting sugar was 54, Attached is
the glucose log. Please advise.” The physician
responds, "Give Lantus in AM same dose
continue to monitor.” The order from the doctor
is not clear as to how he wants the _.___) given.
in looking at the order it appears he wants the
resident to just have AM Lantus at the same
dosage the VA had ordered. The order is not
acceptable and should have been clarified by a
nurse. Review of the MOR on . shows no
change in the order for Lantus noted.

An "Incident Report" timed 7:30 a.m. and dated
: reads, "Resident did not come down went
to check on him. Wasn't acting right. Checked
his _.__ | sugar it was 32. 911 called for resident.
He was unable to drink orange juice. :came
gave him _. sugar. Then it was 160 and P
feft. On the bottom of the incident report another
writes, "EMT gave . . sugar to resident and
got sugars up. Resident didn't go to the hospital.
Resident was able to go to dining eat
funch and dinner and did well rest of the day.
Home Health was notified. The note is dated
The form is signed by the supervising
{LPNon
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There was no investigation on the incident report
| as to why the resident was found to have a i
| sugar of 32. There is no documentation the
resident's doctor was notified the resident had
There are no
recommendanons fisted on the incident report to
prevent further incidents to occour.

Review of the Home Health Communication form
dated ‘reads, ... . sugars are still very

; unstable. Extremely important that staff makes
sure he eats all his meals and has a snack at
night before bed. (Unknown) aware of |
sugars and is monitoring closely." The note is
signed by an RN. There is no documentation in
the resident’s record the facility staff ever followed
the advice of the licensed home health nurse to
monitor the residents food intake.

Review of the | Sugar Check dated __ .. .
shows at 6:30 a.m,, the documented three
separate | sugars taken. There is no time
noted as to when the i sugars were taken.
The | sugars recorded are __ _
Review of the MOR shows the resident received
20 units of Lantus at7:00 am. Thereis
no documentation as to if the resident received

_ ... before he was found with a . . _ Isugar of
32, No investigation is documented by the
Facility or the Home Health Nurse.

Review of the Physician's orders shows the

resident's s was changed on . The
new order was Lantus 20 units .
every AM and 15 units ' every PM.

No parameters are attached to the order, which
would leave an untrained, unlicensed staff with
the decision on when fo give the 1if it was
abnormally fow.
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Review of the RCL dated s and timed "6-3"

reads, "(Resident #8) didn't wake for breakfast
but did take his meds. {Resident#8) sentto
hospital low | sugar.”

An “Incident Report” dated with a time of

11:00 a.m. reads, "Resident found on the ficor Rq

{unknown} side of bed. Resident took

sugar was very low. Resident unable to move at

the time." The LPN supervisor documents on the
. same date, "Resident Sent 811 to be evaluated."
There is no documentation the resident's medical
doctor was notified at the time the resident was
transported to the hospital. The form clearly
reads, "Describe Exactly what happened; Why;
What causes were." There is no investigation
noted on the incident report as to why the
resident was having a low sugar.

Review of the resident's i Sugar Checks on
- show at 10:30 a.m,, the residenthad a

-.- -l 'sugarof 31. There are no documented

interventions noted for this critically low

sugar. Review of the medical record shows the

resident was admitted to the hospital with a

diagnosis of = _ and spent 6 days in
the hospital.
Review of the discharge records on shows

was discontinued when the resident was
discharged from the hospital.

Review of the _ ... . Sugar Checks" for the
month of shows the resident's | sugars
were abnormally high for several days when he
was discharged. The first sugar {aken was
403 when the resident retumed to the facifity on
and was recorded at 700 - 9:00 p.m. The
resident's _.__ | sugar was recorded as 487 on
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; Blood was recorded as 558 on
was recorded as 542 on 5/1C
is no documentation the resident’s medical doctor
was notified of these critically abnormal blood
untit 5/1¢

. "Patient Service Update” sent by the Home
Health Agency to the medical doctor on 5/1¢

“Patient's diabetic - were discontinued
by hospital Blood _  .areas fo!lows
/1011

Please advnse ¥ The nurse filling out the form

writes an order of Metformin .. .| MG 1 pill by

mouth twice daily. On the side of the paper the

medical doctor writes, "?" Underneath the

question mark he writes, "Already on Metformin
1mg 1 pill by mouth twice daily and Lantus.”

| This note shows the medical doctor was not

made aware the resident was sent to the Hospltal

on 4/3( i discharged on .

Diabetic ... s until 5/1¢

of the medical record shows the resident
was sent to the Hospital and evaluated on
51 ....- medical record shows he was seen
for Hypergiycemia . | Chronic Dementia.
is no documentation the resident's family was
made aware that he was sent to the Hospital.
There is no documentation in the RCL and no
incident report was completed.

Review of the "Blood  _ ~ Checks" show on
510 . :#8's blood was 508. The
record shows the resident was hospitalized form
5118 51¢ of an incident report
dated 5/1% timed 6:45 a.m, reads,
"Checked resident blood _ and it was 508.

{ Resident went to Peace River for Eval" The
Incident report is signed by the supervising LPN.
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An interview was conducted with the Supervising
LPNat410pm.on . . She was asked if the
resident had any symptoms when he was sent
out, She stated, "No." She was asked if the
1 medical doctor was notified of the resident's
sugar? She stated, "No, we had no
coverage so | sent him to the hospital so they

could get his sugar down.” She was asked
about the abnormally high | sugars on
and She stated,

"“They were not reported to me.” She was asked
how often she looks at the resident's

,,,,, She stated, "l never look at them.
The doctor sees them when he comes.” She was
asked how often the medical doctor sees the
resident? She stated, "About once a month.”

Review of the admission note from the hospital
dated _ - reads, "Third hospital visit since
s with issues related to his . . . i sugar.
| The patient has had two admissions with low
i sugars and | sugars in the 21 range,
though he has been taken off scheduled
Apparently there was much fying around at
the facility and the patient had a serles of this
according to the personal who saw the situation.

The patient's i sugar was over 500 unless he
| was sent to the Emergency admission
for uncontrolled ... The patient is

demented and has numerous other medical
problems, but has not been safe to put on
scheduled i because he becomes

. on some. He has apparently been
on sliding scale !

Review of the Discharge Summary written by the
hospital physician and dated reads,
"Apparently, atthe ... . unit ] am told that
there are a number of cupcakes available and the
patient had several and was found witha __
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- before meals breakfast, lunch, and
dinner, at bedtime and 2:00 a.m. Restart Lantus
6 units PM 25 units
AM." There is no physician's

. signature on the order. Review of the MOR

shows the order was started on _

Review of the Sugar Checks for the month

of 2013"shows 2:00 am., sugars

were not done on or
On _._. . The resident's 2 AM

sugar was 38. No interventions are recorded for

this critically low sugar.

At6:30 on i Resident #8's . sugaris

recorded as 40. Review of the MOR shows on
at 7:00 a.m., the resident was
administered 25 units of Lantus . Review
of RCL dated reads, "(Resident #8's)
1 sugar was 40 when he came out ate
breakfast 1 pancake cup of coffee cup of OJ. He
had ..

A"Communication Form" dated - reads,
“Fasting i Sugar was 44-at 10:30 AM 88. No
2 AM _ __ Isugar recorded times 2 days. Spoke
with (LPN supervisor) about this matter”. Review
of RCL dated «reads, “Visiting Nurse saw
{Resident #8) was wondering why nobody is
checking 2 AM sugar. His sugar was
44 at 6:30 AM."

Review of the 2013 i Sugar Checks"
show the only 2:00 a.m. was.
obtained on Even after LPN supervisor
was made aware of the situation.
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Review of the 1823 dated shows the
resident's - status o be "Alert and
oriented X's 1 {to person,} land

{ forgetful.” Under Nursing Treatments on the
same form is documented, ’
Which would mean a nurse would be required to
provide the services requested.

Review of the MOR show unlicensed staff still
continued to administer after

An interview was conducted with the residents
medical doctor by phone at 3:00 p.m. on
.1 he was toid the R . were making

decisions in the resident's diabetic __ _
management he stated, "I have standing orders
for that" He was then told on 6/1« 1 RA
~ the resident insulin 1 he had blood

of 47 and by 11:00 a.m. the resident had a
blood _ of 20 and had to be hospitalized.
The physician stated, "That's not good.” He was
unable to confirm when he was notified the
resident had a low blood i during each
hospitalization and critical event. He stated, "I'm
not going to lie to you. | would not be able to
say.” He was asked if he knew the limitations of
. RA . . He stated he thought they were trained to

take care of residents with insulin

| He stated as far as he knew the previous LPN
supervisor was administering insulin - the
residents.

An interview was conducted with the LPN
supervisor on 4:10 p.m.. She stated,
"We don't take standing orders here from
doctors."

2. Resident#8is a 90 male who
was admifted to the Facility on _hasa
history of Diabetes .. Dementia.
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| avoid reoccurrence of incident)”, the

Review of the residents form 1823, dated
shows the resident has poor eyesight The
resident receives . 80 units,
every morning.

Review of the MOR show unlicensed staff
providing care for the resident. The MOR
shows there are no high and low parameters
ordered for this resident's | sugar.

Review of an “Incident report” dated and
timed 12:30 p.m. reads, "Son has (Resident #8)
at the dentist office. Brought back. Resident
became unstable. Unable to walk, speak, or
respond to verbal commands. Resident was
checked out by nurse and Home Health nurse.
911 called.” On the bottom of the form which had
a heading of "(Recommendations and/or steps o
writes,
"Came back same day with low sugar. Sonis
taking to MD." The form is signed and dated by
the LPN supervisoron _. .. .., Thereisno
documentation as to why the resident had a low
I sugar. There is no documentation the
medical doctor was notified the resident was
criticafly enough o go to the

; hospital.

Review of the ... .. Sugar Checks" shows on
' the resident’s fasting sugar was 70.

Review of the MOR on shows the resident
received 60 units of IN ...1at7:00
am. There is no documentation the . . . ensured

the resident ate something before the he was
sent to the dentist office.

On ‘the resident's fasting sugar was
60. The MOR show the resident was given 60

units of ... ...; with no interventions. On .
the residents fasting | sugar was
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documented as 49. He was given 60 units of
with no interventions. On . the
| resident's ... . . sugar was documented as 54.
The resident was given 60 units of with no
interventions. On . the resident’s 1
sugar was 55. The resident was given 60 units of
with no interventions. On .. the
resident's _ __ | sugar was 48. The resident was
| given 80 units of with no intervention. In

| each of these instances the medication should
have been held and the medical doctor notified
before giving

3. Resident#7isaan white female
who was admitted to the facility on She
has a history of Mellites,

and,

She receives i 1 with sliding scale
coverage. She needs her ... . I sugars checked
three times daily. Review of Section 3 of the
1823 dated . shows unlicensed staff are
assisting the resident with medications and
sugar checks.

i An interview was conducted with Resident #7 at

1 2:08 p.m. on She was asked how she
gets her sugar checked. She stated, "l go
down to the nurses ' station on the 1st floor and
they take my ... .} and check my sugar. They
then dial in my 1 dosage and they give me a
shotof . .. :in my abdomen.” She was asked if
she was sure the staff injects her with her
She stated, "] can't do it myself. They do it for

me." She did not know how much she
took every day.

4. Resident#10isa 1 white female
who was admitted to the Facility .. The
resident has . and receives

N
, 26 units, in the AM and 20 units in the PM
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She also receives '
coverage for sugars above 151. Review of
section 3 of the 1823 dated - show
unlicensed staff are providing assistance with
medications.

An interview was conducted with Resident #10 at
1:20 p.m. on The resident was asked
how long she had lived at the facility. She stated,
"I moved here about a year ago. | am legally
When my eyes got worse | could no longer
give myself ' When asked what staff do
for her when she gets her medication she stated,
"1 go to the medicine .__ _ . times a day.
They take my sugar because | can't read
the machine. They dial in the amount of .____i1
need and | inject myself. 'm not able to read the
pen I'm legally !

An interview was conducted with Staff C at 3:30
p.m.on She confirmed she put in the
dosage for Resident #10. She stated, "Yes,
{Resident #10 has a problem because she can't
see. | help her turn in the dosage. The residents
who take s will get aggravated at us if we
don't do it. They want us to put in the dosage.”

¢ She was then explained the danger of
administering and making decisions for a
resident on when to give and how much . ___ito
give to a resident. She then stated, " learned
more today than | learned during the whole
medication class.”

An interview was conducted with the
Administrator on »at 11:30 a.m. He stated
he was not aware unlicensed staff were
administering 1 to residents. He stated he
was aware Resident #8 had been sent to the
hospital on several occasions for low and high
sugar. During the interview he still seemed
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unaware unficensed staff could not make critical
decisions regarding ... care. He stated, "If
they have a parameter can they assist with

Class |

58A-5.0182(8) FAC Resident Care - Eiopement
Standards

(8) ELOPEMENT STANDARDS

d at Risk for El
AII residents assessed at risk for elopement or
with any history of elopement shall be identified
so staff can be alerted o their needs for support
and supervision,
1. As part of its resident elopement response
policies and procedures, the facility shall make, at
a minimum, a daily effort to determine that at risk.
residents have identification on their persons that
includes their name and the facility ' s name,
address, and telephone number. Staff attention
shall be directed towards residents assessed at
high risk for elopement, with special attention
given to those with _ . ; and
related - assessed at high risk.

2. At a minimum, the facility shail have a photo

identification of at risk residents on file that is
accessible to all facility staff and law enforcement
as necessary. The photo identification shall be
made available for the file within 10 calendar
days of admission. In the event a resident is
assessed at risk for elopement subsequent to
admission, photo identification shall be made
available for the file within 10 calendar days after
a determination is made that the resident is at
risk for elopement. The photo identification may
be taken by the facility or provided by the resident
or resident ' s family/caregiver.

{b) Facility Resident Elopement Response

A030

A032
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Policies and Procedures. The facility shall
develop detailed written policies and procedures
for responding to a resident elopement. Ata
minimum, the policies and procedures shall
include:

1 1. An immediate staff search of the facility and
premises;
2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities;
3. The identification of staff responsible for
contacting law enforcement, the resident ' s
family, guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and
4. The continued care of all residents within the
facility in the event of an elopement.
{c) Facility Resident Elopement Drills. The facility
shall conduct resident elopement drills pursuant
to Sections 428.41(1)(a)3. and 429.41(1)(, F.S.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to identify and assess 1 (Resident #8) of 11
resident's interviewed as an elopement risk. The
facility failed to develop adequate policies and
procedures to identify staff responsibilities and
specific duties when a resident elopes resulting in
one resident (Resident # 8) eloping from the

; facility 4 times and the potential for further
resident elopements,

The findings include:
Resident #8 was admitted fo the Facility on

: with a diagnosis of
B . 1and
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An interview was conducted with Resident #8 on
135 p.m.. He was found to be
alert and oriented to self only.

The RCL {Resident Condition Log) dated
indicated that Resident was missing. They found
him over Winn-Dixie. Keep eye on him often.

The "Incident Report” dated . : and timed
11:00 a.m. reads, "(Resident 8's Name) was
missing at lunch time. We looked everywhere
couldn't find him. Wedid ... .

He wasn't here. (Two Staff) went to
Winn Dixie they came back without him. Then

we checked everywhere again. No (Resident #8).

(Two Staff) went back to Winn Dixie again. They
went to the police station. They saw him sitting.
Stated he couldn't find his way back to Royal
Paim

The bottom of the incident repot reads, "Facility
comments /Recommendations and /or Steps to
avoid reaccurrence of incident." Under this
heading a Resident Assistant s writes,
"Resident was found and all parties were
notified." The supervising LPN signs the report
on with no further documentation. There
is no documented plan for staff to be aware the
resident could elope. There is no documentation
the Facility did anything to prevent the resident
from eloping again.

The RCL dated .. .. ... reads, "(Resident #8) left
the building to walk to the bank. One of our
employees found him walking and brought him
back to Royal Palm. His sugar was taken,
itwas 35. . .\'s gave him something to eat and
drink. (Resident #8) felt fine. Retook his

sugar again. Family was called and an incident

A032
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report was filled out."

Review of "Incident Report" dated .and
timed 2:19 p.m. reads, "| received a call from our
housekeeper, She said she saw (Resident #8)
on US 41 in Charlotte Harbor by Publix. She was

| trying to stop him and bring him home. Cailled

(Staff) our driver and asked him to go help with
(Resident #8). Also called and reported the
incident to {Supervising LPN). (Staff) was able to
get him in the car and bring him home. We
tested his | sugar which was 31 and we gave
him food and drinks."

. The bottom of the incident report reads, "Facility
i comments/Recommendations and /or Steps to

avoid reoccurrence of incident” Under this
heading a writes, "All parties notified.

Resident's ____ | sugar was taken care of when
he came back.” The Supervising LPN signs the
formon without documenting anything.

There is no documentation of a plan for staff to
identify Resident #8 as an elopement risk. There
is no documented plan to prevent Resident #8
from eloping again.

A "Communication Form" written by a Home
Health RN and dated . .. ... reads, . .seen by
psych nurse. Remains .. ... and disoriented.
Does not remember walking down 41 to Publix
last week....Unable to make commitment to not
leave the building. MSW {Master in Social work)
ordered to assist wife in more secure placement.
Will meet with wife soon.”

A "Communication Form"” written by the same RN
and dated reads, "Patient seen by psych
nurse. Remains disoriented and

Spoke with wife and advised that Facility would
fike him to be placed in a locked facility. Advised
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that MSW will consult with her."

A"Communication Form" written by the same RN
and dated . : reads, "Patient was seen by
psych nurse. Patient remains demented....patient
does not remember being at the Publix near the
bridge. Says he likes to go to the bridge and

i watch the boats and fisherman. Repeated to him

over and over again that he must not ever walk
away from the building. Patient agreed not to
walk away from Royal Palm. Needs to be
constantly reminded and monitored for his
presence in the building.” There is no

i documentation in the medical record there was

any plan initiated to constantly monitor the
resident by the facility staff.

A"Communication form" dated s reads,
"Patient walked to the VFW 2 times today. Heis
alert but has memory issues and {with
need to stay on premises.” A note in the RCL.
dated i reads (Resident #8) moved fo
Patient Care Unit (PCU) today.” The PCU is

: located on the 5th floor and is considered a

locked unit. Another note in the RCL on

reads, “"Made his way downstairs, (Staff) brought

him back up." No incident report was filled out on
_ ... Noinvestigation was documented to

determine how the resident left the secured unit.

i No plan to prevent further elopement was

documented.

An interview was conducted with the
Administrator on at 2:30 p.m. He stated
there had been no adverse incidents filed for
Resident #8 after any of his elopements. He
stated he had not felt the resident had been
injured or was in any danger. He stated the
resident had slowly declined and had to be
moved to the locked unit.
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Review of the incident reports and home health
documentation shows staff were concerned for
the resident's safety. The documentation on

shows staff going to the police station.
The documentation on shows staff is
concerned the resident is on Highway 41.
Highway 41 is an extremely busy highway. On

i » the resident was transferred to a locked

unit, but there is no documentation that family
was advised or notified or that the resident's
medical doctor had been informed.

The Facility “Elopement and Elopement Drills
Policy And Procedures” reads, "Upon finding the
resident an assessment must be completed and

| determination made as to whether or not medical
assistance is required.”

An interview was conducted with the
Administrator on at 10:00 a.m. He was
asked who would have been responsible for
assessing a resident's injuries once he was
found? He stated the acting Supervising LPN
would be responsible. He was then asked where
the LPN would document this assessment? He
stated, "On the incident Report.” Review of the
two incident reports in the resident's medical
record shows no documentation from the acting

Supervising LPN. On it is documented
the resident eloped twice and no incident report
was completed.

Further review of the "Elopement Policies and
Procedures” show no policies regarding:
1. An immediate coordinated staff search of the
facility and premises;

| 2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including |
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specific duties and responsibilities;

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and

4. The continued care of all residents within the
facility in the event of an elopement.

An interview was conducted with the
Administrator on i at 10:30 am. He was
asked how he would determine residents at risk
for elopement? He stated he would do so
verbally with staff. He stated there are no written
fists to keep track of residents at risk. He stated
the only resident in the building at risk would be
Resident #8. No assessment tools were
observed

An interview was conducted with the LPN
Supervisor at 10:40 a.m. on . She was
asked who was at risk for elopement. She first
stated there were no resident's at risk. She then
stated Resident #8 Is in a locked unit. She was
asked if staff should be aware he had a history of
elopement? She then stated Resident #8 was at
risk. She confirmed there are 17 other residents
in the secured unit.

| In an interview with Staff D, at 10:45 a.m. on
, she was asked if any residents were at
risk for elopement. She stated, "Everybody in the
building is ok right now. No one is at risk."

An interview was conducted with Staff B, at
10:50 a.m. on She was asked if any
residents were at risk for elopement? She stated,
i "What is Elopement?” After explaining what
elopement was to the staff she stated, "Besides
Resident #8 | don't think any of them would do it"
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Self-Admin

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.
(a) For facilities which provide assistance with
self-administered medication, either: a nurse; or
an unlicensed staff member, who is at least
trained to assist with self-administered
medication in accordance with Rule 58A-5.0191,
F.AC., and able to demonstrate to the
administrator the ability to accurately read and
interpret a prescription label, must be available to
assist residents with self-administered
dicati in with proced
described in Section 429.258, F.S.
{b) Assistance with self-administration of
medication includes verbally prompting a resident
to take medications as prescribed, retrieving and
opening a properly labeled medication container,
and providing assistance as specified in Section
429.256(3), F.S. In order to facilitate assistance
with self-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons. Staff may also return unused doses
to the medication container. Medication, which
appears to have been contaminated, shali not be
returned fo the container.
{c) Staff shall observe the resident take the
medication, Any concerns about the resident” s
reaction to the medication shall be reported to the
resident ' s health care provider and documented
in the resident ' s record.
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She then stated the supervisors had never
discussed who in the building was at risk for
elopement since she had started working in the
Facility about 3 months ago.
Class Hll
A052 58A-5.0185(3) FAC Medication - Assistance with | A052
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(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
medication schedule which coincides with the
resident ' s presence in the facility;

2. The medication container may be given to the
resident or & friend 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 facitity, with
this fact noted in the resident ' s medication
record; of

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 429.256(4)(i), F.S., the
terms " judgment” and " discretion " mean
interpreting vital signs and evaluating or
assessing a resident ' s condition.

4y with self- ion does not
include:
(a) Mixing, converting, or

1 medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.

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

| intermittent positive pressure breathing machines

ra

{d) Administration 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
treatment of a skin condition.

(9) ,or | preparations.

(h) Medlcatlons 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
unlicensed 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 administration, or the
reason for on requires judg or
discretion on the part of the unlicensed person.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to read medication labels in the presence of
3 (Residents #12, #13 and #14) of 3 residents
surveyed while assisting the resident in
self-administration of medication. This resulted in
a potential of residents taking the wrong
medication, in the wrong amount, at the wrong
time.

The findings include:

1. At11:30am. on B, Medication
Technician, was observed on the 5th fioor at the
medication cart. Staff B was observed taking
Tramadol ..» MG from the package and placing

- into a small plastic cup while at the medication
cart. She was then observed to walk several feet
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to the dining : where Resident#12 was
sitting. Staff B stated the resident's name and
then said, "Here is your pain pill." Staff B failed to
read the label of the medication to ensure the
resident knew what she was taking, how much
medication she was taking, and when the
medication was due.

in an interview with Staff B at 2:30 p.m. on
she confirmed she had not read the label to the
resident.

2. At1145am.on , Staff A was observed
at the medication cart on the 1st floor. She was
observed removing . 0.5 mg and

50 MG from the bubble packs and
placing them in a small plastic cup. Staff Awas

| then observed to take the plastic cup to Resident

#13 and stated, "Here is your nerve pill and your
pill." Staff A failed to read the medication
label to Resident #13.

3. At12:00 p.m.on .. .. .. Staff C, Medication
technician, was observed at the 1st fioor
medication cart. She was observed to take 2
extra-strength 1 from the bubble pack while
standing at the medication cart then place them in

| a small plastic cup. Staff C then took the plastic

cup and handed it to Resident #13. StaffB
stated, "Here is your The resident was
observed to take the medication. Staff C failed to
read the medication label to Resident #14.

During an interview with Staff C at 3:10 p.m. on

- she confirmed she had not read the label
{o the resident. After explaining the difference
between assistance with self-administration and
administration of medication to Staff C she
stated, "I've learned more in here today than ! did
in the 4 hour medication class.”
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{4) MEDICATION ADMINISTRATION.
(a) For facilities which provide medication
administration a staff member, who is licensed to
administer medications, must be availabie to
administer medications in accordance with a
health care provider * s order or prescription label.
{b) Unusual reactions or a significant change in
the resident ' s health or behavior shall be
documented in the resident ' s record and
reported immediately to the resident ' s health
care provider. The contact with the health care
provider shall also be documented in the resident
's record.
(c) Medication administration includes the
conducting of any examination or testing such as
J glucose testing or other procedure
necessary for the proper administration of
medication that the resident cannot conduct
himself and that can be performed by licensed
staff.
{d} A facility which performs clinical laboratory
tests for residents, including | glucose
testing, must be in compliance with the federal
Clinical Laboratory improvement Amendments of
1888 (CLIA) and Part | of Chapter 483, F.S. A

; valid copy of the State Clinical Laboratory License

and the CLIA Certificate must be maintained in
the facility. A state license or CLIA certificate is
not required if residents perform the test
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: 4. An interview was conducted with the LPN
i Supervisor at 3:55 p.m. on . She
confirmed staff should read medication labels to
residents before giving medications to them.
Class lll
A 053 58A-5.0185(4) FAC Medication - Administration A053
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] themselves or if a third party assists residents in

performing the test. The facility is not required to
maintain a State Clinical Laboratory License or a
CLIA Certificate if facility staff assist residents in
performing clinical laboratory testing with the
residents’ own equipment. Information about the
State Clinical Laboratory License and CLIA
Certificate is available from the Clinical
Laboratory Licensure Unit, Agency for Health
Care Administration, 2727 Mahan Drive, Mail
Stop 32, Tallahassee, FL 32308; telephone
{850)487-3109.

This Statute or Rule is not met as evidenced by:
Based on record review, interview and
observanon the facility allowed unlicensed staff
to _...1to 4 (Resid #7,#8,#9
and #10) of 4 resujents reviewed
resulting in the hospitalization of 2 (Resident #8
and #9) of 4 residents for and

and the immediate potential danger
for 4 (Residents #7, #8, #9 and #10) of 4
residents related to and

with a potential for kidney failure,

and

The findings include:

According to the American .. ... ... Association
(ADA) .is a chronic illness that
requires continuing medical care and ongoing
patient self-management education and support
to prevent acute complications and to reduce the

risk of long-term complications. care is
and requires multifactorial risk reduction
strategies beyond control."

Aresident in an Assisted Living Facility (ALF) who
is dependent and who self-administers or
receives assistance with medications must be
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able to understand the s of their
... +and be able to make critical judgments
related to its treatment.

There are 2 major concerns with the .
residents having both acute and long term
effects.

The first is {low
| sugar 80 or less is considered
i can be caused by
1and not eating. The

sugar). A

the resident taking

complications of 1 if untreated
include tremor, visual . acute
B state, muscle reduced
levels of , vegetative state,
LL.an .. The __ : state caused by
fow i sugar levels could lead a resident to
becom: tand hallucinate. In this state

the resident would be unable to make a concise
judgment about care and would be totally
dependent upon a caregiver to obtain medical
assistance.

The second concern with is

{high sugar).

can be caused by a resident not
getting enough 1 of eating too many simple
sugars.

According fo the American Assoclation,
L can be a serious problem if you
don't treat it, so it's important to treat as soon as
you detect it. If you fail to treat hyperglycemia, _i
condition cafled Ketoacidosis
oceur. Ketoacidosis
body doesn't have enough insulin.
insufin, *body can't use glucose for fuel, so
your body breaks down fats to use for energy.”
"When your body breaks down fats, waste

when your
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products calied ketones are produced. Your body
cannot tolerate large amounts of ketones and will
try to get rid of them through the

Unfortunately, the body cannot release ali the

ketones and they build up in your , which
can lead to R is

1 life ing and needs i treatment.”
The Jong term effects of include

s fimb amputation, and
kidney failure.

. According to the Mayo Clinic, "Your doctor sets
your target _.__ | sugar range. For many pecple
who have target levels are: After fasting
at least eight hours (fasting | sugar level) -

. between 90 and 130 mg/dL (6 and 7 mmoliL)
Before meals - between 70 and 130 mg/dL. (4 and

. 7 mmoliL)

One to two hours after meals - lower than 180

mg/dL (10 mmol/L)"

Medication technicians in an ALF receive 4 hours

of training in assisti i with icati

and do not have the training or knowledge base

to make judgments in critical care decisions for

the | dependent resident. Fora

resident to be appropriate for assistance with

care they would have to be able to make

. all decisions regarding the care of the .
process. Medication technicians would be able to
bring the resident their equipment, remind them
of the time medications are due and record the
... Isugar levels obtained by the resident when
they test themselves. Itis not within the

! technician's scope of practice to do
testing, draw up

| regarding

glucose
, and make judgments

care.

An pen is a device used to draw doses of

The device has a container of with

a re-capable needle on one end and a plunger

attached to a dial at the other end. Accurate unit
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doses of 1 are obtained by twisting the dial
to the proper dosage and drawing the plunger of
the pen. The needle is then injected

and the plunger is pushed to
inject the dose of .. ... dialed into the pen. Itis
a device used to simplify the drawing up of
into a syringe.

1. Resident #8 was admitted to the Facility on
: with a diagnosis of
, and

The Facility in which the resident resides has a
Limited Nursing Services (LNS) license. Also,
after reviewing the medical record, Resident #8
had Home Health Services ordered so that he

| received weekly assessments from a ficensed

nurse.

Review of the RCL (Resident Condition Log)
dated : shows, "(Resident #8) is a new
resident. Heis a He gets his sugar
taken 4 X's a day. He has fo be reminded of his

: meals and meds."

On at 11:30 a.m. Staff B, a medication
technician, was observed administering an
- ... to Resident #8 in the §th floor dining

" She was observed to prepare the lancet in
the pen for the resident. The resident then was
observed ta prick his finger with the lancet after
being cued by Staff B. Staff B was then observed
to pick up the glucometer and obtain the .
sample from the resident's finger. The resident

A083

was observed fo be clearly and unable
to understand the process of his Staff
B never told the resident his __ i result,
in an interview with Staff B on -at11:35
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a.m,, she confirmed she had performed the
resident's .. She confirmed the
resident suffered from . and was not able
to understand when or why he received .
She was then asked how the resident receives
administration. She stated, "l turn the diat
to 25 units each morning and Resident #8 injects
the dosage himself." She was asked if the
resident would be able to tell her not to give the
medication to him because his sugar was
to low? She stated, "I don't think any of residents
on this floor know what they are taking." She was
asked how would she know when his .. | sugar
was to low and to hold his ' She stated,
We have parameters from the Licensed Practical
Nurse Supervisor to notify her if his ___ . I sugar is
. less than 40 or greater than 400." She then
showed the surveyor this had been written above
the resident's daily documentation.

An interview was conducted with Resident #8 on

at 1:20 p.m. The resident was observed at
the time of the interview to be __ | and
oriented to self only. When asked if he received
assistance with his medications at the facllity he
stated, "t don't know." He was then asked how
he gets every morning from the staff? He
stated, "l don't know. | don't take He
was asked if he gets his . i sugar checked on
a daily basis? He stated, "No, they don't check
my sugar. 1don't get '

An interview was conducted with the supervising
LPNon . at 3:40 p.m. She stated she had
only been working at the facility since of
2013. She was asked how Resident #8 receives
from the staff. She stated they bring itto
him and he does everything for himself. She was
then told Staff B stated she turn the dialof . 1
pen to 25 for the resident each morning. The
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supervisor was also told Staff B was observed
obtainingan ... from the resident at
11:30 a.m. She seemed to be surprised and
stated, “Staff have been told they can't administer
She was then asked about Resident
She confirmed the resident was
. and unable to make judgments
regarding his care. She was then asked
how medical technicians with 4 hours of training

#8's

would be able to make decisions in the resident's

care that would be critical enough to cause
She stated, "I see what you're saying."

Review of Resident #8's RCL dated

shows, "(Resident #8) was sent out. | sugar
was very low 20. Was found slumped over in
chair drooling and unable to drink."

Review of the recorded ion :
shows the resident's i sugar at 6:30 am.
was 47. There is no documentation any

 interventions were performed for this critically low

I sugar in the RCL.

Review of the Medication Observation Review
{MOR) shows the resident received 30 units of
A at7:00 AM on

An incident report dated .. ... and timed 10:45
a.m. shows, "While calling floors for lunch
Resident #8 was found sweating and drooling,

| sugar was 20. Not responding. Attempted
to give orange juice couldn't get him to swallow.
Called 911."

On the same form, under the heading "Facility
comments (recommendations and/or steps to
avoid reoccurrence of incident)" a Resident
Assistant documented, "Returned next day.

| Sugars are being monitored and recorded.
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Resident being checked several times a day.”
She signed and dated her note on The
LPN Supervisor signed and dated the form with
no documentation from a licensed staff member.
There is no documentation the resident's medical
doctor was informed the resident was given

with a sugar of 47. There is no
documentation the resident's medical doctor or
the resident's family was informed the resident
was hospitalized with ..___.i

| When the resident returned from the hospital on
‘ the medical doctor ordered, "Change AM
Jto . .24 units. AC
(before meals) and HS (hour of sleep) with high
dosage coverage.”

Review of the medication list on the 1823 dated
§ shows, "Hold i I sugar is
less than 120."

Review of Resident #8's MOR shows unlicensed
staff continued to document administration
after

There was no documentation the hospital
physician was notified to clarify his order of "High
dose coverage.” The medical record
shows no .. coverage (sliding scale) initiated
for this resident after the . order. Thereis
no documentation of contacting the medical
doctor until Review of the physician's
orders shows a change in coverage on
The order reads, "Lantus 15 units
every PM"

Review of the Sugar Checks" record dated
- shows the resident's ___ | sugar was
; 106. Review of the MOR The i
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was changed from 24 units in the AM to 20 units
in the AM on . Review of the physician's
orders show no recorded order to change the
; dosage for il The resident

was given 20 units of | at 7:00a.m.
on The MOR clearly reads, "Hold if

| sugar below 120, start Review of
the physician's orders shows no change in the
parameters for holding the R

Review of the Communication form dated
shows a home heaith RN had evaluated the
resident on and noted his | sugar
was 106. There is no documentation there was
any concern from the home health nurse the
resident had been given which should
have been held according to the medical doctor's
order. The RN notes, has episodes of
Fasting ... . .| Sugar was 106
today. Instructed Patient on
regime.”

Review of the | Sugar Checks" Record
shows on , at 10:30 a.m., the resident's
... Jsugar was 55. There is no documentation
in the RCL any interventions were performed for
the resident's low sugar. Review of the
same record shows on ' at 3:30 pm. no
R was performed as ordered.

Review of the RCL dated and timed,
"3-11:30 PM" shows, "Went up to check on
{Resident #8) around 6 PM. He was lying in bed
shaking unconirollably and making no sense
verbally. Stated he .. and had a laceration on
his leftarm. We called 911. He went to Peace
River. Family was called.” The note is not
signed. Review of the "Incident Report” dated

- » and timed at 8:00 p.m., shows, "Resident
#8 found lying in the bed shaking uncontrollably
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and not making much sense when he spoke. He
also had a laceration on his left arm.” Review of

the report shows the . . .who completed the
incident report was the same . . . who wrote the
RCL note on

At the bottom of the incident report an unlicensed
staff member documents, "Resident is still in the
hospital. Wilt follow—up with Infinity Home Health
Care upon return.” She dates her note

The acting LPN supervisor signs the incident
report and dates it on

Review of the hospital record written by the
hospital physician and dated reads, "1
tatked to the nursing staff and they told that they
were given the history that he was walking at the

ALF and he _ | down and probably became
! and when was called and he
was found to be

There was no documentation the medical doctor
was notified the resident was given

even though it was supposed to held.
There is no documentation the medical doctor
was notifiedan ___ had not been done at
3:30 p.m. as ordered. There is no documentation
the family was notified the resident was sent to
the hospital for ) “

| There is no |nvestrganon on the incident report
i There are no recommendations from a licensed

staff member to avoid a recurrence of the
incident.

The patient returned to the facility from the

hospital on Review of the Form 1823
dated . ; shows under behavioral
status: !

Under Nursing Treatments the form reads,
"Infinity Home Health."
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Review of the MOR showed unlicensed staff
continued {o administer .___) after

Review of the RCL dated and timed
"6:30-3" shows, "(Resident #8's) sugar has been
low even though he has eaten his meals."
Another note dated and, written after
and, timed 7:30 a.m., reads, "(Resident

#8) | Sugar 32 when | checked it. Gave him
orange juice. He did not want to drink it asked

to call 911. EMT's came they gave him
sugar ' they checked his sugar it was 24. After
the hivey 1it was 168, They left. (Resident
#8) was eating banana he had orange juice and
peanut butter and jelly." The note is not signed
by the .. .completing the note. The noteis
initialed by the acting LPN supervisor.

Review of the | Sugar check record shows
the resident had his | sugar checked twice
by the . . .at 6:30 a.m. Review of the MOR
shows sugars were being checked before
and after meals. Review of the physician's orders
show no order to take - before and
after meals. "The at this time
remained AC (before meals) and HS (hour of
sleep), hold | for sugar less than
120." Review of the MOR shows the resident
received at7:00 am. This would be 30
minutes before the resident was found with a low

| sugar. There is no way to tell from the
documentation if the higher sugars
recorded at 6:30 a.m. were before or after the
resident had received . " glycogen.

Review of the medical record shows no incident
report was completed on _. Thereis no
documentation the medical doctor was notified
the resident's sugar was 32 and _..._ had
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to administer glycogen . . to save the resident's
life. There is no documentation the resident's
family member was notified of this critical issue.

Review of the physician's orders show the
resident is not seen by a medical doctor until
The "Medical Appointment Information”
note shows the medical doctor discontinues the
... and orders Lantus
20 umts twice a day. There is no clarification from
anurse noted as to holdingthe ......ifora....
sugar of 120. There is no change noted to the
{ The order remains . . . JAC
(before meals) and HS (hour of sleep) Review of
the -record shows . V's checking the
resident's ... . sugar 5 and 8 times daily without
an order from the medical doctor.

Review of the RCL timed “6:30 to 3" and dated

! shows, found (Resident #8) slumped
over in his chair and not responsive. 911 was
called and they took his sugar which was
12. They proceeded to give him a shot which
brought his | sugar up to 167. s didn't
feel it was necessary o take him fo the hospital.

\'s tried to give him his lunch and drinks to

keep his I sugar up. . .\'s continue to check
on him throughout the day. also spoke to
{resident's wife) o let her know what was
happening. Incident report filled out. (Resident
#8) did eat a bowl of ice cream, cranberry juice
and half his funch meal.”

Review of Sugar Checks" form shows on
the resident's _.__ | sugar was taken
twice at6:30 a.m. His sugar is recorded as
...... There is no documentation any
intervention was done by any staff member to
prevent critically low Review of
the MOR shows Resident #8 received 20 units of
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An "Incident Report” dated ...

Lantus at 7:00 a.m., even though his
sugar was abnormally low.

: and timed
11:25 a.m. reads, "Resident was unable to
respond. .went to residents . __ | found
resident slumped over in chair and unable to
respond. 911 was called and they came. Took
his ... | sugar which was 12. They proceeded to
give him a shot and brought his sugar up to 162.
... felt it was not necessary to take him to the
hospital.  \'s gave resident a lunch tray and
made sure he was doing fine." On the botfom of
the form another . . documents, "Resident good
after received shot. _keep eye on sugars and
report to his home heatth and Dr. Butler office.”
The note is dated The incident is sxgned
by the Supervising LPNon ... There is no

1 documentation the resident's medical doctor was

notified the day the incident occurred. There is
no documentation the medical doctor or the
family were told the resident was given .1 by
a  .when the resident had an abnormally low
.... I'sugar. There is no investigation noted on
the incident report as to why the resident had a
sugar of 12, There are no
recommendations from licensed staff to prevent
the same issue from occurring again.

A “"Patient Service Update" sent to the physician
from the Home Health Nurse and dated

reads, "Patient saw Veterans Administration (VA)
MD last week. The following changes were
made: Discontinued Prandin and ;
flex pen. Lantus was changed from 15 unxts at

ROYAL PALM RET CENTRE PORT CHARLOTTE, FL 33952
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| night to Lantus 20 units 2 times
daily.... Patient had episode of this
weekend. i reported i sugar of 12,
Today s fasting . J sugar was 54. Aftached is
the glucose log. Please advise." The physician
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ADS3 Continued From page 76
\ responds, "Give Lantus in AM same dose

continue to monitor." The order from the doctor
is not clear as to how he wants the 1 given.
fn looking at the order it appears he wants the
resident to just have AM Lantus at the same
dosage the VA had ordered. The order is not
acceptable and shouid have been clarified by a
nurse. Review of the MOR on shows no
change in the order for Lantus noted.

An “Incident Report” timed 7:30 a.m. and dated
‘ reads, "Resident did not come down went
to check on him. Wasn't acting right. Checked
his I sugar it was 32. 911 called for resident.
He was unable to drink orange juice. i came
gave him “sugar. Then it was 160 and 5
left. On the bottom of the incident report another
writes, "EMT gave .. sugar to resident and

| got sugars up. Resident didn't go to the hospital.

Resident was able to go to dining | eat
lunch and dinner and did well rest of the day.
Home Health was notified. The note is dated
o The form is signed by the supervising

LPNon . There is no investigation on the
incident report as to why the resident was found
tohavea | sugar of 32. There is no

documentation the resident's doctor was notified
the resident had [

There are no recommendations listed on the
incident report to prevent further incidents to
ocour.

Review of the Home Health Communication form
dated ‘reads, _ __ | sugars are still very
unstable. Extremely important that staff makes
sure he eats all his meals and has a snack at
night before bed. (Unknown) aware of |
sugars and is monitoring closely.” The note is
signed by an RN. There is no documentation in
the resident's record the facility staff ever followed
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| the advice of the licensed home health nurse o
. monitor the residents food intake.

Review of the Sugar Check dated
shows at 6:30 a.m., the . .. . documented three
separate sugars taken. There is no time
noted as to when the sugars were taken,
t The | sugars recorded are _
Review of the MOR shows the resident received
20 units of Lantus ;at 7:00 am. Thereis
no documentation as to if the resident received
before he was found with a ... . sugar of
32. No investigation is documented by the facility
or the Home Health Nurse.

Review of the Physician's orders shows the

| resident's i was changed on _ The
new order was Lantus 20 units R
every AM and 15 units every PM.

No parameters are attached to the order, which
would leave an untrained, unlicensed staff with

the decision on when to give the . ___1 ifitwas
abnormally low.
Review of the RCL dated > and timed "6-3"

reads, "(Resident #8) didn't wake for breakfast
| but did take his meds. (Resident#8) sentto
hospital fow ... .. sugar”

An "Incident Report” dated with a time of
11:00 a.m. reads, "Resident found on the floor Rq
{unknown) side of bed. Resident took
sugar was very low. Resident unable to move at
the time." The LPN supervisor documents on the
| same date, "Resident Sent 911 to be evaluated.”
There is no documentation the resident’s medical
doctor was notified at the time the resident was
transported to the hospital. The form clearly
reads, "Describe Exactly what happened, Why,
What causes were.” There is no investigation
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: noted on the incident report as to why the

resident was having a low _.__ | sugar.
Review of the resident's | Sugar Checks on
show at 10:30 am., the resident had a
sugar of 31. There are no documented
interventions noted for this critically low
sugar. Review of the medical record shows the

| resident was admitted to the hospital with a

diagnosis of
the hospital.

vand spent 6 days in

Review of the discharge records on .. .. .. shows
1 was discontinued when the resident was
discharged from the hospital,

Review of the | Sugar Checks" for the
monthof * shows the residents _ sugars
were abnormally high for several days when he
was discharged. The first sugar taken was
403 when the resident returned to the facility on

i and was recorded at 7:00 - 8:00 p.m.

The resident's _.__ sugar was recorded as 467
on _ His | sugar was recorded as 5568
on it was recorded as 542 on
There is no documentation the resident's medtcal
doctor was notified of these critically abnormal

I sugars until .

A"Patient Service Update" sent by the Home
Health Agency to the medical doctoron .. ..
reads, "Patient's meds were dlscontlnued
by hospital | sugars are as follows: _

2/192/5

Please advise.” The nurse filling out the form
writes an order of 500 MG 1 pili by
mouth twice daily. On the side of the paper the
medical doctor writes, "?" Underneath the
question mark he writes, "Already on _.._
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850 mg 1 pill by mouth twice daily and Lantus."

This note shows the medical doctor was not

made aware the resident was sent to the Hospital

on - and discharged on - without
medications until

Review of the medical record shows the resident
was sent to the Hospital and evaluated on

The medical record shows he was seen
for i and Chronic . There
is no documentation the resident's family was
made aware that he was sent to the Hospital.
There is no documentation in the RCL and no
incident report was completed.

Review of the Sugar Checks" show on

- Resident #8's isugar was 508. The
record shows the resident was hospitalized form

to Review of an incident report

dated +and timed 6:45 a.m. reads,
checked resident i sugar and it was 508.
Resident went to Peace River for Eval” The
incident report is signed by the supervising LPN.

An interview was conducted with the Supervising
LPNat4:10pm.on __ . She was asked if the
resident had any symptoms when he was sent
out. She stated, "No." She was asked if the
medical doctor was notified of the resident's
i sugar? She stated, "No, we had no

coverage so | sent him to the hospital so they
could get his ... . . sugar down.” She was asked
about the abnormally high sugars on

s L. and She stated,
“They were not reported to me." She was asked
how often she looks at the resident's

' She stated, "I never ook at them.

The doctor sees them when he comes." She was

. asked how often the medical doctor sees the

resident? She stated, "About once a month.”
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Review of the admission note from the hospitat
dated . reads, “Third hospital visit since
... .. with issues related to his ____ | sugar.

The patient has had two admissions with low

| .....sugars and sugars in the 21 range,
though he has been taken off scheduied
Apparently there was much lying around at
the facility and the patient had a series of this
according to the personal who saw the situation.

The patient's sugar was over 500 unless he
was sent to the Emergency . *admission
+ for uncontrolied The patient is

demented and has numerous other medical
problems, but has not been safe to put on
scheduled because he becomes

on some. He has apparently been
on sliding scale !

Review of the Discharge Summary written by the
hospital physician and dated reads,
"Apparently, at the unit | am told that
there are a number of cupcakes available and the
patient had several and was found with a

sugar of 500.”

Review of physician ' s orders dated _ _
reads, : before meals breakfast,
funch, and dinner, at bedtime and 2:00 am.
Restart Lantus .. ... 6 units

PM 25 units AM." There is no

physictan's signature on the order. Review of the
MOR shows the order was started on

AD53

Review of the "..._ . | Sugar Checks for the month
of 2013 shows 2:00 a.m, _ sugars were
not done on . , L OF .
On The resident's 2200 am. ... [sugar
was 38. No interventions are recorded for this
critically Jow sugar,
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At6:30 on i Resident #8's sugar is
| recorded as 40. Review of the MOR shows on
at 7:00 a.m., the resident was
administered 25 units of Lantus Review
of RCL dated , reads, "{Resident #8's)
_.....sugar was 40 when he came out ate
breakfast 1 pancake cup of coffee cup of OJ. He
had !

A"Communication Form" dated . reads,
“Fasting . .. | Sugar was 44-at 10:30 AM 88. No
2:00 am. | sugar recorded times 2 days.
Spoke with (LPN supervisor) about this matter.”
Review of RCL dated _ reads, "Visiting
Nurse saw (Resident #8) was wondering why

nobody is checking 2:00 am. . |sugar. His
sugar was 44 at 6:30 AM.”
Review of the 2013 | Sugar Checks”

| Show the only 2:00 am. . - was
+ obtained on Even after LPN supervisor
was made aware of the situation.

Review of the 1823 dated shows the
resident's status to be "Alert and
oriented x's 1 {to person,) tand
forgetful.” Under Nursing Treatments on the
same form is documented, !
Which would mean a nurse would be required to
provide the services requested.

Review of the MOR show unlicensed staff still
continued to administer i after _

An interview was conducted with the residents
medical doctor by phone at 3:00 p.m. on _._

| When he was told the . . \'s were making

| decisions in the resident's ... care
management he stated, "I have standing orders

A053
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for that." He was then told on an

gave the resident .._....1 when he had

sugar of 47 and by 11:00 a.m. the resident had a
| sugar of 20 and had to be hospitalized.

The physician stated, "That's not good." He was

* unable to confirm when he was notified the

resident had a low ... . | sugars during each
hospitalization and critical event. He stated, "'m
not going to lie to you. | would not be able to
say.” He was asked if he knew the limitations of
's?. He stated he thought they were trained to

take care of residents with | dependence.

| He stated as far as he knew the previous LPN
supervisor was administering ito the
residents.

An interview was conducted with the LPN
supervisor on ... . at 4110 p.m. She stated,
"We don't take standing orders here from
doctors.”

2. Resident#9isa | white male who
was admitted to the Fagility on He hasa
history of and _

Review of the residents form 1823 dated
shows the resident has poor eyeSIth The
resident receives , 60 units,
every morning.

Review of the MOR show unlicensed staff
providing care for the resident. The MOR
shows there are no high and low parameters
ordered for this resident's sugar,

Review of an "incident report” dated and
timed 12:30 p.m. reads, "Son has (Resident #9)
at the dentist office. Brought back. Resident

| became unstable. Unable to walk, speak, or

respond to verbal commands. Resident was
checked out by nurse and Home Health nurse.
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911 called. On the bottom of the form which had
a heading of "(Recommendations and/or steps to
avoid reoccurrence of incident)”, the . _writes,
"Came back same day with low sugar. Sonis
taking to MD." The form is signed and dated by
the LPN supervisor on There is no
documentation as to why the resident had a low

sugar. There is no documentation the
medical doctor was notified the resident was
critically . enough te go to the
hospital.

i Review of the Sugar Checks" shows on

the resident's fasting ... . .| sugar was 70.
Review of the MOR on . shows the resident
received 60 units of N LLat 700
a.m. There is no documentation the . . ensured
the resident ate something before the he was
sent to the dentist office.

; On the resident's fasting .... . .. sugar was

60. The MOR show the resident was given 60

units of with no interventions. On

the residents fasting . ... .| sugar was

documented as 49. He was given 60 units of
1 with no interventions. On _.__. _the

| resident’s | sugar was documented as 54.

The resident was given 80 units of . with no
interventions. On the resident's !
sugar was 55. The resident was given 60 units of
with no interventions. On the
resident's ... | sugar was 48. The resident was
given 60 units of with no intervention. In
each of these instances the medication should
have been held and the medical doctor notified

: before giving

3. Resident#7 isaan | white female
who was admitted to the faczhty on She
has a history of ... Mellites,
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and
She receives | 1 with sliding scale
coverage. She needs her ... .Isugars checked
three times daily. Review of Section 3 of the
1823 dated shows unlicensed staff are

assisting the resident with medications and
sugar checks.

An interview was conducted with Resident #7 at

1 2:06 p.m.on She was asked how she

gets her ... | sugar checked. She stated, "l go
down to the nurses ' station on the 1st floor and
they take my . and check my sugar. They
then dial in my 1 dosage and they give me a
shot of in my abdomen.” She was asked if
she was sure the staff injects her with her

She stated, “l can't do it myself. They do it for

i me." She did not know how much 1 she
took every day.
4. Resident#10is a 1 white female
who was admitted to the Facility The
resident has candreceives ... _.iN

26 units, in the AM and 20 units in the PM
_. She also receives |
coverage for sugars above 151, Review of

: section 3 of the 1823 dated - show

unlicensed staff are providing assistance with
medications.

An interview was conducted with Resident #10 at
1:20 p.m, on The resident was asked
how long she had lived at the facility. She stated,
"I moved here about a year ago. | am legally
-..... When my eyes got worse | could no fonger
give myself .__ When asked what staff do
for her when she gets her medication she stated,
“I go to the medicine . __... ... . times a day.
They take my sugar because | can't read
the machine. They dial in the amountof . _.

AD0B3
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. need and 1 inject myself. I'm not able to read the

pen 'm legally

An interview was conducted with Staff C at 3:30
p.m.on She confirmed she put in the
dosage for Resident #10. She stated, "Yes,
{Resident #10) has a problem because she can't
see. | help her turn in the dosage. The residents

| who take . __.. will get aggravated at us if we

don't do it. They want us to put in the dosage.”
She was then explained the danger of
administering and making decisions for a
resident on when to give and how much o
give to a resident. She then stated, *l learned
more today than | learned during the whole
medication class.”

An interview was conducted with the
Administrator on ... . at 11:30 am. He stated
he was not aware uniicensed staff were

i administering to residents. He stated he

was aware Resident #8 had been sentto the

: hospital on several occasions for low and high

| sugar. During the interview he stili seemed
unaware unlicensed staff could not make critical
decisions regarding . care. He stated, "If

| they have a parameter can they assist with

Class |

58A-5.0185(7) FAC Medication - Labeling and
Orders

(7) MEDICATION LABELING AND ORDERS.

(&) No prescription drug shall be kept or
administered by the facility, including assistance
with self-administration of medication, unless itis
properly labeled and dispensed in accordance
with Chapters 465 and 409, F.$., and Rule

A0B83
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A056 | Continued From page 86

| 64816-28.108, F.A.C. If a customized patient
medication package is prepared for a resident,
and separated into individual medicinal drug
containers, then the following information must be
recorded on each individual container:

: 1. The resident * s name; and

2. Identification of each medicinal drug product in

the container.

(b) Except with respect to the use of pilt

organizers as described in subsection (2), no

person other than a pharmacist may transfer

medications from one storage container to

another.

(c) If the directions for use are " as needed" or

* as directed, * the health care provider shall be

contacted and requested to provide revised

instructions. For an " as needed * prescription,

| the circumstances under which it would be
appropriate for the resident to request the
medication and any limitations shall be specified;
for example, " as needed for pain, not to exceed
4 tablets per day. * The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, shall be noted in the

| medication record, or a revised labet shall be
obtained from the pharmacist,
(d) Any change in directions for use of &
medication for which the facility is providing

i with self- ini ion or

| administering ion must be acc
by a written medication order issued and signed
by the resident' s health care provider, ora faxed

. copy of such order. The new directions shalt
promptly be recorded in the resident s
medication observation record. The facility may
then place an "alert" label on the medication
container which directs staff to examine the
revised directions for use in the MOR, or obtain &
revised label from the pharmacist.
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(e) A nurse may take a medication order by
telephone. Such order must be promptly
documented in the resident ' s medication
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed copy of
a signed order is acceptable.

+ (f) The facility shall make every reasonable effort
to ensure that prescriptions for residents who
recelve assistance with self-administration of
medication or medication administration are filled
or refilled in a timely manner.

(g) Pursuant to Section 465.0276(5), F.S., and
Rule 64F-12.008, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be

| kept in thelir original manufacturer ' s packaging,
which shall also include the practitioner ' s name,
the resident’ s name for whom they were
dispensed, and the date they were dispensed. if
the sample or complimentary prescription drugs
are not dispensed in the manufacturer ' s labeled
package, they shall be kept in a container that
bears a label containing the following:
1. Practitioner ' s name;
2. Resident ' s name;
3. Date dispensed;

: 4. Name and strength of the drug;
5. Directions for use, and
6. Expiration date.
(h) Pursuant to Section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident ' s health care
provider shall provide the resident with a written
prescription, or a fax copy of such order.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
stored expired medication past 30 days and also
stored discarded medication greater than 45
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A 058

Continued From page 88
days.

The findings include:

On . 11:18 a.m., a bottle of uniabeled
Acetaminophen .. ... observed in the 5th floor
cabinet behind the medication cart. The
medication had an expiration date of 2/

.1 interview was conducted with Staff B at 11:15
am.on ... stated she was not aware
what the medications in the cabinet were used for
or who they belonged to. She confirmed the
medication had been expired longer than 30
days.

At 11:45 a.m. on bottle of Prostat
nutritional supplement was observed in the
cabinet in the medication room . 1st floor.
The supplement had a pharmacy label attached
to the bottle with an expiration date noted to be
1211

1 an interview with the LPN supervisor she
confirmed the medication was being stored and it
had expired 5 months prior to being observed by
the surveyor.

At 3:50 p.m. on uniabeled tube of
polysporin ointment was observed in a locked
drawer in the nursing office. The medication had

an expiration date of 5/ 1 the same drawer a

d tube of silver sulfadiazine 1% cream
was observed with an expiration date of 1/ '
the same drawer an unlabeled bottle of Imodium

observed {o have an expiration date of 3/
bottle of Imodium ... in the same
drawer with an expiration date 2/" 1 the same
drawer a bottle of medication labeled Mupirocin
2% was observed with and expiration

A058
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An interview was conducted with the LPN
supervisor at 3:50 p.m. on She confirmed
| the medications had been expired longer than 30
i days. She stated she had only worked for the
 facility since 10f 2013. She stated she was
| not aware these medications were locked in the
| drawer in the nursing office. She had no idea
why the medications were being stored there.

On at 3:50 p.m., a medication labeled
Clopidorgre! 76 was observed locked in the
drawer in the nurse * s office.

| In an interview with the LPN Supervisor on
, at 11:00 a.m,, she stated the resident

named on the label was no longer at the facllity.
She stated she did not know how long the
medication had been in the drawer or how long
ago the resident had been discharged. She
stated the resident was not at the Facility when
she started working there in of 2013.

Class Il

AD57 58A-5,0185(8) FAC Medication - Over The
Counter (OTC) Products

(8) OVER THE COUNTER (OTC) PRODUCTS.
For purposes of this subsection, the term OTC
. includes, but is not limited to, OTC medications,
, nutritional supplements and
nutraceuticals, hereafter referred to as OTC
products, which can be sold withouta
prescription.
(a) A stock supply of OTC products for multipie
resident use is not permitted in any facility.
(b) OTC products, including those prescribed by
| alicensed health care provider, must be labeled

A056
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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) Residents or their representatives may

| purchase OTC products from an establishment of
| their choice.

(d) A facility cannot require a licensed heaith care
provider ' s order for all OTC products when a

! resident self-administers his or her own

medications, or when staff provides assistance
with self: inistration of medications p

to Section 429,256, F.S. Alicensed health care
provider ' s order is required when a licensed
nurse provides assi e with seif- ini

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 label over the counter medications with
resident's names and store the OTC's in several
areas of the facility.

The findings include:

On . - at 11:20 am,, the following
medications were observed locked in the 5th floor
medication cabinet of the Facility:

OTC Immodium 2 mg caplets
oT1C s with
caplets Expiration i

OTC Fish Oil 100 mg caplets

An interview was conducted with Staff B, . .at
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11:20am. on She stated she didn't know

why the medications were being stored in the
cabinet. She stated she was not aware of who
the medications belonged to.

| During an observation of the medication cart on
the 1st floor two large unlabeled botties of Prostat
nutritional supplement was observed.

¢ An interview was conducted with the LPN
supervisor at 11:20 am. on She
confirmed the bottles of supplements were
unlabeled.

At 3:50 p.m. on the following medications
OTC medications were found unlabeled and
locked in the nursing office desk drawer:

OTC Polysporin Ointment, expired 52011
C

, expired, .
OTC | 10 mg, expired
| OTC St Joseph in,81 mg tabs, expired
oTC _..2mg., expired _
Protate SR, 3 bottles, expired
O + HBP, expires
[831¢] | caps, expires '

OTC. .. - Liquid Gels, expires 11/2013
oT1C PM Liqui-gels, expires . .

| OTC Walgreens Pain refiever
500 mg, expires _
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oT1C , expires _ i
oTC expires . |
OTC triple expires i
OTC Equate _’Relief 25 mg., expires ‘
oTC . 600 mg/Vit.D, expires i
OTC Silver .. +1 % cream, 2 tubes, |
expires |
| OTC One-a-day 1 50+, expires ‘
|

1
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Administrators

Staffing Standards.

| (1) ADMINISTRATORS. Every facllity shall be

| under the supervision of an administrator who is
responsible for the op ion and mail e of
the facility including the management of all staff
and the provision of adequate care to all
residents as required by Part | of Chapter 429,
F.S., and this rule chapter.
(a) The administrators shall:
1. Be at least i
2. If employed on or after . 1990, have
a high school diploma or general equivalency
diploma (G.£.D.), or have been an operator or

ini: of a licensed assisted living facility
in the State of Florida for at least one of the past
3 years in which the facility has met minimum
standards. Administrators employed on or after
1995, must have a high school

diploma or GE.D,;
3, Be in compliance with Level 2 background
screening standards pursuant to Section

1 429.174, F.S., and
4. Complete the core training requirement
pursuant to Rule 58A-5.0191, FAC.
{b) Administrators may supervise a maximum of
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oTC . . 150 mg tabs, expires
OTC _ 180 mg, expires ...
OTC _  : 10 mg, expires
oTC 8, expires
| During an interviewed with the LPN supervisor on
at 3:50 p.m., she confirmed the
medications were being stored unlabeled. She
stated she had not been aware the medications
! were being stored in her office.
Class lll
A077 58A-5.018(1) FAC Staffing Standards - AO77
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either three assisted living facilities or a
combination of housing and health care facilities
or agencies on a single campus. However,
administrators who supervise more than one
facility shall appoint in writing a separate *
manager " for each facility who must:

1. Be at least  an

2. Complete the core training requirement
pursuant to Rule 58A-5.0191, FA.C.

(c) Pursuant to Section 428.176, .S, facility
owners shall notify both the Agency Field Office
; and Agency Central Office within ten (10) days of
a change in a facility administrator on the
Notification of Change of Administrator, AHCA
Form 3180-1006, 2006, which is
incorporated by reference and may be obtained
from the Agency Central Office. The Agency
Central Office shall conduct a background
screening on the new administrator in
accordance with Section 429.174, F.S., and Rule
58A-5.014, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility Administrator failed to ensure
adequate supervision of all staff and provision of
safe, adequate care to all residents living in the
facility.

The findings include:

Due to the Resident Assistants (RAs) managing
the resident's < status and determining
treatment without nursing supervision the resident
was atrisk for ____ .
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i dated

The facility was not aware there was a problem
with Resident#8's care, the facility
continued to allow the . . staff to make decisions
regarding Resident #8's care.

1. Resident #8 was admitted to the Facility on
with a diagnosis of B
. rand

Review of the RCL (Resident Condition Log)

. shows, "(Resident #8) is a new

| resident. Heisa .. . He gets his sugar

| taken 4 X's a day, He has to be reminded of his
meals and meds."

On i at 11:30 a.m. Staff B, a medication

| technician, was observed administering an

to Resident #8 in the 5th floor dining
She was observed to prepare the lancet in
the pen for the resident. The resident then was
observed to prick his finger with the lancet after
being cued by Staff B. Staff B was then observed
to pick up the glucometer and obtain the |
sample from the resident's finger. The resident

was observed to be clearly and unable
to understand the process of his Staff
| B never told the resident his result.

In an interview with Staff B at 11:35 a.m,, she
conﬁrmed she had performed the resudent s

N She confirmed the resident suffered
from . and was not able to understand
when or why he received She was then
asked how the resident receives

administration. She stated, "I turn the diai to the
25 units and Resident #8 injects the dosage
himself." She was asked if the resident would be

: able to tell her not to give the medication to him

because his i sugar was to low? She stated,

ROYAL PALM RET CENTRE PORT CHARLOTTE, FL. 33952
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"I don't think any of residents on this floor know
what they are taking.” She was asked how would
she know when his sugar was to low and to
Lhold his ..__...' She stated, We have
parameters from the Licensed Practical Nurse
Supervisor to notify her if his sugar is less
than 40 or greater than 400." She then showed
the surveyor this had been written above the
resident's daily « documentation.

i An interview was conducted with Resident#8 on
at 1:20 p.m. The resident was observed at
the time of the interview to be | and
oriented to seif only. When asked if he received
assistance with his medications at the facility he
stated, " don'tknow." He was then asked how
he gets every morning from the staff? He
stated, | don't know. 1don't take ' He was
asked if he gets his sugar checked on a
daily basis? He stated, No, they don't check my
sugar.”

An interview was conducted with the supervising
LPN on at 3:40 p.m. She stated she had
only been working at the facility since [ of
2013. She was asked how Resident #8 receives
__...from the staff. She stated they bring itto
! him and he does everything for himself. She was
| then told Staff B stated she turn the dial of ...
pen to 25 for the resident each morning. The
supervisor was also told Staff B was observed
obtaining an ............. from the resident at
11:30 a.m. She seemed to be surprised and
stated, "Staff have been told they can't administer
" She was then asked about Resident

#8's . She confirmed the resident was
} and unable to make judgments
regarding his care. She was then asked

how medical technicians with 4 hours of training
would be able to make decisions in the resident's

AQ77
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care that would be critical enough to cause
She stated, "l see what you're saying.”

Review of Resident #8's RCL dated

shows, "(Resident #8) was sentout. _... [sugar
was very low 20. Was found slumped over in
chair drooling and unable to drink.”

Review of the recorded ion

shows the resident's ... | sugar at 6:30 a.m.

was 47. There is no documentation any

interventions were performed for this critically fow
I sugar in the RCL.

Review of the Medication Observation Review
(MOR) shows the resident received 30 units of
at7:00 am.on _

| An incident report dated and timed 10:45
| a.m. shows, "While calling fioors for lunch
Resident #8 was found sweating and drooling,
sugar was 20. Not responding. Attempted
to give orange juice couldn't get him to swallow.
Called 911."

| On the same form, the acting LPN supervisor at

 the time documented, "Returned next day.

! Sugars are being monitored and recorded.
Resident being checked several times a day."
She signed and dated her note on .

‘There is no documentation the resident's medical
doctor was informed the resident was given
iwith a sugar of 47, There is no

| documentation the resident's medical doctor or
the resident's family was informed the resident

| was hospitalized with e

When the resident returned from the hospital on
the medical doctor ordered, "Change AM
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Ito s 24 units. -AC
1 (before meals) and HS (hour of sleep) with high
dosage coverage."

Review of the medication list on the 1823 dated
shows, "Hold if sugar is
fess than 120."

Review of section 3 of the 1823 dated

| and signed by the Administrator designee shows
medications and sugar checks services
were {0 be provided by Resident Patient Care
Staff.

There was no documentation the hospital
| physician was notified to clarify his order of "High
| dose coverage.” The medical record
| shows no coverage {sliding scale) initiated
i for this resident after the order. There is
no documentation of contacting the medical
doctor until Review of the physician's
orders shows a change in coverage on
The order reads, "Lantus 15 units
_every PM"

| Review of the Sugar Checks" record dated
shows the resident's . __ | sugar was
106. Review of the MOR The E
i was changed from 24 units in the AM to 20 units
in the AM on Review of the physician's
orders show no recorded order to change the
+ dosage for i . The resident
was given 20 units of 1 1at 7:00 am.
on The MOR clearly reads, "Hold if
sugar below 120, start Review of
i the physician's orders shows no change in the
parameters for holding the

Review of the Communication form dated
shows a home health Registered Nurse (RN) had

AGT7
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evaluated the resident on and noted his
sugar was 106, There is no documentation
there was any concem from the home health
nurse the resident had been given .. __ i which
should have been held according to the medical
doctor's order. The RN notes, has episcdes

of Fasting | Sugar was 106
. today. instructed Patient on :

regime.”

Review of the Sugar Checks" Record

shows on at 10:30 a.m., the resident's

... Jsugar was §5. There is no documentation
in the RCL any interventions were performed for
the resident's low sugar. Review of the
same record shows on at 3:30 p.m. no
e . was performed as ordered.

Review of the RCL dated and timed,

| “3-11:30 PM" shows, "Went up to check on

{Resident #8) around 6:00 p.m. He was lying in
bed shaking uncontroliably and making no sense
verbally. Stated he ._|and had a laceration on
his left arm. We called 911. He went to Peace
River Hospital. Family was called.” The note is
not signed by the RA. . ___ . of the "Incident
Report" dated 6/27 | timed at 6:00 p.m.,
shows, "Resident #8 found lying in the bed

i shaking uncontrollably and not making much

sense when he spoke. He also had a laceration
on his leftarm.” Review of the report shows the
RA ...  completed the incident report was the
same RA ... wrote the RCL note on 6/27

the bottom of the incident report an unlicensed
staff member documents, "Resident is still in the
hospital. Wil follow-up with Infinity Home Health
Care upon return." She dates her note 6/2€
acting LPN supervisor signs the incident
report and dates it on 6/2€
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There was no documentation the medical doctor
was notified the resident was given Il
even though it was supposed to held,
| There was no documentation the medical doctor
was notifiedan ... had not been done at
3:30 p.m. as ordered. There was no
documentation the family was notified the
| resident was sent to the hospital for
There was no
mvestlgatlon on the incident report to show the
cause of the resident's hospitalization.

The hospital record written by the hospital
physician and dated reads, "I tatked to
the nursing staff and they told that they were
given the history that he was walking at the ALF
and he | down and probably became

-and when _..  was called and he
was found to be '

The patient returned to the facility from the

hospital on . Review of the Form 1823
| dated . shows under behavioral
status: '

Under Nursing Treatments the form reads,
“Infinity Home Health.” Review of Section 3 of
the 1823 and signed by the Administrator's
designee shows Resident Patient Care Staff were
providing medications and sugar checks.

Review of the RCL dated ;and timed
"5:30-3" shows, "(Resident #8's) sugar has been
low even though he has eaten his meals.”
Another note dated , and, written after
and, timed 7:30 a.m., reads, "(Resident
#8) | Sugar 32 when | checked it. Gave him
orange juice. He did not want to drink it asked
to call 911. EM's came they gave him sugar
they checked his sugar it was 24. After the
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: show no order to take

A077: Continued From page 100

hivey {t was 168. They left. (Resident #8)
was eating banana he had orange juice and
peanut butter and jelly." The note was not signed
by the . .completing the note. The noteis
initialed by the acting LPN supervisor.

Review of the | Sugar check record shows
the resident had his sugar checked twice
by the .. at6:30 am. Review of the MOR
shows | sugars were being checked before
and after meals, Review of the physician's orders
before and
after meals. The at this time
remained AC (before meals) and HS (hour of
sleep), hold ifor ... .l sugar less than

| 120." Review of the MOR shows the resident

received at 7:00 am. This would be 30
minutes before the resident was found with a low
| sugar. There is no way to tell from the

documentation if the higher sugars
recorded at 6:30 a.m. were before or after the
resident had received glycogen.

Review of the medical record shows no incident
report was completed on There was no
documentation the medical doctor was notified

the resident's sugar was 32 and . had
to administer glycogen . . to save the resident's
life. There was no documentation the resident's
family member was notified of this critical issue.

Review of the physician's orders show the

resident was not seen by a medical doctor until

The "Medical Appointment Information™
note shows the medical doctor discontinues the
([ and orders Lantus
20 units twice a day. There was no clarification
from a nurse noted as to holding the ... fora
sugar of 120. There was no change noted

tothe The order remains
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.AC (before meals) and HS (hour of
sleep). Review of the . record shows

RAs checking the resident's ___ Jsugar5and 6
times daily without an order from the medical
doctor,

Review of the RCL timed "8:30 to 3" and dated

| ‘shows, " found (Resident #8) slumped
over in his chair and not responsive. 911 was
called and they took his sugar which was
12. They proceeded to give him a shot which
brought his | sugar up to 167, ... didn't
feel it was necessary to take him to the hospital.
RAs tried to give him his lunch and drinks to keep
his | sugar up. RAs continue to check on
him throughout the day. .also spoke to
{resident's wife) to let her know what was
happening. Incident report filled out. (Resident
#8) did eat a bow! of ice cream, cranberry juice
and haif his [unch meal.”

Review of 1 Sugar Checks" form shows on

| .. ... the resident's | sugar was taken

{ twice at 6:30 am. His _.___ sugar is recorded as

There was no documentation any

intervention was done by any staff member to
prevent critically low Review of
the MOR shows Resident #8 received 20 units of
Lantus ..._...; at 7:00 a.m., even though his |
sugar was abnormally fow.

An "incident Report" dated and timed
11:25 a.m. reads, "Resident was unable to
respond. .. .went to resident's i found
resident slumped over in chair and unable to
respond. 911 was called and they came. Took
his | sugar which was 12. They proceeded to
. give him a shot and brought his sugar up to 162.
; felt it was not necessary to take him to the
hospital.  \'s gave resident a lunch tray and
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| nurse. Review of the MOR on

i his

Continued From page 102

| made sure he was doing fine." On the bottom of

the form another . documents, “Resident good
after received shot. keep eye on sugars and
report to his home health and Dr. Butler office.”
The note was dated The incident was
signed by the Supervising LPN on
was no documentation the resident's medical
doctor was notified the day the incident occurred.
There was no documentation the medical doctor

: or the family was told the resident was given

__.1byaRAwith an abnormally low
sugar, There was no investigation noted on the
incident report as to why the resident had a

sugar of 12.

A"Patient Service Update” sent to the physician
from the Home Health Nurse and dated

reads, "Patient saw Veterans Administration (VA)
MD tast week. The following changes were

| made: Discontinued Prandin and

flex pen. Lantus was changed from 15 unlts a'.
night to Lantus 20 units 2 times
daily.... Patient had episode of i this
weekend. .....-reported sugar of 12.
Today's fasting sugar was 54. Aftached is
the glucose log. Please advise." The physician
responds, "Give Lantus in AM same dose
continue to monitor.” The order from the doctor
is not clear as to how he wants the | given.
In looking at the order it appears he wants the
resident to just have AM Lantus at the same
dosage the VA had ordered. The order is not
acceptable and should have been clarified by a

.. showsno
change in the order for Lantus noted.

An “Incident Report" timed 7:30 a.m. and dated
reads, "Resident did not come down went
to check on him. Wasn't acting right. Checked

There

I sugar it was 32. 911 called for resident.
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He was unable to drink orange juice. ...
gave him .. sugar. Then it was 160 and
left. On the bottom of the incident report another

.writes, "EMT gave . . sugar to resident and
got sugars up, Resident didn't go to the hospital.
Resident was able to go to dining | eat
lunch and dinner and did well rest of the day.
Home Health was notified. The note was dated

The form was signed by the supervising

LPNon There was no investigation on
the incident report as to why the resident was
found to have a sugar of 32. There was no
documentation the resident's doctor was notified
the resident had 1

. came

The Home Health Communication form dated
reads, " | sugars are still very

unstable. Extremely important that staff makes

sure he eats alf his meals and has a snack at

night before bed. (Unknown) aware of

sugars and is monitoring closely.” The note was

signed by a RN.

Review of the | Sugar Check dated
shows at 6:30 am,, the . . .documented three
separate 1 sugars taken. There was no time
noted as fo when the | sugars were taken.
The ... } sugars recorded were
Review of the MOR shows the resident received
20 units of Lantus at 7:00 a.m. There was
no documentation as to if the resident received

... before he was found with a . ... . sugar of
32. No investigation was documented by the
Facility or the Home Health Nurse.

Review of the Physician's orders shows the

resident's 1 was changed on The
new order was Lantus 20 units
every AM and 15 units every PM.

- No parameters were attached to the order, which
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would leave an untrained, unficensed staff with
the decision on when to give the 1 itwas
abnormally fow.

Review of the RCL dated and timed "6-3"
reads, "(Resident #8) didn't wake for breakfast
but did take his meds. (Resident #8) sent to
hospital low sugar."

An "Incident Report” dated - with a time of
11:00 a.m. reads, "Resident found on the floor Rq
{unknown) side of bed. Resident took
sugar was very low. Resident unable to move at
| the time." The LPN supervisor documents on the
same date, "Resident Sent 911 fo be evaluated.”
There was no documentation the resident's
medical doctor was notified at the time the
| resident was transported to the hospital. The
form clearly reads, "Describe Exactly what
happened; Why, What causes were." There was
no investigation noted on the incident report as fo
| why the resident was having a low ___ | sugar.

Review of the resident's Sugar Checks on
- show at 10:30 a.m,, the resident had a
I sugar of 31. There were no documented
interventions noted for this critically low
sugar. Review of the medical record shows the
resident was admitted to the hospital with a

diagnosis of and spent 6 days in
the hospital.
Review of the discharge records on - shows

_...1was discontinued when the resident was
discharged from the hospital.

Review of the Sugar Checks"” for the
month of ' shows the resident's | sugars
| were abnormally high for several days when he
was discharged. The first | sugar taken was
AHCA Form 3020-0001
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resident's _ _

| reads, "Patient's
. by hospital

403 when the resident returned to the facility on
___.and was recorded at 7:00 - 8:00 p.m. The
i sugar was recorded as 467 on

. His | sugar was recorded as 558 on

. Itwas recorded as 542 on _ There
was 1o documentation the resident's medical
doctor was notified of these critically abnormal

| sugars until

A"'Patient Service Update” sent by the Home
Heaith Agency to the medical doctor on .

| sugars are as follows:
2192/558, .

Please advise.” The nurse filling out the form

writes an order of 500 MG 1 pill by

mouth twice dally. On the side of the paper the

medical doctor writes, *?* Undemeath the

question mark he writes, "Already on

850 mg 1 pill by mouth twice daily and Lantus

This note shows the medical doctor was not

' made aware the resident was sent to the Hospital

on < and discharged on without

medications until -

Review of the medical record shows the resident
was sent to the Hospital and evaluated on

The medical record shows he was seen
for and Chronic There
is no documentation the resident's family was
made aware that he was sent to the Hospital.
There was no documentation in the RCL and no
incident report was completed.

Review of the | Sugar Checks” show on
Resident #8's _.__ | sugar was 508, The

| record shows the resident was hospitalized form

to Review of an incident report

meds were disconfinued
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" resident went to Peace River for Eval.” The

Incident report was signed by the supervising
LPN.

An interview was conducted with the Supervising
LPN at4:10pm.on ... .. She was asked if the
resident had any symptoms when he was sent
out. She stated, "No." She was asked if the
medical doctor was notified of the resident's

I sugar? She stated, "No, we had no
coverage so | sent him to the hospital so they

| could get his sugar down.” She was asked
about the abnormally high .. ... [ sugars on
and She stated,

“They Were n<‘>t reported to me.” She was asked

: how often she looks at the resident's

$She stated, “l never look at them.
The doctor sees them when he comes.” She was
asked how often the medical doctor sees the

resident? She stated, "About once a month."

Review of the admission note from the hospital
dated reads, "Third hospital visit since
» with issues related to his sugar.

The patient has had two admissions with low

| sugars and sugars in the 21 range,
though he has been taken off scheduled
Apparently there was much lying around at
the facility and the patient had a series of this
according to the personal who saw the situation.

The patient's ... . . sugar was over 500 unless he
was sent to the Emergency . __...._ admission
for uncontrolied the patient is

demented and has numerous other medical
problems, but has not been safe to puton
scheduled because he becomes

o on some. He has apparently been
on sliding scale

| Review of the Discharge Summary dated .

AQTT?
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| reads, "(Resident #8's)

reads, "Apparently, at the unit { am told
that there are a number of cupcakes available

i and the patient had several and was found with a

| sugar of 500."

Review of physician ' s orders dated _. . _.
reads, before meals breakfast,
lunch, and dinner, at bedtime and 2:00 a.m.
Restart Lantus *6 units '
PM 25 units CAM." There was no
physician's signature on the order. Review of the
MOR shows the order was started on

Review of the Sugar Checks for the month
of 2013 shows 2 AM .. ! sugars were not
done on or On

\The resident's 2: 00am. ... sugar was
38. No interventions were recorded for this
critically low sugar. At6:30on .
Resident #8's sugar was recorded as 0.
Review of the MOR shows on at7:00
a.m., the resident was administered 25 units of
Lantus Review of RCL dated
sugar was 40 when
he came out ate breakfast 1 pancake cup of
coffee cup of OJ. He had

A"Communication Form" dated reads,
"Fasting _.__ | Sugar was 44-at 10:30 AM 88. No
2AM | sugar recorded times 2 days. Spoke
with (LPN supervisor) about this matter.” Review
of RCL dated reads, "Visiting Nurse saw
(Resident #8) was wondering why nobody is

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11911842 B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2500 AARON STREET
ROYAL PALM RET CENTRE PORT CHARLOTTE, FL 33952
(X4) D SUMMARY STATEMENT OF DEFICIENCIES [v] PROVIDER'S PLAN OF CORRECTION (X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ATE
DEFICIENCY)
A077, Continued From page 107 AO77

checking 2 AM sugar. His sugar was
44 at 6:30 AM."
Review of the 2013 | Sugar Checks"
show the only 2:00 a.m. was
obtained on . Even after LPN supervisor
was made aware of the situation,
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| history of Diabetes

Review of the 1823 dated _ shows the
resident's  status to be "Alert and
oriented X's 1 (fo person,) .. . and
forgetful.” Under Nursing Treatments on the
same form is documented, . __ '
Which would mean a nurse would be required to
provide the services requested.

An interview was conducted with the residents

| medical doctor by phone at 3:00 p.m. on

When he was told the RAs were making
decisions in the resident's :care
management he stated, "f have standing orders
for that," He was then told on _ an
gave the resident +when he had
sugar of 47 and by 11:00 a.m., the resident had a
sugar of 20 and had to be hospitalized.
The physician stated, "That's not good." He was
unable to confirm when he was notified the
resident had a low sugar. He stated, "I'm
not going to fie to you." He was asked if he knew
the limitations of RAs? He stated he thought they
were trained to take care of residents with
dependence. He stated as far as he knew the
previous LPN supervisor was administering
to the residents.

An interview was conducted with the LPN
supervisor on 4:10 p.m.. She stated,
"We don't take standing orders here.”

Resident #9 is a 90
admitted to the Facility on

male who was
. ...hasa
| Dementia.
*of the residents form 1823, dated
: the resident has poor eyesight The
resident receives Humalog . | insulin, . . units,
every morning.
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Review of Section 3 of the 1823 shows
medications and sugars are provided by
Resident Patient Care Staff,

Review of the MOR shows there are no high and
low parameters ordered for this resident's
sugar.

Review of an "Incident report” dated and
timed 12:30 PM reads, "Son has (Resident #9) at

| the dentist office. Brought back. Resident

became unstable. Unable to walk, speak, or
respond to verbal commands. Resident was
checked out by nurse and Home Health nurse.
911 called. The . who filled out the form on

< writes on the bottom of the form, "Came
back same day with low sugar. Son is taking to

i MD." The form is signed and dated by the LPN

supervisor on There is no documentation
as to why the resident had a low | sugar.
There is no documentation the medical doctor
was notified the resident was critically

enough to go to the hospital.

| Review of the ... . .| Sugar Checks" shows on

.  the resident's fasting | sugar was 70.
Review of the MOR on _ : shows the resident
received 60 units of N iat 7:00
a.m. There is no documentation the . . . ensured
the resident ate something before the he was

sent o the dentist office.

On ... .. the resident's fasting | sugar was

60. The MOR show the resident was given 60

units of ...t with no interventions.

On ... . the residents fasting | sugar was
. documented as 49, He was given 60 units of

with no interventions. On the
resident's ... | sugar was documented as 54.
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. me." She did not know how much

| Resident#10is a

| section 3 of the 1823 dated

A077 Continued From page 110

The resident was given 60 units of ... with no
interventions. On the resident's 1
sugar was 55. The resident was given 60 units of
with no interventions. On the
resident's | sugar was 48. The resident was
given 80 units of 1 with no intervention. in
each of these instances the medication should
have been held and the medical doctor notified

before giving
Resident #7 is a an white female who
She has

was admitted to the facility on
a history of . Meliites, and,
. She
receives i with sliding scale
coverage. She needs her _.._ | sugars checked
three times daily. Review of Section 3 of the
1823 dated shows unlicensed staff are
assisting the resident with medications and
sugar checks.

An interview was conducted with Resident #7 at
2:05 p.m. on She was asked how she
gets her sugar checked. She stated, "I go
down to the nurses ' station on the 1st floor and
they take my and check my sugar. They
then dial in my ; dosage and they give me a
shot of in my abdomen.” She was asked if
she was sure the staff injects her with her

She stated, "l can't do it myself. They do it for

1 she
took every day.

3 white female who
was admitted to the Facility The resident
has and receives . . i N 26
units, in the AM and 20 units in the PM
She also receives '

sugars above 161, Review of
show

coverage for
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unlicensed staff are providing assistance with
medications.

An interview was conducted with Resident #10 at
1:20 pm.on _.. The resident was asked
how she receives her , she stated "They
give me my shot into my area every

2. In an interview at 1:28 p.m. with
Resident #7, she stated "l have one pill that
helps me sleep, they put it in a separate cup and
hand it o me. | put itin my pocket and take it to

my .. 1 putiton my table. |take it before |
go to sleep.”
in an interview i at 5:19 p.m. with Resident

#5 she stated, "They give me my sleeping pill in a
medicine cup at 4:00 p.m. and | bring it to my
| put it on my clock, and | take it at 9:00

om”
1 in an interview . at 10:00 a.m. with Resident
| Care Supervisor she stated, " was not aware of
this being done.”
3. Interview at 3:00 p.m. with Resident #1

who stated, "t leave my O2 concentrator on at all
times because | can't see to turn it on and off, the
aides help me with the O2 if | need help, | can't
see the gauge to know what the dial is set for."
(The aides also help me by putting water into my
CPAP machine at night.)

in an interview with Executive Administrator (ED)
- at 11:52 a.m., he stated Resident #1 spoke
to him yesterday afternoon and stated she did not
need help with her she stated she was

| about surveyor questions. Surveyor
asked if ED thought a resident who has limited

AQTT
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vision ¢an regulate the 1 concentrator, he

| stated "She said she can.”

Interview with Resident Care Supervisor (RCS)

at 12:05 p.m., who stated Resident #1 told
her she can take care of herown
Surveyor went to Resident#1's ___ RCS
to task resident on use. Resident was out

| of building at lunch activity. Resident due back in

building at 1:30 p.m. RCS stated she would get
surveyor as soon as the resident returned to
building so they could task her on her ability to
manage her supplemental

| Interview at 12:14 p.m. with Staff C who
| stated, "1 don't think she would be able to controf

her _ :concentrator.” She stated, "I have
never had to help her with it but the aides at night
probably help her." “When she takes her pills she
puts the pills on a paper towel and feels around
for them and we need to be sure she takes them
all because she can't see them.”

interview at 1:50 p.m. with Executive
Director (ED) and Director of Patient Services
(DPS), they stated they had brought a magnifying
glass to the residents . __ tried to see if
Resident #1 could control her O2 concentrator
with an assistive device. They verified she was
unable to see the ball on the gauge to regulate
the liters of supplementai _ she was
receiving. The Administrator and RCD agreed
Resident #1 needs assistance with her

' supplemental _ 1and will put her on LNS

services for assistance from a nurse with her

4. Review of the incident reports and home

| health documentation shows staff were

concerned for the resident's safety. The
documentation on . : shows staff going to

ROYAL PALM RET CENTRE PORT CHARLOTTE, FL. 33952
@ 0 SUMMARY STATEMENT OF DEFICIENCIES © PROVIDER'S PLAN OF CORRECTION x6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
AQ77 Continued From page 112 AQ77

AHCA Form 3020-0001
STATE FORM

258

DWOos!

if continuation sheet 113 of 149



Agency for Health Care Administration

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

a——

PRINTED: 06/18/2013
FORM APPROVED

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

AL11911942

{X2) MULTIPLE CONS’
A BUILDING:

B. WING

TRUCTION (X3) DATE SURVEY

COMPLETED

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY. STATE, ZIP CODE
2500 AARON STREET

© 5. Arecord review conducted

the police station. The documentation on .
shows staff is concerned the resident is on

| Highway 41. Highway 41 is an extremely busy

highway. On the resident was

! transferred to a locked unit, but there is no

documentation that family was advised or
notified or that the resident's medical doctor had
been informed.

An interview was conducted with the
Administratoron _ . at2:30 p.m. He stated
there had been no adverse incidents filed for

' Resident #8 after any of his elopements. He

stated he had not felt the resident had been
injured or was in any danger. He stated the
resident had slowly declined and had to be
moved to the locked unit.

The facility "Elopement and Elopement Drills
Policy And Procedures” reads, "Upon finding the

| resident an assessment must be completed and

determination made as to whether or not medical

| assistance is required.”

An interview was conducted with the
Administrator on at 10:00 a.m. He was
asked who would have been responsible for
assessing a resident's injuries once he was
found? He stated the acting Supervising LPN
would be responsible. He was then asked where
the LPN would document this assessment? He
stated, "On the incident Report.” Review of the
two incident reports in the resident's medical
record shows no documentation from the acting
Supervising LPN. On it is documented
the resident eloped twice and no incident report
was completed.

ion the
resident record of Resident #1 revealed that
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Section 3 on the AHCA form 1823 which lists
services offered or arranged by the facility for the
resident was signed by (Staff H), a Resident
Assistant, The reguiations require the signature
of the administrator of his designee.

In an interview with Executive Director -at
12:35 p.m., he stated, "My designee to sign the
1823's is the Resident Care Supervisor, it was
Staff F prior to the current Resident Care
Supervisor, He stated "l was not aware resident
assistants were signing the 1823 form.”

The facility Administrator was not aware of the
medical needs of the residents in the facility. He
was not aware the . . staff were managing
resident care without the supervision of a nurse.
Administrator was not supervising the staff to
ensure that adequate, safe medical care was
being provided to residents on and

1 in his facility. The Administrator did not
ensure a resident at risk for elopement was
properly evaluated for elopement risk and not
supervised to prevent elopement.

He was also not aware resident assistant staff
were signing documentation on the AHCA 1823
that specifically requires the signature of the
administrator or designee.

Class |

A 080 58A-5.0191(1) FAC Training - Core &
Competency Test

Staff Training Requirements and Competency
Test.
{1) ASSISTED LIVING FACILITY CORE

| TRAINING REQUIREMENTS AND
COMPETENCY TEST.
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(a) The assisted living facility core training
i T ished by the

G % n

| pursuant to Section 429.52, F.S., shall consist of
a minimum of 26 hours of training plus a 1
competency test. :
{b} Administrators and managers must

lete the assisted living facility

core training requirements within 3 months from
the date of becoming a facility administrator or

| manager. Successful completion of the core

| training requirements includes passing the

| competency test. The minimum passing score for
the competency test is 75%. Administrators who
have attended core training priorto . 1997,
and managers who attended the core training
program prior to 1998, shall not be
required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with Part I of
Chapter 468, F.S., are exempt from this
requirement.
{c) Administrators and managers shall participate
in 12 hours of continuing education in topics
related to assisted living every 2 years as
provided under Section 429,52, F.S.
{d} Anewly hlred admtmstrator or manager who
has suc ¢ d the isted living
facility core traunmg and continuing education
requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must:
1. Retake the assisted living facility core training;
and
2. Retake and pass the competency test.

! (e) The fees for the competency test shall not
exceed $200. The payment for the competency
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test fee shall be remitted to the entity
administering the test. A new fee is due each time
the test is taken.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility

| Administrator failed to ensure he maintained the

required continuing education requirements for

 his position as the facility administrator.

The findings include:

Cn at approximately 10:00 a.m., staff
record review the facifity Admini;
had no documentation of any continuing
education required for his position as facility
Administrator. The Business Manager who
assisted with the record review verified she could
not find any documentation of continuing
education in the administrator ' s staff record.

or

Interview at approximately 11:30 a.m. with
the facility Administrator who stated "1 was
planning to take the classes oniine but have not
done it yet"

Class

58A-5.020(2) FAC Food Service - Dietary
Standards

{2) DIETARY STANDARDS.
(a) The Tenth Edition Recommended Dietary
Allowances established by the Food and Nutrition

| Board - National Research Council, adjusted for

age, and activity, shall be the nutritional
standard used to evaluate meals. Therapeutic

A 080

ADB3
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. diets shall meet these nutritional standards to the
extent possible. A summary of the Tenth Edition
R Dietary Allc interpreted
by a daily food guide, is available from the DOEA

i Assisted Living Program.

(b) The recommended dietary allowances shall

be met by offering a variety of foods adapted to

the food habits, preferences and physical abilities
of the residents and prepared by the use of
standardized recipes. For facilities with a licensed
capacity of 16 or fewer residents, standardized
recipes are not required. Unless a resident
chooses fo eat less, the recommended dietary
allowances to be made available to each resident
daily by the facility are as foliows:

1. Protein: 6 ounces or 2 or more servings;

2. Vegetables: 3 § servings;

3. Fruit: 2 4 or more servings;

4. Bread and starches: 6 11 or more servings;

5. Milk or milk equivalent: 2 servings;

6. Fats, oils, and sweets: use sparingly; and

7. Water.

(c) All regular and therapeutic menus to be used

by the facility shall be reviewed annually by a

registered dietitian, licensed diefitian/nutritionist,

or by a dietetic technician supervised by a

registered diefitian or licensed

dietitian/nutritionist, to ensure the meals are
commensurate with the nutritional standards
established in this rule. Portion sizes shall be
indicated on the menus or on a separate sheet.

Daily food servings may be divided among three

or more meals per day, including snacks, as

necessary to accommodate resident needs and
preferences. This review shail be documented in
the facility files and include the signature of the

| reviewer, registration or license number, and date
reviewed. Menu items may be substituted with
iterns of comparable nutritional value based on
the seasonal availability of fresh produce or the
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preferences of the residents.

{d) Menus to be served shall be dated and
planned at least one week in advance for both
regular and therapeutic diets. Residents shall be
encouraged to participate in menu planning.
Planned menus shall be conspicuously posted or
easily available to residents. Regular and
therapeutic menus as served, with substitutions

| noted before or when the meal is served, shall be

kept on file in the facility for 6 months.

() Therapeutic diets shall be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style dining

i or family style dining are not required to

document what is eaten unless a health care

 provider* s order indicates that such monitoring is

necessary. However, the food items which enable
residents to comply with the therapeutic diet shall
be identified on the menus developed for use in
the facility.

2. The facility shail document a resident’ s
refusal to comply with a therapeutic diet and
notification to the resident ' s health care provider
of such refusal. If a resident refuses to foliow a
therapeutic diet after the benefits are explained, a
signed statement from the resident or the
resident ' s responsible party refusing the diet is

| acceptable documentation of a resident ‘' s

preferences. In such instances daily
documentation is not necessary.
(f) For facilities serving three or more meals a

+ day, no more than 14 hours shall elapse between

the end of an evening meal containing a protein
food and the beginning of a morning meal.
intervals between meals shali be evenly
distributed throughout the day with not less than
two hours nor more than six hours between the
end of one meal and the beginning of the next.

| For residents without access to kitchen facilities,
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snacks shall be offered at least once per day.
Snacks are not considered to be meals for the
purposes of i the time between meals.
' {g) Food shall be served attractively at safe and
p bl . All resi shali be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, shall be on hand.
(h) A 3-day supply of non perishable food, based
on the number of weekly meals the facility has
contracted with residents to serve, and shall be
on hand at all fimes. The quantity shall be based
on the resident census and not on licensed
capacity. The supply shall consist of dry or
- canned foods that do not require refrigeration and
shall be kept in sealed containers which are
labeled and dated. The food shall be rotated in
accordance with shelf life to ensure safety and
palatability. Water sufficient for drinking and food
preparation shall also be stored, or the facility
shall have a plan for obtaining water in an
- emergency, with the plan coordinated with and
| reviewed by the local disaster preparedness
authority.

This Statute or Rule is not met as evidenced by:

| Based on interview, observation and record
review, the facility failed to ensure a sufficient
amount of eating ware including plate covers and
adaptive equipment as needed are available for
all residents.

The findings include:

1. Observation . - at 11:38 a.m., in kitchen,
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Staff J observed washing plate covers in 3
compartment sink, sitting them in a drying rack
for approximately 45 seconds, then shaking them
dry in the air. He then brought the stacked plate
covers, still wet, to the tray line to be reused. The
tray line staff were drying the plate covers with a
cloth towel (the same cloth towel was used to dry

. all plate covers) prior to putting them on the next

resident' s plate. This practice puts all residents
eating in the main dining . _  risk for t
due to the unsterile plate covers being put on
resident ' s plates.

interview at 11:52 a.m., with Kitchen
manager, who stated he has 20 plate covers

| upstairs, (the food is plated and sent upstairs ina

warmer for the 5th floor residents) and 15 covers
for main dining ... He stated the 15 piate
covers for the main dining washed and
sanitized in the 3 compariment sink, dried and
reused until all residents in the dining
served. When asked if the dishwasher should be
shaking the covers in the air to dry them he
stated "No that is not the right way to do it | will

| talk to him, he gets nervous.”

When asked why there were not enough plate
covers for the number of residents being served

| he stated AHCA told him it was OK on the last

Biennial survey. |informed him | was on the
survey and he was told that he could use that
method until he could get new plate covers
delivered, or he came up with an alternative to
using plate covers. He was also told the plate
covers must air dry before being reused if that
was his interim plan.

He stated "it ' s hard to keep up the inventory of
plate covers because they crack and break.”
Surveyor requested the inventory of plate covers
and eating ware that he currently has in the
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| given to surveyor, the list does not include the
| plate covers. Surveyor requested inventory of

i and approx. 35 plate covers per interview with

and knives.

| residents were complaining the glasses were too

facility and the invoices for the plate covers the
facility has ordered and received since the last
AHCA Biennial survey.

A copy of the current inventory of eating ware was

plate covers, however it was never brought to the
surveyors. The facility did produce invoices
documenting 12 plate covers were ordered on

, delivered on and 12 plate covers
were ordered , delivered on
No other documentation of invoices was
produced. The facility currently has 73 residents

kitchen manager at 11:52 am.
Documentation of China/Silverware inventory
dated - revealed with a census of 73
residents and a capacity of 164 residents the
facility had the following:

China: 120 coffee cups, 71 saucers, 113 bread &
butter dishes, 105 dinner plates, 24 bouillon cups,
and 53 cereal bowls. Glassware available: 12 oz.
goblets was 138 and 50z juice glasses was 53.
Flatware: 230 forks, 0 soup spoons, 140
teaspoons and 25 salad forks.

The number of the following items was left blank
on the inventory form: Salad dish, fruit dish, 14
ounce glass, 8 ounce glass, 7 ounce juice glass

2. Observation during the funch meat
service revealed all of the residents in the 5th
floor dining .. : being served their fluids in
styrofoam cups.

in an interview _ i at 12:42 p.m., with the
kitchen manager he stated "They use styrofoam
cups on the 5th floor because it is easier for the
residents to use than the regular glasses, the
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heavy.” He was asked why the residents who are

| able to use regular coffee cups and glasses were
not being served with regular cups and glasses,
he stated, “l was not aware the staff were using
the styrofoam cups for all the residents.” When
asked if adaptive cups were available for
residents who can't grip the glasses or coffee
cups he stated, "1 don't know of any, | do know
they have a supply of plastic cups in the 5th fioor
in the dining . .. ... .hat can be used for residents
who need a lighter cup.”
Observation _ .. .- at 1:10 p.m., of the 5th floor

| cupboard where the eating ware is stored
revealed 8 plastic cups in the cupboard.

The Resident Assistant (Staff E) in the 5th floor
dining , "We have used the styrofoam
cups for all the residents on the 5th fioor since |
have been here.” Staff E added, "The residents
are ot all going to be drinking at the same time."
| The census on the 5th floor unit with mostly

residents is currently 17 residents.
Staff E stated, "1 do not agree the foam cups
shoutd be used for everyone."

Class il

A165 429.23 FS; 58A-5.0241 FAC Risk Mgmt & QA,
Adverse Incident Report

internal risk management and quality assurance
program; adverse incidents and reporting

| requirements.-
(1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and

A093
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:2‘

develop plans of action to correct and respond
quickly to identify quality differences.

| {2) Every facility licensed under this partis

required to maintain adverse incident reports. For

| purposes of this section, the term, * adverse

incident" means:

(a) An event over which facility personnel could
exercise control rather than as a result of the
resident’ s condition and results in:

1

) ' Br spinal damage;
3. Permanent .
4. or of bones or joints;

5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;

6. Any condition that requires the fransfer of the
resident from the facility to a unit providing more
acute care due to the incident rather than the
resident ' s condition before the incident; or

7. An event that is reported to law enforcement or
its personnel for investigation; or

: (b) Resident elopement, if the elopement places

the resident at risk of harm or injury.
{3) Licensed facilities shall provide within 1
business day after the occurrence of an adverse

! incident, by electronic mail, facsimile, or United

States mail, a preliminary report to the agency on
all adverse incidents specified under this section.
The report must include information regarding the
identity of the affected resident, the type of
adverse incident, and the status of the facility ' s
investigation of the incident.

(4) Licensed facilities shall provide within 15
days, by electronic mail, facsimile, or United

| States mail, a full report to the agency on all

adverse incidents specified in this section. The
report must include the results of the facility ' s
investigation into the adverse incident.
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(8) , neglect, or ; must be
reported to the Department of Children and
Family Services as required under chapter 415,
(7) The information reported to the agency
pursuant to subsection (3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shait
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to disciplinary action, in which
case the provisions of s. 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.

. The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professionat who is subject to

| disciplinary action, in which case the provisions of

| . 456.073 apply.
(8) If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable belief
that conduct by a staff member or empioyee of a
licensed facility is grounds for disciplinary action
by the appropriate board, the agency shall report
this fact to such regulatory board.
(9) The adverse incident reports and prefiminary
adverse incident reports reguired under this
section are confidentiat as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regutatory board.
(10) The Department of Elderty Affairs may adopt
rules necessary to administer this section,

| Adverse Incident Report.
(1) INITIAL ADVERSE INCIDENT REPORT. The
prefiminary adverse incident report required by
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| Section 429.23(3), F.S., must be submitted within

' one (1) business day after the incident on AHCA
Form 3180-1024, Assisted Living Facility Initial
Adverse Incident Report-1 Day, 20
and incorporated by reference. The form shall be
submitted via electronic mail to

: riskmgmips @ahca.myflorida.com; on-line at
http:/lahca,myﬂoridaAcom/reportinglindex.shtml;
by facsimile to (850)922-2217; or by U.S. Mail to
AHCA, Florida Center for Health Information and

: Policy Analysis, 2727 Mahan Drive, Mail Stop 16,

| Tallahassee, Florida 32308-5403, telephone
{850)412-3731. AHCA Form 3180-1024 is
avallable from the Florida Center for Health
Information and Policy Analysis at the address
stated above. The Initial Adverse Incident Report

| is in addition to, and does not replace, other
reporting requirements specified in Florida

| Statutes.

| (2) FULL ADVERSE INCIDENT REPORT. For
each adverse incident reported under subsection
(1) above, the facility shall subrnit a full report
within fifteen (15) days of the incident. The full
report shali be submitted on AHCA Form
3180-10286, Assisted Living Facility Full Adverse
incident Report-15 Day, dated . 20086, and
incorporated by reference. The methods for
obtaining and submitting the form are set forth in
subsection (1) of this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to file adverse incident reports for 2
(Residents #8 and #9) of 13 residents surveyed
for

The findings include:

hypogycemic events and elopements.
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1. Resident #8 was admitted to the facility on
with a diagnosis of

rand

The facility in which the resident resides has a
Limited Nursing Services (LNS) license. Also,
after reviewing the medical record, Resident #8
had Home Health Services ordered so that he
received weekly assessments from a licensed
nurse.

Review of the RCL (Resident Condition Log)
dated _ : shows, "(Resident #8) is a new
resident..Heis a He gets his sugar
taken 4 X's a day. He has to be reminded of his
meals and meds.”

On at 11:30 a.m., Staff B, a medication
technician, was observed administering an

H _to Resident #8 in the 5th fioor dining
...... She was observed to prepare the lancet in
the pen for the resident. The resident then was
observed to prick his finger with the lancet after

| being cued by Staff B. Staff B was then observed
to pick up the glucometer and obtain the .. |

. sample from the resident's finger. The resident

was observed to be ciearly and unable
to understand the process of his Staff
B never told the resident his _ . result.

In an interview with Staff B at 11:35 a.m,, she
confirmed she had performed the resident's

- She confirmed the resident suffered
from and was not able to understand
when or why he received She was then
asked how the resident receives

administration. She stated, *l turn the dial to 25
units each morning and Resident #8 injects the
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| dosage himself." She was asked if the resident
would be able to tell her not o give the
medication to him because his __ . | sugar was
tolow? She stated, "I don't think any of residents

asked how would she know when his
i was to low and to hold his She stated,
We have parameters from the Licensed Practical
| Nurse Supervisor to notify her if his
less than 40 or greater than 400." She then
showed the surveyor this had been written above
the resident's daily documentation.

An interview was conducted with Resident #8 on

, the time of the interview to be Tand
oriented to self only. When asked if he received
assistance with his medications at the facility he
stated, "f don't know.” He was then asked how
he gets ..___, every morning from the staff? He
stated, | don't know. | don't take He was
asked if he gets his sugar checked on a
daily basis? He stated, No, they don't check my

i sugar. 1don't get !

An interview was conducted with the supervising
LPN on at 3:40 p.m. She stated she had
only been working at the facility since of
2013. She was asked how Resident #8 receives

| from the staff. She stated they bring itto
him and he does everything for himself. She was
then told Staff B stated she turn the diat of ...
pen to 25 for the resident each morning. The
supervisor was also told Staff B was observed
obtaining an from the resident at
11:30 a.m. She seemed to be surprised and
stated, "Staff have been told they can't administer

' She was then asked about Resident

#8's .. She confirmed the resident was
.. and unable to make judgments

on this floor know what they are taking.” She was
1 sugar

sugar is

.at 1:20 p.m. The resident was observed at
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regarding his . care. She was then asked
how medical technicians with 4 hours of training
would be able to make decisions in the resident's
care that would be critical enough to cause

' She stated, "I see what you're saying."

Review of Resident #8's RCL dated .

shows, "(Resident #8) was sent out. sugar
was very low20. Was found siumped over in
chair drooling and unable to drink.”

Review of the recorded ion .

shows the resident's sugar at 6:30 a.m,

was 47. There is no documentation any

interventions were performed for this critically low
i | sugar in the RCL.

Review of the Medication Observation Review
{MOR) shows the resident received 30 units of
bo...oat7:00am. on .

An incident report dated and timed 10:45
a.m. shows, "While calling floors for lunch
Resident #8 was found sweating and drooling,
... I sugar was 20. Not responding. Attempted
to give orange juice couldn't get him to swallow.
Called 911."

On the same form, under the heading "Facility
comments (recommendations and/or steps to
avoid reoccurrence of incident)" a Resident

| Assistant d, d next day.
Sugars are being monitored and recorded.
Resident being checked several times a day.”
She signed and dated her note on The
LPN Supervisor signed and dated the form with
no documentation from a licensed staff member.
There was no documentation the resident’s

- medical doctor was informed the resident was

| given. .. iwitha ....Isugarof47. Therewas

A 165

AHCA Form 3020-0001
STATE FORM

DWOos1

#f continuation sheet 128 of 149



Agency for Health Care Administration

PRINTED: 06/18/2013
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

AL11911842

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B WING

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
2500 AARON STREET

(X3) DATE SURVEY
COMPLETED

no documentation the resident’s medical doctor
or the resident's family was informed the resident
was hospitalized with i

| When the resident returned from the hospital on
the medical doctor ordered, "Change AM
to 24 units. i Al
{before - meals) and HS (hour of sleep) with high
dosage coverage.”

Review of the medication list on the 1823 dated
shows, "Hold _f sugar is
! less than 120."

Review of Resident #8's MOR shows unficensed
staff continued to document | administration
after

There was no documentation the hospital
physician was notified to clarify his order of "High
| dose coverage.” The medical record
| shows no coverage (sliding scale) initiated
for this resident after the order. Thereis
no documentation of contacting the medical
doctor until Review of the physician's
orders shows a change in ... . s coverage on
. The order reads, "Lantus 15 units
every PM"

Review of the 1 Sugar Checks" record dated
shows the resident's sugar was

108. Review of the MOR The

was changed from 24 units in the AM “to 20 units

in the AM on Review of the physician's
orders show no recorded order to change the
_ .1 dosage for | . The resident

| was given 20 units of i jat 7.00 am.
on The MOR clearly reads, "Hold if
| sugar below 120, start ’ Review of
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the physician's orders shows no change in the
parameters for holding the il

Review of the Communication form dated . i
shows a home health Registered Nurse (RN) had
evaluated the resident on _ and noted his
-._.. sugarwas 108. There is no documentation
there was any concern from the home health
nurse the resident had been given 1 which
should have been held according to the medical
doctor's order. The RN notes, . . has episodes

of Fasting _.__ | Sugar was 106
today. Instructed Patient on R
regime.”

Review of the | Sugar Checks" Record
shows on , at 10:30 a.m,, the resident's

sugar was 55. There was no
documentation in the RCL any interventions were
performed for the resident’s low ... .. sugar.
Review of the same record shows on at
3:30pm.no .. was performed as
ordered.

Review of the RCL dated and timed,
3-11:30 PM" shows, "Went up to check on
(Resident #8) around 6:00 p.m. He was lying in
bed shaking uncontroflably and making no sense
verbally. Stated he ! and had a faceration on |
his left arm. We called 911. He went to Peace |
River. Family was called." The note is not i
signed. Review of the "Incident Report” dated

| . and timed at 6:00 p.m., shows, "Resident
#8 found lying in the bed shaking uncontrollably

! and not making much sense when he spoke. He
also had a laceration on his left arm." Review of

| the report shows the . . .who completed the

incident report was the same . . .who wrote the
RCLnoteon .
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At the bottom of the incident report an unlicensed
staff member documents, "Resident is still in the

| hospital. Will follow up with Infinity Home Health

Care upon return.” She dates her note
The acting LPN supervisor signs the incident
report and dates it on

Review of the hospital record written by the
hospital physician and dated _ - reads, "
talked to the nursing staff and they told that they
were given the history that he was walking at the
ALF and he _ i down and probably became

B and when i was called and he
was found to be !

There was no documentation the medical doctor
was notified the resident was given il
even though it was supposed to held.
There is no documentation the medical doctor
was notified an i had not been done at

| 3:30 p.m. as ordered. There was no

documentation the family was notified the
resident was sent to the hospital for
There was no

; investigation on the incident report. There were

no recommendations from a ficensed staff

member to avoid a recurrence of the incident.

The resident returned to the facility from the

hospital on Review of the Form 1823
dated : shows under behavioral
status: _ '

Under Nursing Treatments the form reads,
"Infinity Home Health."

| Review of the MOR showed unlicensed staff
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| continued to administer .. 1 after
Review of the RCL dated and timed
"6:30-3" shows, “(Resident #8's) sugar has been
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low even though he has eaten his meals.”

Another note dated , and, written after
and, timed 7:30 a.m,, reads, "(Resident
#8) . Sugar 32 when | checked it. gave him

orange juice. He did not want to drink it asked
to call 911, EMT's came they gave him
sugar ' they checked his sugar it was 24. After
the hivey 1it was 168. They left. (Resident
#8) was eating banana he had orange juice and
peanut butter and jelly.” The note is not signed

| by the . .completing the note. The note is

initialed by the acting LPN supervisor.

Review of the | Sugar check record shows
the resident had his sugar checked twice
by the RAat 6:30 am. Review of the MOR
shows 1 sugars were being checked before
and after meals. Review of the physician's orders

{ show no order to take __ before and

after meals. The . . at this time
remained AC (before meals) and HS (hour of
sleep), hold | for sugar less than
120." Review of the MOR shows the resident
received at 7:00 am. This would be 30
minutes before the resident was found with a low

sugar. There is no way to tell from the
documentation if the higher | sugars
recorded at 6:30 a.m. were before or after the
resident had received .. glycogen.

Review of the medical record shows no incident
report was completed on . There was no

. documentation the medical doctor was notified

the resident's ... .. sugarwas 32 and ... . had
to administer glycogen . " to save the resident's
life. There was no documentation the resident's
family member was notified of this critical issue.

Review of the physician's orders show the
resident was not seen by a medical doctor until
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The “"Medical Appointment Information™
note shows the medical doctor discontinues the
i and orders Lantus t
20 umts twice a day. There was no clarification
from a nurse noted as to holding the ..___.1fora
- sugar of 120. There was no change noted
tothe ... The order remains
- AC (before meals) and HS (hour of

sleep) Review of the . record shows

\'s checking the resident's tsugar5and 6
times daily without an order from the medical
doctor.

Review of the RCL timed "6:30 to 3" and dated

__. .. shows, found (Resident #8) slumped
over in his chair and not responsive. 811 was
called and they took his sugar which was
12. They proceeded to give him a shot which
brought his sugar up to 167. didn't
feel it was necessary to take him to the hospital.
RAs tried to give him his lunch and drinks to keep
his I sugar up. RAs continue to check on
him throughout the day. .also spoke to
(resident's wife) to let her know what was
happening. Incident report filled out. (Resident
#8) did eat a bow! of ice cream, cranberry juice
and half his lunch meal.”

Review of ... .. Sugar Checks" form shows on
_. .. the resident's sugar was taken
twice at 6:30 a.m. His sugar is recorded as

There was no documentation any
intervention was done by any staff member to
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prevent critically low Review of
the MOR shows Resident #8 received 20 units of
Lantus at 7:00 a.m., even though his |
sugar was abnormally low.
An "Incident Report” dated ;and timed
S 125am. reads, "Resident was unable to
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respond. . .went to resident's .. found
resident slumped over in chair and unable to
respond, 911 was called and they came. Took
his ... . | sugar which was 12. They proceeded to
give him a shot and brought his sugar up to 162.
s felt it was not necessary to take him to the

hospital. . \'s gave resident a lunch tray and

- made sure he was doing fine." On the bottom of
the form another . documents, "Resident good
after received shot. . . .keep eye on sugars and

! report to his home health and Dr. office.” The
note was dated . The incident was signed
by the Supervising LPN on There was
no documentation the resident’s medical doctor
was notified the day the incident occurred. There
was no documentation the medical doctor or the
family were told the resident was given iby
a. when the resident had an abnormally low
_._.isugar. There was no investigation noted
on the incident report as to why the resident had
a ___ Isugarof 12. There were no
recommendations from licensed staff to prevent
the same issue from oceurring again.

A"Patient Service Update” sent te the physician

| from the Home Health Nurse and dated
reads, "Patient saw Veterans Administration (VA}
MD last week. The following changes were
made: Discontinued Prandin and
flex pen. Lantus was changed from 15 unlts at
night to Lantus 20 units . 2times

; daily.... Patient had episode of this
weekend. ... reported sugar of 12,
Today's fasting | sugar was 54. Altached is
the glucose log. Please advise.” The physician
responds, "Give Lantus in AM same dose

| continue to monitor.” The order from the doctor
was not clear as to how he wants the t
given. In looking at the order it appears he wants
the resident to just have AM Lantus at the same
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" dosage the VA had ordered. The order was not
acceptable and should have been clarified by a
nurse. Review of the MOR on shows no
change in the order for Lantus noted.

An "incident Report" timed 7:30 a.m. and dated
N reads, "Resident did not come down went
to check on him. Wasn't acting right. Checked

He was unable to drink orange juice.
gave him .. sugar. Then it was 160 and :
ieft. On the bottom of the incident report another
.writes, "EMT gave . . sugar to resident and
got sugars up. Resident didn't go to the hospital.
Resident was able to go to dining . _ . | eat
i lunch and dinner and did well rest of the day.
Home Health was notified. The note is dated
The form is signed by the supervising
LPNon .

icame

: There was no investigation on the incident report
" as to why the resident was found to have a
sugar of 32. There was no documentation the
resident's doctor was notified the resident had
. | . There were no
recommendations listed on the incident report to
prevent further incidents to occur.

Review of the Home Health Communication form
dated reads, | sugars are still very
unstable. Extremely important that staff makes
sure he eats all his meals and has a snack at
night before bed. (Unknown) aware of .
sugars and is monitoring closely." The note is
signed by an RN. There was no documentation
in the resident's record the faciiity staff ever
followed the advice of the licensed home heaith
nurse to monitor the residents food intake.

| Review of the | Sugar Check dated .

his _.__ . sugar it was 32. 911 called for resident.

AHCA Form 3020-0001
STATE FORM

o298

DWOST1 1f confinuation sheet 136 of 149



STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

Agency for Health Care Administration

PRINTED: 06/18/2013
FORM APPROVED

(X1} PROVIDER/SUPPLIERICLIA
DENTIFICATION NUMBER:

AL11811842

B. WING

{X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

2500 AA

STREET ADDRESS, CITY, STATE, ZIP CODE
RON STREET

. why the resident was having a low

shows at 6:30 am., the . .documented three
separate | sugars taken. There was no time
noted as to when the sugars were taken.
The ... .| sugars recorded are _
Review of the MOR shows the resident received
20 units of Lantus 1at 7:00 a.m. There was
no documentation as to if the resident received
before he was found with a ___ | sugar of
32. No investigation is documented by the

Facility or the Home Health Nurse.

F. Review of the RCL dated and timed
"6-3" reads, "(Resident #8) didn't wake for
breakfast but did take his meds. (Resident #8)
sent to hospital low 1 sugar.”

An "Incident Report" dated i with a time of

11:00 a.m. reads, "Resident found on the floor Rq
(unknown) side of bed. Residenttook ...

sugar was very low. Resident unable to move at

the time." The LPN supervisor documents on the

| same date, "Resident Sent 911 to be evaluated.”

There was no documentation the resident's
medical doctor was notified at the time the
resident was transported to the hospital. The
form clearly reads, "Describe Exactly what
happened; Why; What causes were.” There was
no investigation noted on the incident report as to
| sugar.

Review of the resident's ... . | Sugar Checks on
. show at 10:30 a.m., the resident had a

... Isugar of 31. There were no documented

interventions noted for this critically low .

| sugar. Review of the medical record shows the

resident was admitted to the hospital with 2
diagnosis of and spent 6 days in
the hospital.

Review of the "Blood Checks” shov) on
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. Resident #8's sugar was 508. The
record shows the resident was hospitalized form

to Review of an incident report
i dated and timed 8:45 a.m. reads,
"Checked resident sugar and it was 508.

resident went to Peace River for Eval." The
Incident report was signed by the supervising
PN

An interview was conducted with the Supervising
LPN at410pm.on . .. She was asked if the
resident had any symptoms when he was sent
out. She stated, "No." She was asked if the
medical doctor was notified of the resident's
sugar? She stated, "No, we had no
coverage so | sent him to the hospital so they

could gethis | sugar down." She was asked
about the abnormally high sugars on
and She stated,

"they v‘vere no§ reported to me." She was asked
how often she looks at the resident's
She stated, "l never look at them.

The doctor sees them when he comes." She was

asked how often the medical doctor sees the
resident? She stated, "About once a month."

Review of the admission note from the hospital

dated _ » reads, "Third hospital visit since

_ .. with issues related to his .. I sugar.
The patient has had two admissions with low
| sugars and i sugars in the 21 range,
though he has been taken off scheduled
Apparently there was much lying around at
the facility and the patient had a series of this
according to the personal who saw the situation.

The patient's _ _ . | sugar was over 500 unless he
was sent to the Emergency .. .. admission
for uncontrofled _ . . The patient is

demented and has numerous other medical
problems, but has not been safe to puton
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scheduled ... ... because he becomes

. on some. He has apparently been
on sliding scale .. ._ !
Review of the Discharge Summary written by the
hospital physician and dated reads,
“Apparently, at the Lunit | am told that
there are a number of cupcakes available and the
patient had several and was found with a

. sugar of 500."

2. Review of the Resident Condition Log (RCL)
dated _ : reads, "(Resident #8) was missing.
They found him over Winn-Dixie. Keep eye on
him often.”

Review of "Incident Report" dated and
timed 11:00 a.m. reads, "(Resident #8) was
missing at lunch time. We looked everywhere
couldn't find him. Wedid ..

. . He wasn't here. (Two Staff) went to
Winn Dixie they came back without him. Then
we checked everywhere again. No (Resident #8).
(Two Staff) went back to Winn Dixie again. They
went to the police station. They saw him sitting.
Stated he couldn't find his way back to Royal
Palm."

The bottom of the incident repot reads, "Facility
comments /Recommendations and /or Steps to
avoid reoccurrence of incident” Under this
heading a Resident Assistant s writes,
*Resident was found and all parties were
notified.” The Supervising LPN signs the report
on with no further documentation. There

| was no documented plan for staff to be aware the

resident could efope. There was no
documentation the Facility did anything to prevent
the resident from eloping again.
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| Review of the RCL dated reads, "(Resident

#8) left the building to walk to the bank. One of
our employees found him walking and brought
him back to Royal Palm, His sugar was
taken, itwas 35. .. \'s gave him something to eat
and drink. {Resident #8) felt fine. Retook his

1 sugar again. Family was called and an
incident report was filled out.”

Review of "Incident Report” dated _ Land
timed 2:19 p.m. reads, "l received a call from our
housekeeper. She said she saw (Resident #8)
on US 41 in Charlotte Harbor by Publix. She was
trying to stop him and bring him home. Called
(Staff) our driver and asked him to go help with
(Resident #8). Also called and reported the
incident to (Supervising LPN). (Staff) was able to

i get him in the car and bring him home. We
tested his .. . sugar which was 31 and we gave
him food and drinks.”

The bottom of the incident report reads, "Facility
comments/Recommendations and /or Steps to
avoid reoccurrence of incident." Under this
heading a . .writes, "All parties notified.

Resident's | sugar was taken care of when
| he came back." The Supervising LPN signs the
formon without documenting anything.

There was no documentation of a plan for staff to
identify Resident #8 as an elopement risk. There
was no documented plan to prevent Resident #8

from eloping again.
A"Communication Form" written by a Home

i Health RN and dated _ . :reads, . :seenby
psych nurse. Remains | and disoriented.

| Does not remember walking down 41 to Publix
last week....Unable to make commitment to not
leave the building. MSW (Master in Social work)
ordered to assist wife in more secure placement. ‘
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Will meet with wife scon.”

A“"Communication Form" written by the same RN
and dated _ : reads, "Patient seen by psych
nurse. Remains disoriented and ..

Spoke with wife and advised that Facility would
like him to be placed in a locked facility. Advised
that MSW will consult with her.”

| A"Gommunication Form" written by the same RN
and dated . . reads, "Patient was seen by
psych nurse. Patient remains demented
....Patient does not remember being at the Publix
near the bridge. Says he likes to go to the bridge
and watch the boats and fisherman. Repeated to

| him over and over again that he must not ever
walk away from the building. Patient agreed not

| to walk away from Royal Palm. Needs to be
constantly reminded and monitored for his
presence in the building." There was no
documentation in the medical record there was
any plan initiated to constantly monitor the
resident by the facility staff.

A "Communication form” dated reads,
"Patient walked to the VFW 2 times foday. Hels
alert but has memory issues and .. with
need to stay on premises.” Anote in the RCL
dated .. : reads (Resident #8) moved to
Patient Care Unit (PCU) today." The PCU is
located on the 5th floor and is considered a
locked unit. Another note in the RCL on
reads, "Made his way downstairs, (Staff) brought

i him back up.” No incident report was filled out on

- No investigation was documented to

: determine how the resident left the secured unit,
No plan to prevent further elopement was
documented.

An interview was conducted with the

A165
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Administrator on _ »at 2:30 p.m. He stated
there had been no adverse incidents filed for
Resident #8 after any of his elopements. He
stated he had not felt the resident had been
injured or was in any danger. He stated the
resident had slowly declined and had to be
moved to the locked unit.

Review of the incident reports and home health
documentation shows staff were concerned for
the resident's safety. The documentation on

- : shows staff going to the police station,
The documentation on - shows staff is
concerned the resident is on Highway 41.

| Highway 41 is an extremely busy highway. On

. the resident was transferred to a locked
unit, but there is no documentation that family
was advised or notified or that the resident's
medical doctor had been informed.

The facility "Elopement and Elopement Drills
Policy And Procedures” reads, “Upon finding the
resident an assessment must be completed and
determination made as to whether or not medical

assistance is required.”

An interview was conducted with the
Administrator on at10:00 a.m. Hewas
asked who would have been responsible for
assessing a resident's injuries once he was

| found? He stated the acting Supervising LPN
| would be responsible. He was then asked where

the LPN would document this assessment? He
stated, "On the incident Report.” Review of the
two incident reports in the resident's medical
record shows no documentation from the acting
Supervising LPN. On » it was documented
the resident eloped twice and no incident report

- was completed.
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Further review of the "Elopement Policies and
Procedures” show no policies regarding:
1. An immediate coordinated staff search of the
facility and premises;
2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities;
3. The identification of staff responsible for
contacting law enforcement, the resident's
family, guardian, health care surrogate, and case
manager if the resident is not focated pursuant to
subparagraph (8)(b}1.; and

. 4. The continued care of all residents within the

| facility in the event of an elopement.

An interview was conducted with the
Administrator on iat 10:30 a.m. He was
asked how he would determine residents at risk
for elopement? He stated he would do so
verbally with staff. He stated there are no written
lists to keep track of residents at risk. He stated
the only resident in the building at risk would be

| Resident #8. No assessment tools were
observed.

An interview was conducted with the LPN
Supervisor at 10:40 a.m. on . She was
asked who was at risk for slopement. She first
stated there were no resident's at risk. She then
stated Resident #8 is in a locked unit. She was
asked if staff should be aware he had a history of
elopement? She then stated Resident #8 was at

: risk. She confirmed there are 17 other residents
in the secured unit.

In an interview with Staff D, |, at10:45am.on
, she was asked if any residents were at

risk for elopement. She stated, "Everybody in the

building is ok right now. No one is at risk.”
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An interview was conducted with Staff B, at
10:50 a.m. on She was asked if any

 residents were at risk for elopement? She stated,

"What is Elopement?” After explaining what
elopement was to the staff she stated, "Besides
Resident #8 | don't think any of them would do it
She then stated the supervisors had never
discussed who in the building was at risk for
elopement since she had started working in the
facility about 3 months ago.

|3, Resident#Sisa | white male who
was admitted to the Facilityon ... .. Hehasa
history of and

Review of the residents form 1823, dated
shows the resident has poor eyesight. The
resident receives 60 units,

cevery morning.

Review of the MOR show uniicensed staff
providing 1 care for the resident. The MOR
shows there are no high and low parameters
ordered for this resident's sugar.

Review of an "Incident report” dated _

fimed 12:30 p.m. reads, "Son has (Resident #9)
at the dentist office. Brought back. Resident
became unstable. Unable to walk, speak, or
respond to verbal commands. Resident was
checked out by nurse and Home Health nurse.

- 911 called.” On the bottom of the form which had

a heading of “(Recommendations and/or steps to
avoid reoccurrence of incident)”, the RA .
“Came back same day with low sugar. Sonis
taking to MD." The form was signed and dated
by the LPN supervisor on L.oaWasnoe

| documentation as to why the resident had a low
.blood _ . There was no documentation the

medical doctor was notified the resident was
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critically enough to go to the
hospital.

Review of the Sugar Checks” shows on
the resident's fasting sugar was 70.
Review of the MOR on _ shows the resident
received 60 units of IN at 7:00
am. There was no documentation the
ensured the resident ate something before the he
: was sent to the dentist office.

On the resident's fasting sugar was
: 80. The MOR show the resident was given 60
units of ; with no interventions, On
the residents fasting sugar was
documented as 48. He was given 60 units of
with no interventions. On . the
resident's ... . .| sugar was documented as 54.
The resident was given 60 units of with no
interventions. On the resident's i
sugar was 55. The resident was given 60 units of
with no interventions. On .. the
resident's . _ .. sugar was 48. The resident was
given 60 units of 1 with no intervention. In
each of these instances the medication should
have been held and the medical doctor notified
before giving ...

Class I

AN277. 58A-5.031(2) FAC LNS - Resident Care
Standards

{2) RESIDENT CARE STANDARDS.

(a) A resident receiving limited nursing services in
a facility holding only a standard and limited
nursing ficense must meet the admission and
continued residency criteria specified in Rule
58A-5.0181, FA.C.

(b) In accordance with Rule 58A-5.019, F.AC.,

A185
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the facility must employ sufficient and qualified
staff to meet the needs of residents requiring
| limited nursing services based on the number of
' such residents and the type of nursing service to
be provided.
(c) Limited nursing services may only be provided
as authorized by a health care provider’ s order,
a copy of which shall be maintained in the
resident ' s file.
(d) Facilities licensed to provide kimited nursing
services must employ or contract with a nurse(s)
| who shali be available to provide such services
as needed by residents. The facility shall maintain
documentation of the qualifications of nurses
providing fimited nursing services in the facility ' s
personnel files.
(e) The facility must ensure that nursing services
are conducted and supervised in accordance with
. Chapter 464, F.S., and the prevailing standard of
| practice in the nursing community.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to assess the need for Limited Nursing
Services (LNS) for 1 (Resident #1) of 8 residents
receiving Supplemental

The findings include:

On i at 10:00 a.m., the Resident Care
Supervisor told this surveyor there were 3
residents on supplemental The residents
identified were Resident #3, #5 and #11.

Upon observation during the initial tour it was
revealed:

Resident #3 has not been using supplemental
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 Resident #5 states in interview _ .. a1 5:19

| additional residents were identified who were
| using supplemental including Resident #7

| In an interview with Resident Care Supervisor

| Surveyor requested a current list of residents

 fefting people know ! am on . F was worried

! included 8 residents. Residents #1, #5, #7, #11,
| #12,#13, #14 and #15. Not all of the residents

| residents who were receiving supplemental

__isince her last hospitalization per resident
interview _

Resident #11 has supplemental tanks in

the - she states during interview
she has notused since she was admitted.

p.m., that she uses at night, she was able
to demonstrate that she was independent with
her supplemental  administration stating |
have been using this for years.

During the initial tour and dining observation
and Resident #1.
at 3:00 p.m., she stated she did not have a
list of residents on supplemental
receiving supplementat

In an interview with Resident #5 at 5:19 p.m. she
stated, "They finally put a sign on my door today

about possible smokers."
On L at 9:00 a.m., the complete list of

receiving supp | was
received from the Resident Care Supervisor. it

on the list are receiving supplemental Al

. 1were able to demonstrate the ability to
manage their supplemental | use except
Resident #1.

AN277
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In an interview . at 3:00 p.m., Resident #1
stated, I have an O2 concentrator and portable
tanks, now [ just have to use it at night, its
ordered to be at 2 liter, | would have to ask the
nurse to help me if | have a problem, i can't put
the water in the CPAP machine, 1 need help, the
night aide comes tomy ... put water in my
CPAP machine. One large and 6 small

tanks crated in closet. | don't need those tanks
and 1 don't want to pay for them. [ leave my 02
concentrator on at all times because | can't see to
turn it on and off, the aides help me with the O2 if
1 need help, 1 can't see the gauge to know what
the dial is set for.”

In an interview with Executive Administrator
! at 11:52 a.m, he stated Resident #1 spoke
' to him yesterday afternoon and stated she did not
| need help with her , she stated she was

. i about the surveyor questions. Surveyor

asked if ED thought a resident who has limited

vision can regulate the concentrator, he
. stated "She said she can."
During an interview on .at 12:05 p.m., the

| Resident Care Supervisor (RCS), stated that
Resident #1 told her she can take care of her own

. Surveyor went to Resident#1's ..

..+ RCS fo task resident on L use.
Resident was out of building at lunch activity.
Resident due back in building at 1:30 p.m. RCS
stated she will let surveyor know when resident
returns to facifity. The plan was RCS and
surveyor will task resident on O2 use when she
returns to building.

i During an interview on at 12:14 p.m., Staff
C stated, "I don't think she would be able to
control her | concentrator.” She stated, |
have never had to help her with it but the aides at
night probably help her. When she takes her pills

AN277

AHCAForm 3020-0001
STATE FORM

Y

DWOs1

i continuation sheet 148 of 149



PRINTED: 06/18/2013

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (x1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION {x3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLE
AL11911942 B.wiNG
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
2500 AARON STREET
ROYAL PALM RET CENTRE PORT CHARLOTTE, FL. 33952
x4 1D SUMMARY STATEMENT OF DEFICIENCIES » PROVIDER'S PLAN OF CORRECTION T s
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
AN277 : Continued From page 148 AN277

she puts the pills on a paper towe! and feels
around for them and we need to be sure she
takes them all because she can't see them.”

During an interview on at 1:50 p.m,, the

| Executive Director (ED) and Resident Care
Supervisor, at the elevator, stated they had just

| brought a magnifying glass to the resident ' s

H  tried to see if Resident #1 could control
her 02 concentrator with an assistive device.
They verified she was unable to see the ball on
the gauge to regulate the liters of supplemental

| she was receiving. The Administrator and

Resident Care Supervisor agreed Resident #1

| needs assi e with her supp f
and will put her on LNS services for assistance

| from a nurse with her

Class Il

|
|
|
|
|
|
1
!
|
|
|
!
|
|
l
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FLORIDA AERLY FOR HEALTH CARE ALRANISTRATION.

RICK 8COTT ELIZABETH DUDEK
GOVERNOR SECRETARY
. 2013
Administrator

Royal Palm Ret Center
2500 Aaron Street
Port Charlotte, FL. 33952

Dear Administrator:

This letter reports the findings of a Biennial and Limited Nursing Service (LNS) survey that was completed
on . 2013 by representatives of this office.

You are directed to provide a plan of correction to the Fort Myers Field Office for the identified deficiencies
within ten calendar days of receipt of this faxed report. The plan should be directed to the attention of Mr.
Harold Williams, Field Office Manager and mailed to:

Agency for Health Care Administration
Health Quality Assurance, Fort Myers Field Office
2295 Victoria Avenue, Suite 340
Fort Myers, FL 323901
Phone: (239) 335-1315
Fax: (239) 338-2372
The survey resulted in findings of noncompliance with the following areas:

1) A 008 Admissions — Health A Class .

Your Assisted Living Facility failed to ensure the Administrator or his designee are signing Section 3 of the
1823 Health Assessment Form,

2) A 025 Resident Care — Supervision. Class !

Your Assisted Living Facility failed to provide adequate nursing supervision in providing care for 4 i
dependent ... .. . residents by monitoring : as ordered by the medical doctor, holding
medications as ordered by the medical doctor, notifying the medical doctor of critically low and high

sugars, and failing to monitor food intake after administering ... Thig resulted in 1 resident being
hospitalized on 5 separate occasions for hyper- and and having emergency medical technicians
Headguarters )
2727 Mahan Drive

Tallahassee, FL 32308
hitp/ahca myfotida.com

Fort Myers Field Offlce
2295 Viciona Avenue
Myers, FL. 33901
Phone (239) 335131 5 Fax {239) 338-2372




Royal Palm Ret Center
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Page 2
administer . + glycogen to save his life on 3 separate occasions, having 1 resident being
hospitalized for , and the immediate potential injury for 4 residents.

3) A 030 Resident Rights. Class ]

Your Assisted Living Facility denied 4 . residents reviewed of their right to appropriate health care by
allowing unlicensed staff to administer _ for these 4 residents resulting in the hospitalization of 2
residents and the immediate potential injury for 4 residents.

4) A 032 Resident Care - Elop Standards. Class 111

Your Assisted Living Facility failed to identify and assess 1 resident as an elopement risk. The facility
failed to develop adequate policies and procedures to identify staff responsibilities and specific duties when a
resident elopes resulting in 1 resident eloping from the facility 4 times and the potential for further resident
elopements.

5) A 052 Medication — Assi with self-admini ion. Class I

Your Asslsted Living Facility failed to read medication labels in the presence of 3 residents while assisting
the in self-admini ion of medi

6) A 053 Medication Administration. Class 1

Your Assisted Living Facility allowed unlicensed staff to administer to4 residents resulting
in the hospitalization of 2 residents for and and the immediate potential danger
for 4 residents related to and with a potential for kidney failure,

and

7} A 056 Medication ~ Labeling and Orders. Class Il

Your Assisted Living Facility stored expired medication past 30 days and also stored discarded medication
greater than 45 days.

8) A 057 Medication — Over the Counter (ote) Products. Class I}

Your Assisted Living Facility failed to label over the counter medications with residents’ names and store the
OTCs in several areas of the facility,

9) A 077 Staffing Standards — Administrators. Class |

Your Assisted Living Facility Administrator failed to ensure adequate supervision of all staff and provision
of safe, adequate care to all residents living in the facility.

10) A 080 Training — CORE and Competency Test. Class 111

Your Facility Administrator failed to ensure he maintained the required continuing education requirements

Headquariers
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Tallahassee, FL 32308
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for his position as the facility administrator.
11) A 093 Food Service - Dietary Standards. Class I1

Your Assisted Living Facility failed to ensure a sufficient amount of eating ware including plate covers and

adapti Juip as needed are available for all resid;

12) A 165 Risk Management & QA; Adverse Incident report. Class I
Your Assisted Living Facility failed to file adverse incident reports for 2 residents surveyed for hypogycemic
events and elopements.

13) N 277 LNS ~ Resident Care Standards. Class TI1

Your Assisted Living Facility failed to assess the need for Limited Nursing Services (LNS) for 1 resident
receiving Supplemental

Your plan of correction must include the following:

1) Immediate hiring of a Consultant Pharmacist to evaluate the p dication system utilized in your
facility; assess the technique of each staff providing medication assistance and outlining a plan of correction,
This consultant pharmacist must not be the pharmacist currently employed by your facility,

Description of how you plan to address all medication issues identified during the revisit survey and through
the consultant process.

Evidence of an agreement for the services of a Pharmacist Consultant who is Florida licensed. The
agreement must provide for, at a minimum, onsite, quarterly consultation. The duration of this agreement
must be for at least one year. Prior to discontinuation of this consultant’s services, the Agency will conduct
an onsite inspection to determine if these services must continue.

2) The Administrator and all staff that assist with the self-administration of medications i diately take
the Department of Elder Affairs Assi With Self-Administration of Medications in an Assisted Living
Facility class.

3) Immediately determine the eligibility of all residents for continued residency in the facility.

4) Immediately ensure the availability of a nurse to administer medications wt required to the
residents indicated in citation A 053 or & diately move these out of the facility to a more
appropriate placement.

5) Administrator completes the ALF CORE Training including taking and passing the CORE competency
examination, The facility is to remain under third party oversite by a person who is currently eligible to be an
Assisted Living Facility Administrator until the current Admini completes this requi

Headquarters
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Nothing in this DPOC limits the Agencies authority and responsibility to impose administrative sanctions as
provided by law.

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 hand delivered report. Al
deficiencies shall be corrected no later than 2013,

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.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 surveyors, Should you have any questions please call this office
at (239) 335-1315.

Sincerely,

()i

Harold D. Williams
Field Office Manager
Enclosures

=

Accepted by: <~

Printed Name: Mk depednmanr Tite CX e vTIVE DT
Date: 6//q/’5
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