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initial Comments
Assisted Living Facility

A complaint survey, CCR# 2013000703, was
conductedon _.__. .

The Belvedere Commons of Tampa, assisted
living facility, had deficiencies found at the time 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, FAC.
{b) Daily observation by designated staff of the

i 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 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 ouf.

{e) Awritten 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,
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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 record review and staff interview the
facility failed to ensure that appropriate and
immediate contact was made with 1 (#1) of 3
residents family member when a significant
change in medical condition required the resident
to be transferred to the hospital.

Findings include:

Arecord review on ; for resident #1
revealed that on - the facility "resident log"
noted "Resident sent to a local hospital dueto a

fevel of 25" The next "resident log”
progress note dated . . _ states the "resident
returned from the hospital with daughter....”.
There was no progress note or any other
documentation in the record that the resident's
family member/power of attorney was ever
contacted prior to, at the time of or after resident
#1 was taken to the hospital. The residents
family were not aware of the resident being in the
hospital until contacted by hospital social worker
on . 3 days later.

Interviews with the facility administrator, activity
director and DON (about 11:30am) verified that
the facility policy was to inform residents family

bers when a resi condition ch d or
they were hospitalized.

The LPN on duty the day that resident #1 was

admitted to the hospital was interviewed at 4:30
p.m. He said that he was informed by the home
health care provider that the resident needed to

AQ25
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go the hospital because of his tlevel

1 and [ sent him out right away. The LPN

acknowledged that he did not contact the
residents family member to inform them as he
had forgotten. He added "1 will never make that
mistake again”.

Areview of the record for resident #1 indicates he
was admitted on .. .. with diagnosis of

. -3 The resident
was discharged when moved by family to another
ALFon . ... The1823dated ._ _onfile
noted the above diagnosis. The 1823 was
missing the information concerning the method of
medication management required (left blank). An
updated 1823 was obtained affer the
hospitalization. On this 1823 the box concerning
whether the resident requires " help " with
medications was checked but again the area
specifying the type of help required was left blank.

Class 11l

58A-5.0185(3) FAC Medication - Assistance with
Self-Admin

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.
{a) For facilities which provide assistance with
seif-administered medication, either: a nurse; or
an unlicensed staff member, who is at least
trained to assist with self-administered
medication in accordance with Rule 58A-5.0181,
F.A.C., and able to demonstrate to the
administrator the ability to accurately read and
interpret a prescription label, must be available to
assist residents with self-administered
medications in accordance with procedures
described in Section 429.256, F.S,
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{b) Assistance with self-administration of
medication ancludes verbally prompung a resndent
to take ions as pre and
opening a properly labeled medication container,
and providing assistance as specified in Section
429.256(3), F.S. In order to facilitate assistance
with self-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons. Staﬂ may a!so return unused doses

fothe i ) Medication, which
appears to have been contammated shall not be
returned to the container.

{c) Staff shall observe the resident take the
medication. Any concerns about the resident's
reaction to the medication shall be reported to the
resident ' s health care provider and documented
in the resident ' s record.

{d) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed:

1. The health care provider may prescribe a
medication schedule which coincides with the
resident’ s presence in the facility;

2. The medication container may be given to the
resident or a friend or family member upon
leaving the facility, with this fact noted in the
resident ' s medication record;

3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident ' s medication
record; or
A el

L may be pre and
dispensed in an easier to use form, such as unit
dose packaging;

{e) Pursuant to Section 429.256(4)(h), F.S., the
term " competent resident” means that the
AHCA Form 3020-0007
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resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.

(U] Pursuam 1o Section 420.256(4)(i), F.S., the
terms " Judgment " and "discretion " mean

D g vital signs and evaluating or
g aresident's 3
(4) Assis with self- ini ion does not
include
{a} Mixing, converting, or

medication doses, except for

measun‘ng a prescribed amount of fiquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
(¢} Administration of medications through
intermittent positive pressure breathing machines
ora
{d) Administration of medications by way of a
tube inserted in a cavity of the body.
(e} Administration of preparations.
(f) Irrigations or debriding agents used in the
treatment of a skin condition.

(9 .of _  lpreparations.
{h) Medications ordered by the physician or
health care professional with prescriptive
authority to be given " as needed, " unless the
order is written with specific parameters that
preciude independent judgment on the part of the
unlicensed person, and at the request of a
competent resident.
(1) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.

This Statute or Rule is not met as evidenced by:
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Based on observation during the medication
pass, the facility nurse failed to ensure proper
technique was followed to prevent
cross-contamination and that proper

control was practiced for 1(#4) of 1 resident.

Findings include:

Observation on _- during the afternoon

ication pass at approxi 1 p.m. the LPN
administered ... Sever 0.3% gel, prescribed
as follows" instill 1 drop each eye three times
daily". The LPN used her gloved finger to wipe
the residents lower eye lids after administering
the eye drops. Then resident eyes were wiped
with a brown paper towel instead of a tissue. The
same technique was observed during the second
administration of eye drops : Bal Sol
Restor, instill 1 drop both eyes three times daily).
Although the LPN did change gloves after
administering the eye drops the LPN wiped the
residents eyes with a gloved finger, then paper
towel and handed the resident a paper towel to
dab eyes afterward.

During an interview with the LPN after observing
this medication pass when asked why tissues
were not used she said she had a box of tissues
on the cart but they disappeared. The
administrator said during interview they (facility)
has an ample supply of tissues,adding they
should have been on the cart.

During this medication pass resident #4 also
received an. ... tab 0.5 mg. During the med
pass the resident dropped the pill on the floor
herefore the nurse ined a

When the LPN was asked what she did with the
dropped pill she said it was "crushed and
wrapped in her glove and thrown in the trash can

A052
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{1) Every facrmy llcensed under this pan may, as
part of its functions,

establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.

(2) Every facility licensed under this part is
required to maintain adverse incident reports. For
purposes of this section, the term, " adverse
incident " means:

{a) An event over which facility personnel could
exercise control rather than as a result of the
resident ' s condition and results in:

1

2. . ..ior spinal damage;
3. Permanent .
4. or of bones or joints;

8. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;

6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due to the incident rather than the
resident ' s condition before the incident; or

7. An event that is reported to law enforcement or
its personnel for investigation; or

TAMPA, FL. 3:
(X4) D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (x5)
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A052 Continued From page 6 A052
on the end of the med cart.
Class Hl
A165 420.23 FS; 58A-5.0241 FAC Risk Mgmt & QA; A165
Adverse Incident Report
Internal risk and quality e
program; adverse incidents and reporting
requirements.-

AHCA Form

20-0001

STATE FORM

oo

D3NS 11

If continuation sheet 7 of 10




Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION
AND PLAN OF CORRECTION

PRINTED: 03/11/2013
FORM APPROVED

iDENTIFICATION NUMBER:

AL11964056 B

WING

A. BULDING:

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

BELVEDERE COMMONS OF TAMPA T g HER AVENUE

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

D
PREFIX
TAG

¢

PROVIDER'S PLAN OF CORRECTION {X8)

EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A165

Continued From page 7 A165

{b) Resident elopement, if the elopement places
the resident at risk of harm or injury.

{3) Licensed facilities shall provide within 1
business day after the occurrence of an adverse
incident, by electronic mail, facsimile, or United
States mail, a preliminary report to the agency on
all adverse incidents specified under this section.
The report must include information regarding the
identity of the affected resident, the type of
adverse incident, and the status of the facility ' s
investigation of the incident.

{4) Licensed facilities shall provide within 15
days, by electronic mail, facsimile, or United
States mail, a full report to the agency on all
adverse incidents specified in this section. The
report must include the resuits of the facility ' s
investigation into the adverse incident.

6) . neglect, or 1| must be
reported to the Department of Children and
Family Services as required under chapter 415.
{7) The information reported to the agency
pursuant to subsection (3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to disciplinary action, in which
case the prowsrons of s. 456.073 apply. The
agency may ir i as it deems approp 3
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject fo
disciplinary action, in which case the provisions of
s. 456.073 apply.

{8) If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable belief

AHCA Form 3020-0001
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that conduct by a staff member or employee of a
ficensed facility is grounds for disciplinary action
by the appropriate board, the agency shall report
this fact to such regulatory board.

(9) The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10} The Department of Eiderly Affairs may adopt
rules necessary to administer this section.

Adverse Incident Report.

{1} INITIAL ADVERSE INCIDENT REPORT. The
preliminary adverse incident report required by
Section 420.23(3), F.S., must be submitted within
one {1) business day after the incident on AHCA
Form 3180-1024, Assisted Living Facility Initial
Adverse Incident Report-1 Day, 2

and incorporated by reference. The form shall be
submitted via electronic mail to
nskmgmlps@ahca myflorida. com; on- -line at
hitp:/fahca shtmi:
by facsimile o {850)922-: 2217 or by U.S. Mail to
AHCA, Florida Center for Health Information and
Policy Analysis, 2727 Mahan Drive, Mail Stop 18,
Tallahassee, Florida 32308-5403, telephone
(850)412-3731. AHCA Form 3180-1024 is
available from the Florida Center for Health
Information and Policy Analysis at the address
stated above. The Initial Adverse Incident Report
is in addition to, and does not replace, other
reporting requirements specified in Florida
Statutes.

(2) FULL ADVERSE INCIDENT REPORT. For
each adverse incident reported under subsection
(1) above, the facility shall submit a full report
within fifteen (15) days of the incident. The full

AHCA Form 3020-0001
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report shall be submitted on AHCA Form
3180-1025, Assisted Living Facility Full Adverse
Incident Report-15 Day, dated 20086, and

by . The hods for
obtaining and submlttmg the form are set forth in
subsection (1) of this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure a Day 1 & 15 report was filed with
the department for a resident elopement (#1).

Findings include:

During a record review on - progress notes
{Resident Log) on file in the record of resident #1
noted  the resident had " broken a latch
that holds the lock on the patio gate and walked
down Fletcher Ave, was found 15 minutes later.”
An in-house incident report was also on file
indicating the resident broke the latch on the patio
gate lock and left. This report dated the incident
as ocourring on

During interview with management (about 4 p.m.}
when asked about whether a Day 1 and Day 15
report was filed, the administrator indicated she
was not in her position at the time of occurrence
but could find one on file. She also indicated that
someone had conveyed to her that a Day 1 report
was not required since the resident had been
found right away.

Class Il
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FLORDA AGENCY FOR HEALTH CARE ADMINISTRATION

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

Belvedere Commons of Tampa
1513 West Fletcher Avenue
Tampa, FL 33612

Dear Administrator:
Re: CCR# 2013000703

This letter reports the findings of a complaint survey that was conducted on 2013,bya
representative of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct thesc 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 Heslth
Facilities and Prowders on this page. Your feedback is encouraged and valued, as our goal is to ensure the

professional and pplication of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call
Paul Brown, HFES, at 727-552-2000.

Iy,

16m

fW Patricia Reid Caufinan
Field Office Manager

PRC/kpr

Enclosure: State Form 3020

Headquarters

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

St. Petersburg Fieid Office
525 Mirror Lake Dn've North, Suite 410 A
Petersburg, FL 33701

Phone {727) 552+ 2000 Fax (727} 652-1161




