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408.809(2a-c) 435.05(2) 59A-35.090(2d-3¢
Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-
{2) Every 5 years following his or her ficensure,
esmployment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status, For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's .\
to the Federal Bureau of Investigation for a
national criminal history record check unless the
person's | are enrolted in the Federal
Bureau of Investigation’s national retained print
notification program. Ifthe ., . of
such a person are not retained by the
Department of Law Enforcement under s.
943.05(2){g) and (h), the person must submit
v slectronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the | to the Federal Bureau of
Investigation for a national criminal history record
check, The | shalt be retained by the
Department of Law Enforcement under s.
943.05(2){g) and (h} and enrolled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and nationaf criminal history records checks
required by level 2 screening may be borne by
the licensee or the person | . Untila
specified agency is fully implemented in the
clearinghouse created under s. 435.12, the
agency may accept as satisfying the
requirements of this section proof of compliance
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with levet 2 screening standards submitted within
the previous 5 years to meet any provider or
professional licensure requirements of the
agency, the Department of Heaith, the
Department of Elderly Affairs, the Agency for
Persons with , the Department of
Children and Families, or the Department of
Financial Services for an applicant for a
certificate of authority or provisional certificate of
authority to operate a continuing care retirement
community under chapter 651, provided that:

{a) The screening and di ifyi
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;

{b) The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days; and

{c) Such proof is accompanied, under penatty of
perjury, by an attestation of compliance with
chapter 435 and this section using forms
provided by the agency.

435.05 Requirements for covered employees and
employers.-Except as otherwise provided by law,
the following requirements apply to covered
employees and employers:

{2) Every employee must attest, subject to
penalty of perjury, to mesting the requirements
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.

59A-35.090 Background Screening.

{2) Processing Screening Requests, Required
Documents and Fees.

(dy An ion of Compliance with

Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by

CZ816
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reference, avallable at
hitp:/iwww. firules.ol e.asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
hitp:/fahca.myflorida.com/MCHQ/Central_Service
0 i ions_Forms.sht
mi. This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
disqualifying offense.
{e) An administrator or chief financial officer must
be screened and quafified prior to | | to
the position.
(3) Results of Screening and Notification,
{a) Final results of background screening
requests will be provided through the Agency’s
secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is located at:
apps.ahca.myflorida.com/SingleSignOnPortal.
{b} If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unciaimed, a copy of the letter will be sent by
regular mail. Pursuant to section 435.05(1)(d),
F.S., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with section
435.06(3), F.S.
{c} The eligibility results of employee screening
and the signed Attestation referenced in
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subsection 59A-35.090(2), F.A.C., must be in the
employee's personnel file, maintained by the
provider.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure all staff completed an Agency for
Healthcare Administration (AHCA)Background

g Affidavit of ion C i for
1 of 4 sampled staff (Staff B).

The Finding Included:

On , arecord review for Staff B was
conducted and revealed, Staff B completed a
AHCA background screening on .
Further review revealed a incomplete Affidavit of
Attestation of Compliance form. On the form of
the form where the staff name is documented
was observed blank, making the form incomplete.

During an interview with the Executive Director
and Administrator on at approximately
2:30 PM, they acknowledged the findings and
provided no additional documentation for review,

Unclassified
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A 000 Initial Comments AD00

An unannounced Relicensure survey was
conducted on and at Savannah
Court of the Palm Beaches. The facility had
deficiencies at the time of the survey.

A032| 59A-36.007(8) FAC Resident Care - Elopement A032
$8=D | Standards

[+]

59A-36.007

{8) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopement must be identified
s0 staff can be slerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
(a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Famifies pursuant to section 415.105 or
415.1051, F.S., is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that inciudes their name and the facility's name,
address, and telephone number. Staff trained
oursuant to paragraph 59A-36,011(10)(a) or (c),
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all imes.

2. The facitity must have a photo identification of
at risk residents on file that is accessible to ali
facitity staff and law enforcement as necessary.
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The facility's filte must contain the resident's photo

identification upon admission or upon being
atrisk for to

admission. The photo identification may be

provided by the facility, the resident, or the

resident's representative.

{b) Facility Resident Elopement Response

Policies and Procedures. The facility must

develop detailed written policies and procedures.

for responding to a resident elopement. Ata

rninimum, the policies and procedures must

provide for:

1. An immediate search of the facility and

premises,

2. The identification of staff responsible for

i ing each part of the

response policies and procedures, including

specific duties and responsibiities,

3. The identification of staff responsible for

contacting law enforcement, the resident’s family,

guardian, heaith 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

facitity in the event of an elopement.

(c) Facility Resident Elopement Drills. The facility

rust conduct and document resident elopement

drills pursuant to sections 429.41(1)(a)3. and

429 41(1)(1), F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that all staff received Elopement
Policy and Procedure Training within 30 days of

hire for 2 of 4 sampled staff (Staff A and Staff B).

The Findings Included:

13 0n at approximately 11:15 AM,
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AHCA Form 3
STATE FORM

20-0007

s

1z7on

If continuation sheet 2 of 20




Agency for Health Care

PRINTED: 12/23/2019

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11943102

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

11/21/2019

NAME OF PROVIDER OR SUPPLIER

SAVANNAH COURT OF THE PALM BEA 2036 N. CO

WEST PALM BEACH, FL 33401

STREET ADDRESS, CITY, STATE, ZIP CODE
INGRESS AVENUE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A032

A 054
88=D

Continued From page 2

Staff A and Staff B employee records were
reviewed and revealed, Staff A was hired on

and Staff B was hired on
Further review revealed, no certificate of
completion for facility Elopement Policy and
Procedures within 30 days of hire, At this time the
facility was provided an opportunity to iocate the
documentation.

At this time, the facility efopement drills were
reviewed and revealed, no documentation that
recorded bi-annual facility wide Elopement Drills
for 2017 through 2019. At this time the facility
was provided an opportunity to locate the
documentation.

On at approximately 2:30 PM, during
an interview with the Executive Director and
Administrator, they acknowledged the findings
and provided no additional documentation or
review.

Class Il

59A-36.008(5) FAC Medication - Records

{6} MEDICATION RECORDS.

(a} For residents who use a pill organizer
managed in subsection {2}, the facility must keep
either the original labeled medication container;
ora ication listing with the pl ipti
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident’s name, the date dispensed, the name
and strength of the drug, and the directions for
use.

{b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of

A032
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or medication ini ion. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:

1. The name of the resident and any known

. the resident may have;
2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

ication as pt , or medication errors,
{c} For medications that serve as chemical

, the facility must, pursuant to section

429.41, .S, maintain a record of the prescribing
physician's annual evatuation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that medication observation logs
{MOR) were signed immediately after the resident
received the medication, and the facility also
failed to ensure that as needed medications (PRN
) were documented afong with the reason given
and the results/iresponse for 6 of 10 sampled
residents (Resident# 8, 19, 25, 26, 28,29 )

The Findings Included:

On at approximately 11:00 AM, and
on at approximately 12:53 PM a
review of the 2nd Floor medication cart was
condcucted and revealed the following:

1} Resident#8 started VK 500 mg four
times a day for seven days. Further review
revealed on the medication for 4 PM

A0B4
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and 8 PM were not signed as given. The surveyor
asked to see the medication pill package,
observed the 4 PM and 8 PM medication seated
in the pill pack. Staff £ was asked why
Resident#8 did not receive the medication and
Staff E stated she had observed the medication
had not been given, but that was not on her shift.

2) Resident#25 receives P Capsules
15 mg. every nightat 9 PMand | .
25 mg. Cap 1-every 8 hours as needed. On

, the medication was signed as given,
and no documentation as to when, why, or
results / response was documented on the
of the MOR. Further review reveated on

B ,and , there
was a circle in the signature section for the

s Capsule 15 mg, and no explanation

for the circtes documented on the of the
MOR. Further review revealed on s
Resident#25 received Temezepam Capsule 15
mg, and the MOR was not signed.

3) Resident#26 received Shampoo
2 %, applied to . twice a week, further review
revealed no signature on the MOR that the
medication was applied.

4) Resident#28 received 5% Patch
applied every 24 Hrs as needed for, . Further
review revealed the resident receives the
medication patch every 24 hrs and the MOR is
signed. There is no documentation on the of
the MOR that documents reason given and the
results / response.

5) Resident#29 receives 5% Patch
applied once a day for 12 hours. Further review
revealed the patch is applied at 9 AM and

A0B4

removed at 8 PM. The MOR is signed for the 9
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AM application, but there are no signatures in the
9 PM section for removal,

6) Resident#19 receives as needed
., on thru
Documentation only provided for f
and .

7) Resident#21 received Acetomephen 325 mg. 2
tabs every 6 hours as needed for, . No
documentation on of MOR for reason given
or resuits.

8) Resident#15 received Hydroco / 5-325
mg. 1 tab every 6 hours as needed for acute |
On thru . medication signed as
given, but not documented on . And on

itis documented resident received

. 0.5 mg at 10 AM and 6 PM. For the

10 AM dosage . no signature on front of MOR,
but documented on of MOR.

At this time, the Director of Resident Care was
interviewed and stated the inconsistencies in the
MOR's were oversights by staff.

On at approximately 2:45 PM, during
an interview with the Executive Director and
Administrator, they acknowledged the findings
and provided no additional documentation for
review.

Class i

A 056 59A-36.008(7) FAC Medication - Labeling and
$5=D| Orders

{7) MEDICATION LABELING AND ORDERS.
{a) The facility may not store prescription drugs

A0B4

A 056
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for self-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with chapters 465 and 499, F.S., and
rule 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. The identification of each medicinal drug in the
container.
{b) Except with respect to the use of pilt

j as i in ion (2}, no
individual 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 must 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 fimitations must be specified;
for example, “as needed for,  , 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, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The

A058
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Continued From page 7

facility may then obtain a revised label from the
pharmagcist or piace an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
(e} A nurse may take a medication order by
telephone. Such order must be promptly
in the resident's icati
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of
ication or ication inistration are filled
or refiled in a timely manner.
(g) Pursuant to section 465.0276(5), F.S., and
rute 81N-1.006, F.A.C., sample or complimentary
drugs that are di by a heaith
care provider, must be kept in their original
manufacturer's packaging, which must 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
iption drugs are not inthe
manufacturer's labeled package, they must 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 465.0278(2)(c), F.S.,
pefore dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
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prescription, or a faxed or electronic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure residents received medication as
prescribed by a licensed physician for 1 of 16
sampled residents (Resident#8).

The Findings Included:

On at approximately 11:00 AM, a
review of the 2nd Floor medication cart was
conducted and revealed the following.

Resident#8 started VK 500 mg four
times a day for seven days. Further review
revealed on the medication for 4 PM
and 8 PM were not signed as given. The surveyor
asked to see the medication pill package,
observed the 4 PM and 8 PM medication sealed
in the pill pack. Staff E was asked why
Resident#8 did not receive the medication. Staff
E stated she had observed the medication had
not been given, but that was not on her shift. At
this time, the Director of Resident Care was
interviewed and stated the employee was a new
medication tech, and the medication not given
and the MOR documentation was an oversight.

On at approximately 2:45 PM, during
an interview with the Executive Director and
Administrator, they acknowledged the findings
and provided no additional documentation for
review.

Class i

A058

AHCA Form 3
STATE FORM

20-0007

s

1z7on

If continuation sheet 9 of 20




Agency for Health Care

PRINTED: 12/23/2019

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11943102

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

11/21/2019

NAME OF PROVIDER OR SUPPLIER

2090 N. CO

SAVANNAH COURT OF THE PALM BEA

WEST PALM BEACH, FL 33401

STREET ADDRESS, CITY, STATE, ZIP CODE
INGRESS AVENUE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

AD078

A078
$8=D

Continued From page 9

59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heslith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a ¢ i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

(b} Staff must be qualified to perform their
assigned duties consistent with their level of

training, pre fon, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their

A078
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Continued From page 10

responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.

{c} All staff must comply with the training
requirements of rule 59A-36.011, F.A.C.

{d) An assisted living facility Lo
provide sefvices to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that all staff received
documentation of an annual negative

) screening, for 1 of 4 sampled
staff records reviewed (Staff C).

The Findings Included:

On at approximately 11:00 AM, a
record review for Staff C was conducted and
revealed, Staff C's hire date was .
Further review revealed Staff C's most cutrent
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negative . screening was completed on
. At this time, the Administrator was
provided an opportunity to locate the
documentation.
On at approximately 2:30 PM, during
an interview with the Executive Director and
Administrator, they acknowledged the findings,
and provided no additional documentation for
review,
Class Ili
A082] 59A-36.011(4) FAC Training -/ A082

$8=D
“4)

{7 ). Pursuant to section

381.0035, F.8., all facility employees, with the
exception of employees subject to the
requirements of section 456.033, F.S., must
complete a one-time education course on
and . including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be

intained in with ion (12), of

this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure all staff received 7

training within 30 days of hire, for 1 of 4 sampled
staff (Staff A).

The Findings Included:

On at approximately 11:10 AM, Staff
A's employee record was reviewed and revealed,
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Continued From page 12

Staff A was hired on . Further review
revealed no certificate of completion for

! . At this item, the facility was provided
an opportunity to tocate the documentation.

On at approximately 2:30 PM, during
an interview with the Executive Director and
Administrator, they acknowledged the findings,
and provided no additional documentation for
review,

Class Ili

58A-36.011(6) FAC 429.52(8), FS Training -
Assis Self-Admin Meds & Med Mgmt

59A-36.011
(6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
if- inistration of ications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.52(6), F.S
prior to assuming this responsibility. Courses
provided in fulfilment of this requirement must
meet the following criteria:
(a} Training must cover state law and rule
requirernents with respect o the supervision,

i 3 inis ion, and of
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of
taking icati as p ibed; re ition of
side effects and adverse reactions and
procedures to follow when residents appear to be

A082
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Continued From page 13

experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shatl
include demonstrations of proper techniques,
including techniques for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.
{b} The training must be provided by a registered
nurse or licensed pharmacist who shalt issue a
training certificate to & trainee who demonstrates,
in person and both physically and verbally, the
ability to:
1. Read and understand a prescription label;
2. Provide assistance with self-administration in
accordance with section 429.256, F.S., and rule
59A-36.008, F.A.C., including:
a. Assist with oral dosage forms, dosage
forms, and | ; and
dosage forms;
b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;
c. Recognize the need to obtain clarification of an
“as needed" prescription order;
d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's heaith care provider or facility
employer of inability to assist in the administration
of such orders;
e. Complete a medication observation record;
{. Retrieve and store medication;
g. Recognize the general signs of adverse
reactions to medications and report such
reactions;
h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and . that are prefilled by the

by taking the ication, in its

AD084
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previously dispensed, properly fabeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i. Assist with B
jUsea to perform o
testing;
k. Assist residents with .,
and continuous positive airway pressure {CPAP)
devices, excluding the titration of the .
fevels;
1. Apply and remove stockings and
hosiery;
m. Placement and removal of , bags,
excluding the removal of the . or
manipuiation of the site; and,
n. Measurement of , s rate,
temperature, and .., , rate.
{c) Unlicensed persons, as defined in section
429.256(1)(b), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing

i with self- ini: cath
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided oniine.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have

ly 4 hours of

with self-administration of medication training
must complete an additionat 2 hours of training
that focuses on the topics listed in
sub-subparagraphs {6)(b)2.h.-n. of this section,
before assisting with the seif-administration of
medication procedures listed in
sub-subparagraphs (8)(b)2.h.-n.
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429.62

{6} Staff involved with the management of
medications and assisting with the
seif-administration of medications under s.
429.256 must complete a minimum of 6
additional hours of training provided by a
registered nurse, a licensed pharmacist, or
agency staff. The agency shall establish by rule
the minimum requirements of this additionat
training.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure all staff who assist with

i with self- ini of
received two hours of required medication update
training , and the facility also failed to ensure that
all staff assisting with self-administration of
medication receive two hours annual continual
education units for 1 of 4 sampled staff records
reviewed (Staff C).

The Findings Included:

On at approximately 11:00 AM, Staff
C's employee file was reviewed and revealed
Staff C received an initial 4 hrs of medication
training on . Further review revealed
no certificate of completion for the required
medication update that included newly updated
task that could be performed by staff assisting
with seif-administration medication. The file also
did not have a certificate of completion for the
require annual 2 hour continuing education units.
At this time an opportunity was provided to locate
the documentation.

On at approximately 2:30 PM, during
an interview with the Administrator and Executive
Director, the findings were acknowledged, and no

AD084

AHCA Form 3
STATE FORM

20-0007

s

1z7on

f continuation sheet 16 of 20




Agency for Health Care

PRINTED: 12/23/2019

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11943102

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

11/21/2019

NAME OF PROVIDER OR SUPPLIER

SAVANNAH COURT OF THE PALM BEA 2036 N. CO

WEST PALM BEACH, FL 33401

STREET ADDRESS, CITY, STATE, ZIP CODE
INGRESS AVENUE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A084

A 152
§8=D

Continued From page 16

additional documentation was provided for
review.

Class Ili

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to

section 429.28(1)(a), F.S;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

waorking order.

{b} Pursuant to section 428.27, F.S., residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or steeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. . to ensure easy access by the resident,

2. Acloset or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or ficor

famp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

AD084
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use.
(e) Faciliies must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facitity must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to honor resident rights
for a safe living environment by ensuring repairs
are made/or made timely to ensure the living
environment is clean and free of damage or
hazards that could result in injury.

The findings included:

On and , a Re-licensure
Survey was conducted at the facility. During the
survey on , this survey interviewed
Resident #5 on between 1:15 PM and
1:20 PM who stated the heater in his room was
not working. The resident stated it was inthe
room during that time because the heater was not
working. During the early morning hours (1:00 AM
- 5:00 AM) of the outside temperature
reached a fow of 57 degrees according to the
West Palm Beach, FL. Weather History Station.

On between 2:30 PM and 3:00 PM,
this surveyor observed Resident #5 room and
observed that the heater only produces warm air.
This surveyor informed the Administrator that the
unit wasn't getting hot. She stated that she was
aware of it and that the unit is going to be
replaced.

On at 9:13 AM, this surveyor
interviewed Resident #8 who stated she has been

A152
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at the facility for about 4 months. She informed
this surveyor that the AC doesn't work: "it's been
broke since { been here.” This surveyor observed
that the unit was unplugged. This surveyor asked
if they provided her a fan since she's been at the
facility. She stated no. This surveyor asked what
was provided her during the past days to keep
her warm. Resident #8 stated she has an electric
blanket (that belongs to her). in addition, she
stated that the carpet was dirty. She stated: "The
toilet ran over a while ago." This surveyor asked if
it contained feces when it ran over. She said yes.
This surveyor asked if anyone had ever come to
dry it out/or clean it when it happened. She stated
nobody ever came and dried it out, shampooed or
anything. This surveyor asked if the incident was
reported. Resident #8 stated she spoke to
someone at the desk. Says room is okay except
for the carpet. "l think that it's terrible the way that
itis now.” This surveyor observed the carpet to
have stains in the area near the bathroom and
residents’ space.

On at 9:30 AM during the
observational tour of the Memory Care Unit, this
surveyor observe several A/C units in resident
rooms, operational, but in disrepair around the
frame of the in wall units. Further observation
revealed several unjocked vacant rooms that
were being used for storage. The entrance to the
kitchen from the Memory Care Dining room, the
door frame is chipped and in disrepair, exposing
the drywall on the doorframe.

On at 4:01 PM, the Survey Team met
with the Director of Operations, Resident Care
Director, Maintenance Director,
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Coordinator to discuss the findings of the survey.
This surveyor shared the findings related to the
Physical Plant issues above. They acknowledged
the findings and the Administrator stated that the
items would be taken care of. It was explained
that all surveys are reviewed by supervision and
is subject to change.
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