FLORIDA AGENCY FOR HEATH CARE ADMINSTRABON

RICK §COTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Fioridians SECRETARY
2013
Administrator

Harborchase of Gainesville
1415 Fort Clarke Boulevard
Gainesville, FL 32606

Re: CCR #2012013743
Dear Administrator:

This letter reports the findings of a revisit survey conducted on . 2013 by a representative of this
office. Enclosed is the provider's copy of the Statement of Deficiencies and Plan of Correction (State Form
3020), which references the uncorrected deficiencies and/or new deficiencies, identified during the revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. All 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

hitp://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
(386) 462-6201.

Sincerely,

il B fr.

Kriste J. Mennella

Field Office Manager
KiM/amw
Enclosure
BB17
Headquarters Alachua Field Office

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

14101 N'W Hwy 441, Suite 8060
Alachug, FL 32615-5669
Phone (386) 462-6201; Fax (386) 418-5300
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{A 000} Initial Comments {A 000}

On i an unannounced follow up on a
compliance survey CCR2012013743 was
conducted at Harborchase Assisted Living facility
in Gainesville, Florida. Discernible deficiency was
identified as a result of the survey. The facility is
not in compliance at this time.

(28053 58A-5.0185(5) FAC Medication - Records {A 054}
{5) MEDICATION RECORDS.
(a) For residents who use a pill organizer
managed under subsection (2), the facility shall
keep either the original labeled medication
container; or a medication listing with the
prescription 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 shall maintain a daily medication
observation record {MOR} for each resident who
receives assistance with self-administration of
medications or medication administration. AMOR
must include the name of the resident and any
known the resident may have; the name
of the resident ' s health care provider, the health
care provider * s telephone number; the name,
strength, and directions for use of each
medication; and a chart for recording each time
the medication is taken, any missed dosages,
refusals to take medication as prescribed, or
medication errors. The MOR must be
immediately updated each time the medication is
offered or administered.
{¢) For medications which serve as chemical

the facility shall, pursuant to Section
429.41, F.S., maintain a record of the prescribing
physician ' s annual evaluation of the use of the
medication.
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Continued From page 1

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility did not maintain proper documentation in
residents daily medication observation record
(MOR) for 6 of 11 residents. (# 1, #2, #3, # 4,
#7,48)

Findings:

Review of medication observation records
revealed the following:

1. Resident # 4 - 8 PM dose of o
was missing written documentation on
No explanation noted on the back of the MOR.
2. Resident # 1 - 9 PM dose of Lantus 20 units at
bedtime was missing written documentation on
. No explanation noted on the back of

the MOR,
3. Resident # 7 - 5 PM dose of | 12 units
at supper was missing written documentation on

. . No explanation noted on the back of
the MOR.
4. Resident # 8 - 10 AM dose of 25
mceg. and 10 AM dose of ....1 paich was
missing written documentation on . No
explanation noted on the back of the MOR,
5, Resident # 2 - 5§ PM dose of 28 mg.
on and 7 AM dose of 125
meg. on were missing writien
documentation. No explanation noted on the
back of the MOR for both medications.
6. Resident # 3 - 10 AM dose of 30 mg.
was circled, indicating not given on
Back of MOR states not given at 10 AM,
1o call pharmacy ordered stated will be here

Interview with the Director of Resident Care on
at 9:20 AM revealed she was the nurse

{A 054}
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on duty on Sunday the 24th of and said

that she gave the 9:00 PM dose of Lantus ... .

to resident # 1. She stated that she is supposed

to come to write a iate entry but was off

yesterday.

| —
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kientification Number Building
AL11965444 8. Wing 2/21/2013
Name of Facility Street Address, City, State, Zip Code

HARBORCHASE OF GAINESVILLE

1415 FORT CLARKE BLVD
GAINESVILLE, FL 32606
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STATE FORM: REVISIT REPORT

Page 10t

Evert i  TH8UIZ



