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Initial Comments

These are the result of an unannounced follow-up
to Complaint survey CCR# 2012002851
conducted on . at Sterling House of Punta
Gorda, an Assisted Living Facility.

The following deficiency was corrected: AQ030. A
0025 was recited.

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 heaith, 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
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any ilinesses which
resulted in medical attention, major incidents,
changes in the method of medication
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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 notify 1 (Resident#1)
of 2 resident family members of a significant
change.

The findings include:

AtS:35am. on , during the initial tour, fwo
plastic medicine cups were observed in the
refrigerator in the medication .__.... There were
several pills noted in each cup. The pills were
mixed in a yellow substance that appeared to be
pudding. The cups were unmarked with no
identification as to what they were or who they
belonged to. As soon as they were observed
Staff A took the cups from the refrigerator and
took them to the medication chart.

Aninterview was conducted with Staff Aand the
Administrator at 9:36 a.m. on . StaffA
stated he had just mixed the pills in pudding and
placed them in the refrigerator. He stated the
pilis belonged to Resident #1 and Resident #2.
He stated he mixed the pills with pudding

b both resi had difficulty

pills. The Administrator stated he had mixed the
pills with pudding right before the morning
meeting at 9115 am.

Review of Resident #1's 1823, dated
showed the resident was to receive assistance
with medication. There was no physician's order
noted in the resident medical record after

1 to show the medical doctor was aware
the resident was having difficulty swallowing pills.
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There was no order to mix pills with pudding or
! d ini ications to

pf an
Resident #1.

Review of the resident's MOR (medication
Observation Record) had no notation fo mix
medications with pudding or applesauce.

Review of the Resident Observation Notes
showed no documentation the resident's stepson
had been notified the resident was having
difficulty swallowing medication and needed
medications administered.

During an interview with Staff Aat 10:30 am. he
stated he had been administering medications to
Resident #1 for about a month. He stated she
was unable to remember what medications she
was taking because of her . e..... Hewas
mixing the pills with pudding because the resident
had a hard time swallowing pills. He stated the
pills in the cup in the refrigerator was Resident
#1's morning medications. He also stated he had
verbally fold the Advanced Registered Nurse
Practioner that the resident was having a hard
time swallowing pills but he had not documented
this action. He stated he had notified the
resident's stepson that the resident was not
swallowing pills well. He then stated he had not
documented this action.

An interview was conducted with the
Administrator at 11:30 a.m. on She was
asked to supply any documentation the resident's
medical doctor or family member had been
notified that the resident was having a hard time
swallowing her medications and needed her pills
mixed with pudding. She provided a doctors
order dated . . _ _ . that stated may crush
medications in applesauce. She was unable to
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provide any documentation that the resident's
stepson had been notified of the resident's
change in condition.

An interview was conducted over the phone with
Resident#1's stepson at 11:48 a.m. on

He stated the facility had not notified him that the
resident was having difficulty swallowing pills and
needed to have her medications mixed with
pudding and administered to her.
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FORDAAGENCY FOR HEALTH CARE ADMNISTRATION

RICK 8COTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
.2012

Administrator

Sterling House of Punta Gorda
250 Bal Harbor Blvd,

Punta Gorda, Florida 33950

Dear Administrator:
This letter reports the findings of a revisit survey conducted on 2012by representative(s) of this
the 1 defic

office. Enclosed is the provider's copy of the State Form 3020, which refe
identified during the revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. The deficiency
shall be corrected no later than (2012,

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 surveyor. Should you have any questions please call this office at
(239) 335-1315.

Sincerely,

Wedld L

Harold D. Williams
Field Office Manager

HW:ss
Enclosure

Headquarters

2727 Mahan Drive
Taliahassee, FL 32308
hitp:/fahca.myflorida.com

Fort Myers Fisld Office

2295 Victoria Avenue, !

Fort Myers, FL 33901

Phone (238) 335-1315; Fax (239) 338-2372




