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A 000 Initial Comments AD00

An unannounced complaint survey for
#2020005970 was conducted at Arden
Courts of Lely Palms, an assisted living facility in
Naples, Florida.

Complaint #2020005970 was substantiated at
AQDO8, ADO25 and AD054.

The following is description of the deficiencies.

A008 429.26( ) FS: 59A-36.006(2) FAC Admissions - A008
Health Assessment

429.26
{4} If possible, each resident shall have been
examined by a licensed physician, a licensed
physician assistant, or a licensed nurse
practitioner within 80 days before admission to
the facHiity. The signed and completed medical
ination report shall be i tothe
owner or administrator of the facility who shal
use the information contained therein to assist in
the ination of the i of the
resident's admission and continued stay in the
facility. The medical examination report shall
become a permanent part of the record of the
resident at the facility and shall be made available
to the agency during inspection or upon request.
An that has been through
the Comprehensive Assessment and Review for
Long-Term Care Services (CARES) Program
fulfils the i for @ medical inati
under this subsection and s. 429.07(3)(b)6.
{5) Except as provided in s. 429.07, if a medical
ination has not been within 60
days before the admission of the resident to the
facility, a licensed physician, licensed physician
assistant, or licensed nurse practitioner shall
examine the resident and complete a medicat
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examination form provided by the agency within
30 days following the admission to the facility to
enable the facifity owner or administrator to
ine the appropri of the i

The medical examination form shalt become a
permanent part of the record of the resident at
the facility and shall be made available to the
agency during inspection by the agency or upon
request.
(8} Any resident accepted in a facility and placed
by the department or the Department of Children
and Families shalf have been examined by
medical personnel within 30 days before
placement in the facility, The examination shall
include an assessment of the approptiateness of
placement in a facility. The findings of this
examination shall be recorded on the
examination form provided by the agency. The
completed form shall accompany the resident
and shall be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the

ivi has been by a p! iatrist,
clinical psychologist, clinical social worker, or
) nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitted to the facllity.
An i upon discharge from a
state mental hospital meets the requirements of
this ion refated to appropri: for
placement as 8 mental health resident providing it
was completed within 80 days prior to admission
to the facility. The applicable department shali
provide to the facility administrator any
information about the resident that would help the
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meet his or her
under subsection (1). Further, department
personnel shall explain to the facility operator any
special needs of the resident and advise the
operator whom to call should problems arise. The
applicable department shall advise and assist the
facility administrator where the special needs of
residents who are recipients of |
require such assistance.

59A-36.006

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-to- medical examination completed by a

health care provider as specified in either

paragraph (a) or (b} of this subsection.

{a) A medical examination completed within 80

calendar days before the individual's admission to

a facility pursuant to section 429.26(4), F.S. The

examination must address the following:

1. The physical and mental status of the resident,

including 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 dally living,

3. Any nursing or ., services required by the

individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication,

6. Whether the individual has signs or symptoms

of ,

- B or any other
communicable , which are likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
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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, telephone number, and
ficense number of the examining health care
provider. The medical examination may be
conducted by a health care provider licensed
under chapter 458, 459 or 484, F.S.

{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, , which is
incorporated by reference and avallable onfine at:
nttp:/iwww firules.org/Gateway/reference.asp?No
=Ref-09170. Faxed or electronic copies of the
completed form are acceptable. The form must
be completed as instructed.

1. ltems on the form that have been omitted by
the health care provider during the examination
may be obtained by the facility either orally or in
writing from the heaith care provider.

2. Omitted information must be documented in
the resident’s record. Information received orally
must include the name of the health care
provider, the name of the facility staff recording
the information, and the date the information was
provided.

3. Electronic documentation may be used in
place of completing the section on AHCA Form
1823 referencing Services Offered or Arranged
by the Facility for the Resident. The electronic
documentation must include all of the elements
described in this section of AHCA Form 1823.
{c} Any information required by paragraph (a),
that is not contained in the medical examination
report conducted before the individual's
admission to the facility must be obtained by the
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administrator using AHCA Form 1823 within 30
days after admission.
{d) Medical examinations of residents placed by
the department, by the Department of Chiidren
and Famifies, 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 429.26, F.S. and this rufe.
{f) Any orders issued by the health care provider
conducting the medical examination for
medications, nursing, therapeutic diets, or other
services o be provided or supervised by the
facility may be attached to the heaith
assessment. A heaith care provider may attach a
DH Form 1896, Florida
Form, for residents who do not wish

; . to be administered
in the case of or . .
{g) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Farmilles pursuant to section 415.105 or
415.1061, F.S., is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facitity's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
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Based on record review and interview, the facility
failed to have 4 (Resident #1, #4, #5, and #8) of 8
AHCA Forms 1823 filled out completely and
appropriately for residents.

The findings included:

Record review on at 11:00 a.m., showed
Resident #1 with a move-in date of . The
AHCA Form 1823 Section D was answered NO,
indicating the resident’s needs cannot be met in
an assisted living facility, which is not a medical,
nursing or | facility.

at 11:15 a.m., showed

Resident #4 with a move-in date of . The
o i Nurse F {ARNP)

did not indicate whether or not the resident’s

individual needs can be met in an assisted living

facitity, which is not a medical, nursing or

facility.

Record review on

Record review on at 11:20 a.m., showed
Resident #5 with a move-in date of . The
AHCA Form 1823 did not indicate the assistance,
if any, needed for medications and does not
indicate whether or not she requires 24 hour
nursing or | care.

Record review on at 11:30 a.m., showed
Resident #8's health assessment dated

did not indicate if his needs can be met or not, it
indicates the assistance needed for medications.

In an interview on at 12:35 p.m., the
Director of Nursing said, when a move-in atrives
we get vital signs and help get them settied. He
does the assessment, and moves forward, The
Administrator and himself review the health
assessment upon move-in. He was aware the
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AHCA Form 1823 stated Resident #1 is not
appropriate for an assisted living facility.

Class i

429.26(7) F'S; 59A-36.007(1) FAC Resident Care
- Supervision

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

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

59A-36.007

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

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

{a) Monitoring of the quantity and quality of
resident diets in accordance with rule
59A-36.012, F.AC.

{b} Daily observation by designated staff of the
activities of the resident white on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel

A008
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independently in the community.

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

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

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain documentation on 2 (Resident
#1 and #2) of 8 residents reviewed for
documentation.

The findings included:

Record review on at 9:45 a.m., showed
Resident #1 had a progress note dated at
7:49 p.m. that read: "Report received that
resident called his family and stated he wants to
kill himself, resident pace on 15 minute checks."

Resident #2 had an incident on . Record
review on at 10:00 a.m., showed no
documentation on the resident post incident.

In an interview on at 12:20 p.m., the
Director of Nursing said all the paperwork for
Resident #1 was turned into the office. | don't
know where itis. There was no response as to
why there was no documentation for Resident #2.
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Class Ill

59A-36.008(5) FAC Medication - Records

(5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
efther the original labeled medication container,
ora ication listing with the pl ipti
number, the name and address of the issuing
pharmagy, 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 seif-administration of

ications or medication inistration. 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:

A025

AHCA Form 3
STATE FORM

20-0007

s

2K9211

If continuation sheet 9 of 10




PRINTED: 06/26/2020

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11964817 e — 04/08/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6125 RATTLESNAKE HAMMOCK ROAD
ARDEN COURTS OF LELY PALMS
NAPLES, FL 34113
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A054| Continued From page 9 ADB4

Based on record review and interview, the facility
failed to have appropriate documentation of
medications for 1 (Resident #3) of 8 residents
reviewed for medications.

The findings included:

Record review on at 9:00 a.m., showed
Resident #3 did not receive (a
medication that relaxes the inthe
. and , making it easier to
urinate) 0.4 milligram (mg) through
. and Mono ER (used

1o prevent s [ . linpatients witha
certain condition | . .
30 mg through . . There
was no reason written on of the medication
administration record. Resident #3 did not
receive 0.4 mg PR

and . through
and Mono ER 30 mg
through P . There was no reason
written on the of the medication
administration record indicating why the
medications were not administered.

D

Record review showed there was no
documentation in the progress notes notifying the
physician the ications were not i

for the above dates.

On at 9:00 a.m., when the Director of
Nursing was asked about the medications there
was no response.

Class i

AHCA Form 3020-0001
STATE FORM aw 2K9211 §f continuation sheet 10 of 10



