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Assisted Living Facility

Avrevisit was conducted on in
conjunction with a second revisit, see (Aspen
Event 0YVF13),

Savannah Court of Lake Wales assisted living
facility had an uncorrected deficiency found at the
fime of the visit.

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, F. A.C.
(b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the
individual.

{c) General awareness of the resident' s
whereabouts. The resident may trave!
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
significant changes as defined in subsection

| 58A-5.0131(33), F.A.C., any illnesses which
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resulted in medical attention, major incidents,
changes in the method of medication
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 it was discovered that one out of six(#6)
residents who are self- administering medications
had not been assessed by the facility, not taking
icati as prescri nor d ited to do
so by the Physician on the Resident Heaith
Assessment form 1823,
Findings include:
On .2012 an onsite revisit was conducted at
the facility. An interview was conducted at
approximately 11:15 a.m. with resident #6 in her
1. The resident was admitted to the facility on
.. She stated that she keeps her
medications in her self-administers.
She opened the drawer to a small table and
showed where she kept the medications. Present
in the drawer was ! tab 50-12.5, one
tab po daily for tab 20 mg, one
tab po at bedtime for . The resident
stated she takes the between 10:00
am and 11:00 am; .25 mg tab,
take 1 tab every day at bedtime. She said that
she does not take the .. candthatitis
prescribed to help her sleep,; 20 mg,
take 1 tab once a day at bedtime. She stated that
she never has taken and that it is
prescribed to help her from getting siressed. Also
Bayer 81 mg at 12pm, 1 tab.
Lying on her counter was
cap 40 mg CR, one cap by mouth
daity for . She said that she leaves the
medication lying on the counter to remind her to
take before breakfast. Also present on the
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counter was Twisthaler 220 meg and
Metronidazol gel .75 mg.

At 11:55 a.m. an interview was conducted with
staff member/medication tech #1. She said that if
a resident self-administers they check every day
to make sure they are taking their medications.
She asks verbally and looks at their bottie. She
said that if the family and the Physician feels they
are able to self- administer they are able to do so.
She said that she really wouldn ' t know if they are
actually taking the meds until after she checks to
see that the bottle or card is getting empty. The
med tech stated that an assessment is completed
when a resident is admitted to the facility to
assess their ability to self -administer
medications. She acknowledged that an

had not been for resident

#5.
At 3:15 p.m. the Administrator and the surveyor
went to resident #6° s . The resident
showed the Administrator the medications lying
on and in the drawer. The
resident said there was another medication card
under a magazine in her drawer. It was

20 mg, one tab a day. The resident
stated in front of the Administrator that she does
not take the medication. She also stated she did
not take 2 of the other prescription medications
prescribed to her. The resident began crying
stating that she was feeling depressed and really
stressed out. She said she had been afraid to
take the . because she didn "t know if it
would make her pass out.
The resident ' s Health Assessment form 1823
dated . I/ was reviewed. Section 2 of the
form has yes checked for the question asking if
the resident is in need of help with taking her
medication. Also checked is that she needs total
assistance with administration of meds. The
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Administrator was made aware that the resident
was self- administering her medications when the
Resident Health Assessment stated that she
required assistance.
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FLORIDA AGENCY FOR HEALTH CARE ADMINSTRATION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY

,2012

Administrator

Savannah Court of Lake Wales
12 East Grove Avenue

Lake Wales, FL 33853

Dear Administrator:

This letter reports the findings of a second state licensure survey revisit and a state licensure survey revisit that
were conducted on , 2012, by a representative of this office.

Attached are the provider's copies of the State (3020) Forms, which indicate the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review to verify that the necessary corrections are in place to correct the deficiencies identified
on your survey.

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

Faulmes and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the
f | and lication of the survey process,

P PP

Thank you for the assistance provided to the surveyor. Should you have any questions please call

Paul Brown, HFES, at 727-552-2000.

Patricia Reld Caufman
Field Office Manager

PRC/kpr

Enclosures: State Forms 3020/Revisit Reports

St, Petersburg Fieid Office

525 Mirror Lake Dnve North, Suite 410 A
Petersburg, FL 33701
Phone (727) 552- 2000 Fax (727) 652-1161

Headquarters
2727 Mahan Drive
Tallahassee. FL 32308
hitpiahca.myflorida.com




