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Initial Comments

: complaint inspection CCR#2012010774
was conducted,

The facility had a deficiency found during 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 foliowing:

{a) Monitor the quantity and quality of resident
diets in accordance with Rule 58A-5.020, F.AC.
{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,

(¢) 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, heaith 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) Awritten record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any iinesses which

| resulted in medical attention, major incidents,

changes in the method of medication
administration, or other changes which resulted in
the provision of additional services.
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This Statute or Rule is not met as evidenced by:
Based on resident record review and interviews
the facility failed to ensure it provided care and
services appropriate to the needs of residents
admitted to the facllity for 2 of 3 sampled
residents: failed to ensure medications were
readily available; not shared by residents (#2) and
failed to ensure safe handling of medication when
a resident went out (#3).
Findings:
Resident #2 had an incident dated .that
indicated resident complained of

, sent to ER for evaluation and treatment.
Review of the MAR indicated missed doses of
...t 9/1 and 912, Toresemide on 9/1, 9/2 and
9/4. On 9/5 the community was notified she was
admitted to hosplta! The severity oode was

as jury with ion to

hospital".
Health assessment report (1823) dated .
listed diagnoses of A-fib, s

elevated . and . The assessment
did not address the type of assistance that was
needed for the supervision with
self-administration of medications.
Facility note dated ‘indicated the resident
sent to the Emergency 1 (ER) via ambulance
for complasnts of breathing dafﬁcu!ty VS {vital
signs) ... P 95 02 SAT
86%. Late entry dated indicated at
approximately at 9 AM resident complained of not
feeling well, 'was . The resident went
and lay down, doctor was called. Before lunch

was taken and was The

doctor's office opened after lunch, triage nurse
was made aware of the .~ reading, with the last
one at lunch . Shortly after the triage
nurse called and said o continue meds as
scheduled in AM, will continue to monitor. Note
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dated 9/7 indicated executive director spoke with
daughter and told her she was doing much better,
On _ . she returned to the facility from rehab.
The 2012 MOR listed _._._.1 180 mg
tablet Valsatran give 2 tablets daily for

1 at 5 AM .On 9/1 and 9/2 the MOR
indicated "waiting for delivery, dng", 9/3 and 9/4

were blank. The 2012 MOR listed
Torsemide 20 mg take 2 tablets= 40 mg at 5§ AM
every morning for .. } On 9/1, 972,

9/3 and 9/4 the MOR indicated "dng" medication
was not given awaiting delivery. The legend on
the MOR indicated "dng” meant drug not given.

The 2012 MOR listed
inhalation solution 0,083% one twice daily and
was blank on and i AM & PM.

1 0.02% one twice daily was
blank from __ - to i AM &PM, Carvidol 6.25

mg one twice dally was blank from ___.to __.in
the AM; 25 mg daily was blank on
cnuto .
The physician order dated _ and attached
to the health assessment dated ‘indicated
diagnoses of A- fib, acute chronic
anticoagulation, s .

and seasonal

The assessment did not indicate the type of
assistance if any that was needed with
self-administration of medications. The
addendum to ACHA form 1823 dated . cand
signed by the healthcare provider sheet listed

I......inhalation solution 0.083% one
twice daily via . |
0.02% inhalation solution one twice daily via

, Carvidol 6.25 mg one twice daily, hold
if SBP less than 110 or DBP less than 60 and

25 mg daily among some of the

resident's many mediations.
The facility's medications & treatment -availability
effective _. ... and last revised | indicated:
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Overview-it is the policy that all currently ordered
medications will be available to the resident.
Policy in detail indicated the facility was
responsible obtaining newly or refill medications
and treatments, unless otherwise agreed by the
resident/family or representative. If the family
the responsibility of obtaining the
medications, but the medications are not
delivered within 2 days prior to depletion, the
facility would order the medication from the
preferred provider and the family would be
responsible for the charges.
The medication & treatment- medication error
policy effective ; and last revised on
| indicated incorrect time (failure to
administer a medication at a prescribed time) and
a missed dose (failure to administer a
medication) constitute a medication error.
Review of the investigation conducted by the
facility's executive director revealed a memo from
guard Advanced P Y dated
that indicated to please post. The memo
served as a reminder the pharmacy would be
closed Monday 3 (boid letters) for
Labor Day. They would reopen on Tuesday
4 (bold letters). Their on call
pharmacist would be available for emergencies,
listed the phone number and indicated option #2,
then #5 in bold letters.
The investigation continued. A Licensed Practical
Nurse (LPN) (nurse A} was told by a caregiver on
 that resident #2 was out of and
Torsemide. The LNP ordered the medication by
fax and marked urgent, She spoke with resident
#2 and gave hera _ _ . that belonged to
another resident. On 9/4 at approximately 8:30 -9
AM resident told the same nurse that she still did
not have her medication. The LPN checked her
* and gave her half the pill that befonged to
another resident. The LPN approached the
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director of wellness and explained about the
medication not being in yet. The LPN called the
doctor's office and at 2:15 PM his nurse stated

that she could resume on _. . __. The resident
was then complaining of difficulty breathing,
i and was diapl ic, was send to

ER for evaluation. "During the interview the
nurse told the writer that she thought about
bringing one of her husband's water pills to give
fo the resident”.

Another LPN (nurse B} stated she became aware
the resident was out of 1 and Torsemide on
9/2, she faxed a request on 9/2 and 9/3. When
she came in on 9/4 at 2:30, the medication had
not arrived; she contacted the pharmacy again
and faxed a prescription.

The Health and Weliness Director became aware
of the situation on :when nurse A told her
about it. She asked why had nothing been done
about it. Nurse A said she was off 9/2 and 9/3.
The director called the pharmacy and spoke with
the Hiaison who informed her that the medication
was scheduled for delivery on 9/5. She told the
pharmacy it needed to be delivered as an
emergency from Waigreen's, the medication
arrived that day after the resident went to the
hospital.

The Regional Director of Health spoke with the
pharmacy. They informed her that the pharmacy
was closed for Labor Day weekend. He confirmed
a fax was received on  regarding |
and Torsemide. He added there was an
emergency number that the nurses could have
called.

interview with resident and daughter at
approximately 1:30 PM stated it was an
unfortunate, terrible, terrible, mistake. They both
indicated "We love it here, won't move. We were
asked if we wanted the staff fired, we said no".
The resident stated she suffered a mild
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as result.

The executive director stated at approximately 2
PM that if the resident used Vanguard there was
not an increase in the charge. If there was an
outside pharmacy there is no charge for this. The
emergency number, to contact the pharmacy and
speak with a person was posted on the wall in
medication by the fax .. ..... From this
point on if Vanguard does not respond,
Walgreen's (focal pharmacy) will be used
2. Review of the facility's incident log at
approximately 10 AM revealed that on at
6 PM resident #3 asked for 5 PM & 9 PM
medications as he was going out to dinner with
his family. He drank all the medications together.
No adverse reaction noted. The severily code
was indicated as no app injury.
Resident record review on said date at
approximately 11 AM for resident #3 revealed a
health assessment report dated that
listed diagnoses of _ R .\
Parkinson's, history of ) , chronic

_...linsufficiency. He needed assistance with
self-administration of medications. According to
the assessment he was mostly alert. He also was
under the care of hospice.
Late entry facility note dated indicated
that on the resident was going out with
family and took both 5 PM and 8 PM medications
at the same time. No adverse effects MD aware.
Facility note dated indicated the resident
was out with family, passed out was taken to ER,
where he stayed with and other
problems".
Facility note dated !indicated he returned
on > and on 11/9 family signed the resident
up with hospice.
Continued review revealed the .. _ . 2012
Medication Observation Record (MOR ) listed the
following medications due at 5 PM and 9 PM ",
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/l.evidopa mg four
times aday 9 AM, 1 PM, 5 PMand 9 PM ;

112.5 mg one with breakfast, supper
with or after meals 9 AM &5 PM; Comtam 200 mg
one at 9 AM, 1 PM, 5 PM and 9 PM given with

take one at 9 PM;
Methrocaban 500 mg take 2 tables at bedtime- 9

PM; . ..........20mg one every evening 6 PM;

. EX 100 mg 2 tablets twice daily 9 am &
5PM; .1 Plus 8/6 -50 mg one at bedtime 9
PM; 10.25 mg one twice daily 9 AM &8
PM.

The hospital discharge summary dated

fisted the medications but did not list admmmg
diagnosis.

The executive director stated at approximately 3
PM the medicine was given to resident to go out
with family; he took them all together, the 5 PM
and 9 PM at once.

Class Il
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FLORDA AZENCY FOR HEATH CARE ADMINSTRATION

RICK SCOTT ;s ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
2013

Administrator

Horizon Bay Vibrant Ret Living 445
217 Boston Avenue

Altamonte Springs, FL 32701

Dear Administrator:
Re: CCR#2012010774

This letter reports the findings of a state licensure survey that was conducted on L2012 by
representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indi 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 fhis office
will conduct a review after 2013, to verify that the necessary comections 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

hitp://ahoa 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(s). Should you have any questions please call Lorraine
Henry at .

Sincerely,

Theresa DeCanio, RN
Field Office Manager

LH/be
Enclosure

e
Orlando Field Office
400 W. Robinson St, Suite $-308
Orlando, FL 32801
Phone (407) 420-2502; Fax (407) 245-0998

Headquarters

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




