Agency for Health Cate Admini t a( n
OF MULTIPLE CONSTRUCTION (0) DATE SURVEY
AND PLAN OF CORRECTION lDEtﬁIFICATION NUM&ZF A BUILDING: COMPLETED
AL11584447 8. WiNG 03/11/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE. ZIP COOE
7
ALOERMAN OAKS RETIREMENT CENTE T e
x4 1D SUMMARY STATEMENT OF OEFICIENCIES © PROVIDER'S PLAN OF CORRECTION )
PREFIX [EACH DEFICIENCY MUST 8€ PRECEDED BY FuLL BREAX lEAcN co&necwvs ACﬂON SHOULD BE COMPLETE
TAO REBULATORY OR L3C IDENTIFYING INFORMATION) TAG 10 bare
BEFIC!ENCY)
£000 inltial Comments A 000
1 An unannounced Blennial survey was conducted Preparation and /or execution of
> from i through i 8t Alderman Oaks 8n this pl " tion d ¢
Assisted Living Faclity (ALF) In Sarasota, FL 18 plan of correction does no
constitute admission or
State deficiencles were identified a5 a result of agreement of the provider of
this survey. preparation and/ or execution of
- ' A the truth of the facts alleged or
A 010 58A-5.0181(4) FAC Admissions - Continued 010 conclusions set forth in the
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Residency

{4) CONTINUED RESIDENCY. Except as follows
in paragraphs {a) through (e) of this subsection,
riteria for continued residency in any licensed
facility shafl be the same as the criteria for
admission. As part of the continued residency
criteria, 8 resident must have s face-to-face
medical examination by o licensed health care
provider al least avery 3 yeara after the Initial
assesgment, of alter & significant change,
whichever comes first. A significant change is
defined in Rule 5BA-5.0131, F.AC. The rasults of
I the examination must be recorded on AHCA
. Form 1823, which is incorporated by reference in
paragraph (2)(b) of this rula, The form must be
completed in accordance with that paragraph.
ARer the effective date of this nile, providers shall
have up to 12 months to comply with this
requirament,
(a) The resident may be bedridden forup to 7
consecutive days.
| {b) A resident requiring care of 8
! may be retained provided that,
1. The facility has a UNS license and services are
I provided pursuant to a plan of care issued by a
ficensed health care provider, of the resident
! contracts direclly with a licensed home health
i agency of a nurse lo provide care;
1 2. The condition I8 documented In the resident * s
‘ record; and

| pressure

statemnent of deficiency. This
plan of correction is filed as
evidence of the facility’s desire
to comply with the requirements
of state and federal law, and to
continue to provide high quality
resident care. Nothing herein
shall be deemed to waive any
right of the facility to contest the
allegations set forth in the
statement of deficiency.
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3. f the resident” s condition fails (o improve
within 30 days, as documented by a licensed
heaith care provider, the resident shall be
discharged from the facility.

{c) A ill resident who no longer meets
the criteria for continued residancy may continue
lo reside in the faclilty If the following conditions
are met:

1. The resident qualifies for, 1s admitied to, and
congenls o the services of g licansed hospice
which coordinates and ensures the provision of
any sdditional care and services that may be
neaded;

2. Continued residency is agreeable to the
resident and the faclity;

3. An interdisciplinary care plan is developed and
implemented by a licensed hospice in
consultation with the facliity. Facility staff may
provide any nursing service permitted under the
facility ' s license and total help with the activities
of daily living; and
4. D

. of the requi of this
paragraph is maintained in the resident ' s file
(d) The administrator is responsible for
ing the conti appropri;
placement of a resident in the facility.
(e) Continued residency crileria for facllities
holding an extended congregate care ficense are
described in Rule 5BA-5.030, FA.C.
(5) DISCHARGE. it the resident no longer meets
the criteria for continued residency, or the faciity
is unable 1o maat the resident ' s necds, as
determined by the facility administrator or
licensed health care provider, the resident shall
be discharged In accordance with Section
| 429.28(1). F 8.
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A019| Continued From page 2 A0
This Statute or Rule Is not met as evidenced by:
Based on record review, interview and
observation, the facility failed to ensure
appropriateness of continued residency for 3 Tag A 010 CORRECTIVE
(Residents #1, #3, and #7) of 11 residents ACTION
reviewed resulting in the hospitafization of 1 4 3
(Resident #3) resident and the continued . . / o, /l
potential for Injury for 3 (Residents #1, #3, and Alderman Oaks is now using a 3
#7) residents Health Assessment form in
_ conjunction with the 1823 form
The findings include: to assure compliance with S8A-
11, Resident #3150 : fomsle who 5.0181 (4) FAC Admissions
i moved into the facilty on The regident is Continued Residency. We have
an . 1dependent _ that required begun at our expense to contract
injactions of fontus o e daiy ;ﬁ;;anjgg a RN or LPN to conduet face to
R no! . :
on te Licensed Practitioner Nurse {LPN) face evaluations using ournew |
working for the facility at the time noled, form of new potential residents ;
"Rasident arrived at 1PM with husband to as to compliance with S8A - i
community. Resident alert with ratail 50181 (4). A nurse evaluation
: times. using our new form and an 1823
During an interview with the Administrator of the form are bemg used for )
facility on 48t 1100 a.m,, he was asked evaluating residents returning
“0"‘:,:9 al th‘ ; 'l'(; " '?; e from Rehab Centers, and existing
regidency in the facility. He stated, | rely on the :
1823 and what the medicaf doclor tells me.” rflrsu?ems who have !md |
Review of the 1823 dated  _ for Resident #3 significant chenges in health.
! shows the medical doctor stated the resident The Administrator will make the
needed administration of medications, final determination of eligibitity
The resident recelved Lantus  ____; 36 units in ;i
! the AM and 20 UNIls in the PM sccording to the after reviewing the nurse i
1823, evaluation, and form 1823 which |
we always endeavor to have '
The Medication Adniinistration Record (MAR) completed before admission and B
! shows Lantus being givan by unlicensed re-admission.
staff at 8:00 a.m. and B:00 p.m. daily starting on . ;
i
FCAF o 30200007
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AD10: Continued From page 3 ADI0
Review of the cbservation record shows : finali 5
unlicensed staff contacting a medical doctor with Vge will l:ve ‘a £ ized versl:on d
cancemns no  were being done For the of our evaluation form completes
resident. On _a CNAnoted, "Staf by _ .30. We have already
communicated to Dr. XX &5 to whether he wished started using nurses for those
Ir:::;zg; fhgelg%:n i | glucose face to face evaluations described
A6 of PM 1o resp M above. All 1823°s of existing
esidents are less than a year old,
Review of Ihe medical record showed a Fax and nurse assessments are
sheet dated . Itz addressed toa underway for all current assisted
Physician's Assistant and reads, "We need an liviny resyi dents. These
updated 1823 for Resident #3. Our flles show her £ p ey
oid doctor checked the box "Needs Medication will Pe comp by
Administration.” We asaist Resident #3 with self a nurse for all residents before
adminigtralon." On the bottom of the fax is 119,2013. The
{ written, "Thig is important as medication PR N
| administration Is skiled nuteing.” The fax has the fgm"ﬁm.tg' currently believes
name of a Certified Nursing Assiatant (CNA) on at all residents meet the
staff listed as a contact person. The resident had requirement.
an 1823 daled . _ filed out by the PA, The !
form shows the resident can have assisiance with
self adminltralionof medications.
An interview was conducted with the PA by phone
on &t 300 p.m. He steted he felt
! was agslating with
- and assisting the resident with their
pens. He was not aware the facllity did nol
have a nurse on staff 1o agsist the resident with
her . He siated, "We never heard anything
| from them (the ALF) so we assumed they were !
| able to provide the cara.” ;
j By revi g the facliities doct of
| ] adm!nlstrauan and the MAR, on the first
: .. .. oblained on the resident In the facility
her | sugar was below normal. On . . |
an observation note reads, "Sugar 52 In AM app&e :
sauce with banana. Ordered breakfast tray for i
BHCAForm 3620-0959
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A010: Confinued From page 4 A010 !
am nead to et feels by lunch. § PM staff !

assisted her to dinner,” Thera is no
documentation as to who wrota the note in the
fog. The rote, by its contant and style of writing,
ehows an unirained person wrote it Review of
the facility's documentation of ...
administration shows the resident received 36
units of Lantus iwitha _ .. sugar of 52, H
_ There is no documentation the wss held or !
the medical doctor was notifled before glving this :
resident

On _ : an observation note written by an
LPN on staff with the facility at that time reads,
. lsuger 48 at PM. Orange luice and banana
given to increase _ . | sugar level 5:20 #M
| sugar 98... Staff re-educsted to monitor all
resident's meals closely to prevent
event, Staff understood teachings.” There is no
documentation the resident's medical doctor was
ever notified. The MAR shows the resident
racelved 20 units of Lantus at 8:00 p.m. on
: the night of ‘There is no documentation a
. ! sugar was oblained before administering
the ication, An pred nursing dard of
practice would be to obtain a _ sugar before
administering that amount of .._ . 1 to a resident
with known

An interview was conducted with the
Administrator on at 11:00 a.m. He stated
there had been a LPN working 8l the faclity as 2 |
supervisor of healthcare. According to the !
Administrator there has not been & nurse on statt H
at the tacllity for 2 to 3 months,

During an interview with Steff B st 10:45 a.m. on
she stated the LPN had not worked at
the facility sirce of 2012.

AHCA Form 3020-0001
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AQ10

Continued From page 5§

On . _ . Steff B documents in the obseryation
record, "Resident seen by psych nursing. Nurse
advised that resident's - are probably

dusto 1 and that her _is caused

by low

Review of the facilities documentation of i
administration forms shows the resident had a

glucose lavel of 56 on . Tre form
shows she was glven orange Juice, Thereis no
docurnentation of the low | sugar in the
observation record.

An Interviaw was conductad with Staff B on
.o at10:00 am.; she stated she was the one
who oblained the resident's . i glucose that
moming. She stated she did not racheck the
... 1o notify the medical docler before giving
the resident 36 units of Lantus.

Qn J the unsigned observation nole for the
7-3 shift reads, "Paych nurse was sdviged of
residents episodes of ... ... staffto
encourage fluids.”

On 2/2/13 the obzervation note reads, '(7-3)
Resident complained of looge stools. Resident
did not eat breakiast/lunch Resldents !
sugar 58. Staff educated resident to drink fluids.”

On_ _ _the observation note reads, "(3-11)
Resldent i sugar remains at 58.,, Regidant
refuses to eatdrink. Resident very

S
! resident out to Sarasots Memorial Hospital per

PA,

| The facility's documentation of

shows the resi was given 36
units of Lantus on .. . witha _ __ 'sugarof
58, The resident had not eaten breakfast and

AQ10

1
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A010| Continued From page § AQ10

had

|
The resident was hosplitalized at 4:54 p.m.on
J . and spent the night in the hospital with

11:00 a.m. on She was asked haw much
| +8he takes everyday. She stated, | take 33
1 units In the moming and 20 units gt night. She
was agked if she remembered going to the
| hospital in She stated she did not |
| remember. She was asked what happened in the
| marning when you get your ' She stated
jthe staff takes my sugar and they dial in the
and linject it. She was ssked if sha had a
fow sugar who would make the decision not
to take Sha stated, “Tha nurses | guess.”
| She was asked if the staff tall her what her
 sugar is when they take it in the moraing and
i night. She stated, "They don't tell me what my
- .. SUGAr is. They give me the .iand |
inject whet they give me.”

!

An intarview was conducted with Resident #3 at g
{

i

|

.

/

!
The medical doctor who treated the resident on !
- I8 the same medical docter who signed her !
| 1823 sssessment on ' stating the resident !
needed her medications administared {by skilled
staff). The medical doctor's note on discharge
i from the hespits/ reads, “Al the time of
emargency transport her - sugar was 55 and
she was given a haif amp of D50. On atrival in
the emergency | after some evaluation
1 her . Tsugar was noted to be 68, , Given her
R . i recommend that she have
| medication assistance at the ALF....Given the
i relative danger of | VBTBUS
_ :| recommend we decrease Lantus
to 10 units avery 12 hours and monitor.*

ANERF 5 Sa20-000T
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A010] Continued From page 7 A0

| An interview was condutted with the Madical

i Doclor via telephone on Jat 1S pm. He

: stated he would want the facllity to call him for a

sugar of 40 or below. He stated he want

the resident fo eat food If the .  sugar was
below 60 before she had her Lantus Injection, He
stated his major concern was he thought because |

| of the residents declining mental status angd

| eyesight she tould no longer adminlater her own

; medication. He stated, "] lold the social worker at

1 Sarasota Mamorial Hospital twice she (Resident

| #3) could not self administer her own

| medications." The doctor was told of the situation i

| of a medication technician giving 36 units of :

| Lantus to the resident when her ... _ . sugar was

| 58 with the resident not having eaten. He stated,
"Thatis an issue.”

An interview was conducted with the ALF
Administrator on . at 1:30 p.m. He was told
of the concern for the resident being hospitatized
due to hypoglycemia and the continued safety of
the resident beirg in the facliity. He stated he

| was not aware of the lssue of medication

! technictans giving to the residents. He

} was not aware of Resldent #3 being sent to the
hospital with . ion . He stated
he feit 28 long as the residents were able to give
themselves the injection it wes ok. Me stated his
undetstanding was slaff could dial In the ' H
for the residents with | pens,

On at 11.00 a.m., an interview was

+ conducted with the Home Heaith Registared

j Nurse {RN) hired by the facifity to evaluate the
* resident. She stated the resident is not

appropriate for the ALF. She stated the resident |
is not able to care forher . __ . She stated she |
had interviewed all the staff In the facility and ]
none of them knew their imitations and roles with |

A 020-0001
STATE FORM b UPYan Hfcontinustion shest 8 of 79
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A010] Continued From page 8

- tegard to

| 2. Resident #11is 2 male who moved

. into the facility on -.. On admission to the

| facility the resident had an order for sliding scale
coverage with __ ... Hewasto

have coverage befors meals and st the hour of

sleep.

: Review of the residents 1823 assessment shows

jhehasa ' ._..and he ia forgetful,
| According to the 1823, dated the

| resident needs assistance with medications.
Review of the resident's Initial 1823 dated

| shows no documentation as to whether the
resident nesds asslstance or needs

i administration of medications,

| During the initial interview with the resident on

| 3/7/13 at 11:12 a.m., the resident was observed
lobs " slow. Me did not seem capable

ot understanding his use. He was asked

| haw he received his . He stated, "They put

] the number of units | need into the flex pen and |
glva myself the shot. They want to make sure |

{ get the right dose. That's why they do that | get

|

my sugar checked 4 times daily.”

: At 11:50 a.m., the residenl was cbserved
i receiving his .. and | coverage.
Staff D, sn unficensed staff member, was
observad taking the resident's glucometer and
holding it to the resident's finger and obtsin a
reading of 115 after the third aftempt. She was
observad handing the .__ .1 pan to the resident.
| The resident was observad not to be able to dial
1 in his one unit dose of . | coverage. The aide
then putied the pen close to her side and clicked
the dial 1o one unit and handed it to the resident,
The resident was observed to inject himself with

|
|
|

AHCA Form 3035000
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AC10; Continued From page & A010 ;
|
|
I

the doaage given by the alde.

An interview was conducted with Staff D on

iat 10:00 am. She verified she had
: oblained the resident glucose and thet she had
| dialed in the ; dosage to the pen. She
stated she sometimes had (o do that for the
resident.

In interviews with staff and the Administrator there

had not been a nurse on stalf at the facility since
of 2012. ltis clear from observation,

: record review and interview the resident had not

| been able to self-administer his own for

| some time befora that date.

3. Observation of Resident #7 on at §.45

a.m,, revesied the resident in her lin

a wheelchair, Afull leg brace from the top of the

rasident’s left thigh down (o the bottorn of her le#t

i leg was In place. During this cbeervation, the

! resident was asked if she puts the leg brace on
by harself or if she receives assistance. She
stated, "They help me put my brace on my left
leg." She referred 10 "They” as the CNA'S at the
ALF. She stated, "We don'l have a registered

; nurse here. My leg brace goes on some

1 momings early when | go to braakfast but
otherwise, It's a busy Ithere's alotof

1 people around. | wear my brace In the morning..J
wear the brace most of the day.” When asked
how she removes the drace, she stated, "One of
the same people wha is on duly that hour {in the
evening) removes my brace for me. They aiso
put my stockings on. These are the whils elastic :
ones (polnting). The same peopla who help with |
the brace heip with my stockings.”

Observation on 1@t 11.48 am., revesied

FICA Form 36200001
STYATE FORM un Uprar It congauation sheel 10 of 78
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for Health Care Administration

the resigent wheeling herself out toward the
dining CNAbent down next {o her and
adjusted the strap on her left leg brace.

During an interview on at 1:33 pm., with
the sams CNA observed adjusting the strap on
the resident's left Jeg brace, she stated, “'m not
sure if | can help her, it would be good to know
but [ put it on, make sure it fits right, there are two
spots near her knee (s indicators for aligning the
brace). She has @ diagram booklet that she got
when she was in rehab that | use. And then she
fastens it. | help her withher _D's (efastic
slockings) too.”

The CNA explained the resident went out to ER
¢ {(Emergency for ......and
Whnile she was there it was determined that she
needed to go to rahab. The CNA stated, "Whiie
she was there, ( guess they found a crack or

R 1in her knee. She (Resident #7) followed
up with the 1 doctor who determined she
needed a brace.”

Review on of Resident #7's demographic
informstion sheet documented the resident was
originally admitted 1o the facility on

Areview of the most recent 1823 Health
Assessment gigned by the physician fof the date

of . | documents the resident with
, previous left total knee replacemeant
ang | with leRt knee strein. Under the "Physical

or sensory limitations section” of this assessment,
the resident is to wear a “Brace” to left leg when
i out of bed. Her level of assistance required for
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A010{ Continued From page 11

ambulation was not sssessed, the section was
left blank. The gection of the assessment

questing the level of assk the resident
requires with medication weas checked under
“Needs medication adminlistration.” There is no
physicisn’s orders for the application or remaval
of the elastic stockings.

Review of the “Residant Observation Log"
completed by the facliity staff dated
documented the resident "Ween't fesling well,

! wasg seen by an RN that happened to be on the
second floor, She staled the resident wasn't
oriented and was weak. She stated that she
might be I or have 8 more serious
lssue. Suggesied she (ilegibie) send to hospital,
Physician's Assistant (PA) was conlacted and he
83ld {0 seng her to hospital. Administrator and
famlly was notified”

Review of the facility’s current licansure status
lists the facllity as a "Standard” ficense, The
faciiity does not have a limited nureing licenge. As
stipulated by Florida statutes, "A facllity with g
limited nursing license may provide the following

| nursing services in addition to any nursing service
permitted under a standard license p

: Section 429255, F.8.: {k} Caring for casts,

* braces and

An interview was conducted with the
+ Administrator of the facility on s at2:45p.m,
i He conflrmed he Iz responsibls for the oversight
| of the welk certer. He ackr ged the
| facliity's "Standard” licensure; however, was not
| aware the CNA's were placing the brace on the
} resident’s leg (which is 8 nursing service) for
| which the fagility did not hold the praper ficensure.

A010
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. stated he would wani the facility to cafl him fora

Continued From page 12

He was not aware the resroem‘s physician

i the resident req
administration {which is a nursmg gervice) and
tailed to ensure the criteria for continued
residency related to Resident #7 was matl.

An interview was conducted with the Medicel
Dactor via telephone on at 1115 p.m. He

sugar of 40 or below. He staled he want
the resident to eat food I the ! sugar was
below 80 before she had her Lanlus injection Me
stated his major concern was he thought because
of the residents declining mental status and
eyesight she could no longer administer her own
medication. He stated, "] told the social worker at
Sarasola Memorial Hospital twice she (Resident
#3) could not self administer her own
medications.” The doctor was told of the situation
of a medication technician giving 36 units of
Lantus to the regident when her _____ sugar was
58 with the resident niot having eaten, Me stated,
“Thatis an issue.”

An interview was conducted with the ALF
Administrator on : at 1:30 p.m. He was told
of the concern for the resident being hospitalized
dua to 1 and the continued safety of
the resident being in the faciity. He stated he
was not aware of the issue of medication
tachnicians giving i to the residents. He
was not aware of Resident #3 being sent 1o the
hospltal with ron He stated
he felt ag long a8 the residents were able to give
thernseives the injection it was ok. He stafed his
understanding was sta¥ could dial in the '
for the residents with pens,

An interview was conducted with the

Administrator on at 11:00 a.m. He was

Agency for Health Care Administration
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Agsncy for Health Care Administration

AD3D

asked how he would avaluate residents coming
into the facility and how would he continually
evaluate the appropriateness of residents while
they wera in the facliity. He stated he relied on
the medical doctors and the 1823 to evaluate the
res»den(s He wag asked i he had a policy

ing resident's app
!ar the facility. He stated he had been working on
a ool form two weeks prior to the survey
regarding evalualing residents. He stated he had
no current policy al this time. He then stated he
had meetings evary 2 weeks with Home health
nurses who provide skilled nursing for the
residents. He stated he relied on those meetings
1o inform him if of the status of the residents.

in an intarview with the Marketing Director on

at 12:00 p.m., he siated the facility hao
not implemented the New Evaluation Form as of
yet He siated Staff E, a CNA, had been working
on writing the form,

Review of the “Alderman Oaks New Resident
Evaluation Form” shows #17 on the form as an

evaluation of s coming into the facifity 1t
reads, "17, Are they “1f 50 can they push
down their plunger on their pen without

assistance?” Thare is no further evaluation of the
resident noted on the form

Class i

S8A-5.0182(6) FAC; 420.28 FS Resident Care - | A030

Rights & Facility Procedures

{8) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) Acopy of the Resident Bill of Rights as
described In Section 428.28, .S, or a summary
provided by the Long-Term Care Ombudsman
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(X4) 10
PREFIX
TaG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST SE PRECEDED BY FULL
REGULATORY OR LSC IDERTIFYING INFORMATION}

3
PREFIX
TAG

PROVIDER $ PLAN OF GORRECTION i

RRECTIVE ACT]

TON SHOULS

(2]
0 BE COMPLETE

{EA
CROSS—RE?ERENCED TO THE APPROPRIATE oatg

A030

RRCAFarm 16200081

Continued From page 14

Council shall be posted in full view in a fraely
accessible resxdent area, and included In the
P to Rule

56A-5.0181 . F.A,C.
(b} In accordance with Section 429.28, .8, the
facility shall have a written grlevance procedure
for recelving and responding m resident
ints, and for resi

chsnges © facility policles and pvocedures The
facility must be abie to demonstrate that such
procedure ig implemented upon receipt of 2
complaint.
{¢) The address and telsphone number for
iodging complalnts agalnst a facility or facility staff
shall ba posted in full view in a common area

to sl . The addi and
telephone numbers are: the District Long-Term
Care Ombudsman Councll, 1{888)831-0404; the
Advocacy Center for Parsons with
1{800}342-0823; the Florids Local Advocacy
Councll, 1(800)342-0825; and the Agency
Consurmer Holline 1(888)419-3458.
{d) The statewide {oli-ree telephone number of
the Florida Hotline " 1(800)8€ or
1(800)962 2873 “ shall be posted in full viewina

ble to 8l

(e) The facmty shall bave a written statemant of
its house rules and pmoeduces which shsl ba
included in the i
pursuant to Rule 58A-5.0181, F A C. The rules
and procedures shall address the facility ' s
palicies with respect to such lssues, for example,
as resident responsibfiities, the facility ' s
and tobacoo policy, medication storage, the
delivery of services to residents by third party
providers, resident elopement, and other
administrative and housakeeping practices,

! schedules, and requirements.
« {f} Residenis may not be required to perform any

work in the faciity without compensation, except

A030
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that facility rules or the facliity contract may
include d requirement that residents be
responsible for cleaning their own sleeping areas
or apartments. [ a resident is employed by the
facillly, the resident shall be compensaied, at a
minimum, at an hourly wage consistent with the
federal minimum wage law.
{9} The facllity shafl provide residents with

ient access to a to facilitate the
resident” s right to unrestricted and private
communication, pursuant to Section 429.28(1)(d},
F.S. The facility shall not prohibit unidentified
telephone calls to residents. For facilities with a
ficensed capacity of 17 or more residents in
which residents do not have private telephones,
there shall be, ata minimum, an accessible
telephone on esch floor of each building where
residents reslde.
(h) Pursuant to Section 428.41, F.S,, the use of
physical _____ _:shall be limited to half-bed
rails, and only upon the writtan order of the
resident ' s physician, who shall review the order
blannuslly, ard the consent of the resident or the
resident ' s representative. Any device, including
haif-bed rails, which the regident chooses io use
and can remave or avoid without sssistance shall
not be considered a physlcal

428.28 Rasident bill of rights.-
{1} No resident of @ facility shall be deprived of
&ny civil or legal rights, benelits, or privileges
guaranteed by law, the Constitution of the State
¢ of Florida, or the Constitution of the United States
; @ a resident of a facility. Every resident of 2
' facliity shall have the right to;
i {8} Live in a safe and decent living environment,
! free from and neglect
{b) Be treated with consideration and respect and
| with due recagnition of personal dignity,
{ individuality, and the need for privacy.

Agency for Heaith Gare Administration
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Agency for Health Care Administration

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICLIA

{X2} MULTIPLE CONSTRUCTION

X3) CATE SURVEY
COMPLETED

i

| {¢) Retain and use his or her own clothes and

: other personal property in his or her immediate

i IIving quarters, g0 as to maintain individuality and

1 personal dignity, except when the facility can

: demongtrate thal such would be unsafe,

! impractical, or an infringement upon the rights of
other residents,

| (d) Unrestricted private communication, including

] receiving and sending unopened
correspondence, access (o a telephone, and
visiting with any person of his or her choice, st
any ftime between the nours of 8 am. and 9 p.m.

! at a minimum. Upon request, the facility shell

| make provisions to extend visiting hours for
caregivers and out-ol-town guests, and in other
similar situations.

« (&) Freedom 1o participate in and benefit from

ity sarvices and &nd to achieve

* the highest possible level of Independencs,
autonomy, and interaction within the community,
() Manage his or her financiat affairs unless the

| rasident or, if applicable, the resident " s

| representative, designee, surrogate, guardian, or

| attorney in fact authorizes the administrator of the

| facility to provide safekeeping for funds as

| provided in 8. 428.27,

(9)Share @ ... Ith his or her spouse If both

arg residents of the facllity.

{h} Reasonabdle opportunity for reguiar exercise

several times a week and to be outdoors al

regular and fraquent intervals except when

prevented by Inclement weather.

(i) Exarclse civii and refiglous liberties, including

the right to Independent parsonal decisions. No

religious beliefs or practices, nor any attendance

at religious services, shall be imposed upon any

AND PLAN OF CORRECTION HOENTIFICATION NUMBER; A BUILDING:
AL11964447 B.WinG 031172013
veels
NAME CF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, §TATE, ZIF CODE
727 HUDSON AVENUE
RE
ALDERMAN OAKS RETIREMENT CENTE SARASOTA, FL 34236
D | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION T om
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AD030| Continued From page 16 A030

!

resident, H

) Access to adequste and appropriate heslth H

care with d and gnl i

standards within the community. ; ]
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X4 1D
PREFIX
TAG

SUMMARY STATEMENT GF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED 8Y FlLL
REGULATORY OR LEC IDENTIFYING INFORMATION;

[
FPREFIX
TAG

DEFICIENCY)

PROVIDER'S PLAN OF CORRECTION (KS§
{EACH CORRECTIVE ACTION SMOULD BE < COMPLETE
CROBS-REFERENCED TO THE APPROPRIATE i OATE

A030

(k) Alleast 45 days ' notice of relocation or
terminatlen of residency from the facllity unless,
for medical reasons, the resident Is certified by a
to require an gency r tos
tacll ity providing a more skliied level of care or the
resident engages in a pattern of conduct that is
hermful or offensive lo other residents. In the
case of a resident who has been adjudicated
mentally . the guardian shall be
given at lnast 45 days notice of a
\or
i mrmmatian, Reasans for relocation ghall be set
forth in writing. In order for a facility {0 terminate
the residency of an individual without notice as
provided hereln, the facillty shall show good
cause in a couri of competent ;unsdicnon
(1) Present gr and
in policies, procedures, and services to the stalf
of the facility, governing officials, of any other
; person without . Interfarence, coercion,
: discrimination, or reprisal. Each facility shall
establish a grievance procedure to facililate the
residents ' exercise of this right. Thig right
Includes access to ombudsman volunteers and
advocates and the right to be a mamber of, to be
active in, and to associate with advocacy or
special interest groups.
t

This Statute or Rule s not met as evidenced by
Based on record review, interview and
observation, the facility denied 3 (Residents #1,
#3, and #7) of 11 residents reviewed of thelr right
10 appropriate health care by allowing unlicensed
| staff to administer 1 for 2 {Resident #1, and
#2) residents and cara for a leg brace for 1
{Resident #7) rasident resulting in the
hospitalization of 1 {Resident #3) resident and the

Continued From page 17 A030
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DEFICIENCY)
A030| Continued From page 18 AQ30
diate p injury for 3 (R s #1, #3,
! and #7) residents.
The findings include:
According to the American - Asgotiation
(ADA,) 1s a chronic iliness that
| fequires continuing medical care and ongoing
patient self-management education and support T%ng‘?(;)lfl 0 CORRECTIVE
Al

{0 prevent acute complications and to reduce the
risk of iong-term cemp!lca( lons. care is
and requires multifactorial risk reduction

strategies beyond _ rcontrol”

The Corrective Action for Tag A
010 will assure that Alderman
Oaks is appropriate for all of our

A resudem inan ALF (Assisted Living Facmzy) who
"

is A and who assisted living residents. All
able‘zow ;ndersland ":g!h aﬂ:;‘rbe staff who supervise the self-
administration of meds and the

- and be able fo make crtical juggments

related fo Its freatment, administrator of Alderman Oaks

will take the Department of Elder
Affairs Assistance with Self-
Administration of Medications in
Assisted Living Facility class and
shall be instructed in the
application of 58A — 5.0181 (4).
They shall be instructed to bring
any concerns about appropriate

There are 2 major concerns with the
residents having both acute and long term
effects.
The frs( is (low _ ,,J sugar). A
I sugar 60 or less is considere:

1ean be caused by
. and not eating, The

the resident (aking

complications of if untreated
include tremor, visual , acute placement to the Administrator
e state, muscle e reld;:ced and make sure the Administrator
) levals of , vegetatlve siate, .. . sl A )
and ___. . The 1 siate caused by s mf ormed in woiting of
low ' sugar levels could lead a rasident 1o significant changes in the health
become 'and hallucinate. In this state of any resident.

the resident would be unable to make a concise
judgment about care and would be totally
depsndent upon 8 careglver to oblain medical
assistance.

SHCA Fomn 5020-6007
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TAG ,  REGULATORY OR LEC IDENTIFYING INFORMATION) TAG wre | owts
DEFKC!ENCY) N
¢ ;
A 030! Continued From page 19 A 030
All med techs and the
The second concern with s Administrator will complete the
f’:haighbe caus‘e‘:ig:;')'a resident not Med training before
I h
getting encugh or gating too many simple ig:jg t?sec;r:dﬁemt;j?fr:f:isn;i o
sugars.
“ take place before the end of
Accordmg 1o the Amsbvicans erio Abslsocla’uon . 2013. The AHCA tags
icanbe @ us problem if you ; it
" don't treat It, so its important to treal as soon as concegnmg supervision of meds
© you detect it. If you fail to treat .8 were discussed at our i
icondiioncalied coma) 2013 health care staff’ meetmg s0
could oceur. - develeps whan your that none would be repeated.
ooy dzle::r'blz)adv; cear:zuz?:a glucose for fuel so Licensed were cantracted to I
| your body bresks down fats to usa for ensrgy.” meet AHCA health concemson |
| "Wnen your body breaks down fats, waste 2013 at the direction of
products called ketones are produced. Your body the surveyors, as soon as the
cannot tolerate farge amounts of ketones and wilt concerns were brought to our E
1ry to get rid of them through the N : .
Unfortunately, the body cannot release all the attention and shall continue until }
ketones and they bulld up In your , which all AHCA safety concems are !
can fead to ketoacidosis. Ketoacidosls s fully addressed and satisfied. All |
g and needs i treatment.” : i i i
aspects of the above includin, I
| The long term  effecis of | inctude thpeM d training will be ¢ i
, limb amputation, and © lvied raining ]
Kidney failure. completed by .2013. |
According to the Mayo Clinic, “Your doctor sets One resident of concern has been
yohur htsrgel sutgaar ral?ge, Feor many people placed in another facility. The 1
wha have rget levels are: e N |
Fasling at least eight hours (fasting . .| sugar Doctor of a second resident (with |
level) - between 80 and 130 mg/oL (5 and 7 __.concerns) is in the 1
j mmoliL} process of changing his regimen |
Before maals - between 70 and 130 mg/di (4 and to oral medications. The Doctor |
7 mmel/L) . " N !
One to two hours affer meals - lower than 180 of the third resident of concem |
mg/at (10 mmeidLy has removed the order for a !
! = brace on her knee.
Medication technicians in an ALF recelve 4 hours
AACA Form 3026-0007
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' of training in asst with

and do not have the knowledge base fo meke

Judgments in critical care declsion for the |

dependent _ . _resident. For s resident io be
| appropriate for assistance with ___ 1 care they
would have to be able to make all dacisions
regarding the care ofthe _ ____  process.
Medication technicians would be able to bring the
resident their equipment, remind them of the time
medications are dus and recerd the i sugar
levels obtained by the resident when they test
themseives. itis not within the technician's scope
of practice to do 1 glucose tesling, draw up

. and make judgments regarding

care.

An . pen is a device used to draw doses of
. The device has a contginerof .. 1 with

a re-capable needie on one end and a plunger

 attached 10 a dial of the other end. Accurate unit
doses of ; are obtained by twisting the dial
to the proper dasage and drawing the plunger of

i the pen. The needle is ther injested

i » gnd the plunger is pushed to

. Inject the dose of diated inlo the pen. itis

+ a device used fo simplify the drawing up of

into a syringe.

1, Resldent#3isa | female who
. moved Into the facility on 7/30/12. Review of the
| observation log noles on 7/30/12 the Licensec

[ Practitioner Nurge {(LPN) working for the facility at
the time noted, "Resident arrived at 1 AM with

[ husband to community, Resident alert with

‘ 1 atall mes.”

' An interview was conducted with the
Administrator on _ 8t 11:00 a.m. He stated

- thare had been a LPN working 2t the faclity as s |

: supervisor of healthcare. According to the |
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Administrator there has not been a nurse on etaff
l the facility for 2 to 3 months

Durlng an interview with Staff B a1 10:45 a.m. on
, she stated the LPN had not worked at
the facmry since of 2012,

Review of tha resident’s Form 1823 (resident
health assassment) dated shows the
madical doeter wanted the residant Lo have her

ions administered. of
! medications is performed by licensed persons
t {such as RN or LPN). The docior documented on
1 the form the resident suffers from mermory loss,

| On 810112 a Centified Nursing Assistant (CNA)
noted in the resident cbservation log, “Staf
communicated 1o Dr: XX as to whether he wished
resident to perform . glucose
ievel) as she is on

As of PM no

and 2

Fis

The resident had an ordet for Lantus .36
units every am and 20 units every PM. She was
receiving this dossge via an s pen injector,
There was no order from a medical doctor found
in the resident's record for the resident to
self-administer Review of the facilities
forms Indicate a Medication Administration
Racord (MAR) for :of 2012 shows
before meals twice daly, once before
breaktast and supper. The times written on the
MAR ghow 8.00 a.m. and 5:00 p.m. when the
... . were oblained. The documentation
in the manth of beagins on . Or
saparala aheats of untitled paper the facnl!ty
gs 2 to 3 imes
. On . no order for
; could be found In the resident's

daily from

A 030

chart
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A 030 Continued From page 22 A030

Rewew ot tha medical record showed 3 Fax
! shest dated itis addressed to @
Physicians Assistant and reads, "We need an
updated 1823 for Resident #3. Our files show her
0ld dostor checked the box “Needs Medicalion
; Administration.” We assist Resident #3 with self
| administraion." On the bottom of the faxis
{ written, "This is importent as medication
| administration Is skilled nursing.” The fax has the
name of a CNA on staf listed as a contact
i parson. The resident had a 1823 dated 2/5/13
filed out by the Physiciar's Assistent (PA), The
form shows the resident can have assistance with
1t of

I An interview was conducted with the PA by phone
ion ats Q0 p.m. He stated he felt
i was g with
and assisting the res!den( with their
!nsulln pens. He was not sware the facifity did not
| have a nurse on staff to assist the resident with
| her . He stated, "We never heard anything
! from them (the ALF) s0 we assumed they were
" able to provide the care "

The resident was observed In her her
sonon .. .8t 115 pm She was observed to
 have a condition in her right eye that caused
| excessive tearing and redness. Her bottom right
; eyelid was observed to droop downward. She
| was observed to be pleasant but slightly
She was unable to answer some
: questions without the assislance of her son. She
was 8lso observed to be frail and slow to move.

Durlng an interview with the resident at that time
she wes asked if she knew what medications she
was faking, She stated she was not aware what

she was taking. She stated, "They hand them to
AVICA Form 3020-5061
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me they don't tell me what they are." The
resident was asked about receiving

| Injections. She stated, “They (Staff) make the

| adjustment about how many units | can take and |
- dothe Injaction.”

\ An interview wes conducted with Staff A on !

| a1 9:21 a.m. She stated she sometimes would
have to diat in the amount of  the resident
was receiving.

An interview wag conducted with Staff O at 10:00
amon ... She stated she would sometimes
diglin 1 doses for the resident.

| On an observation note resds, "Sugar 52
1 in AM apple sauce with banana, Ordered

{ breakfast tray for am need 1o eat feels by
i iunch, 5 PM staf! assisied her 1o dinner.” There
’ is no documentation as to who wrole the note »
< the log. The note, by its content and style of
| wrlting, shows an untralned person wrate it

; Review of the facility's documentation of i !
| administration shows the resident recelved 36 i
i units of Lantus with 8 | sugar of 52. |

There is no decumentation the . _. ) wag held ar
" the medical doctor was notified before giving this

| regident

On an unsigned note reads, "Very
agltated and refused o come to supper ' ¥ The
, facilities of ion
| shows the resident refused to have her I
: sugar tested and she was given 20 units of
f Lanlus
i

;On ... | anobservetion note written by an

| LEN on staff with the faciiity at that time reads,
_ | augar 48 a1 PM. Orange juice and banana

given to increase ____ | sugar leve!, 5:20 PM

AHCAForm 30200001
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| sugsr 98.., Staff re-educated to monitor al
resident's meals closely to prevent
aven!. Staff understood teachings.” There is no
documentation the rasident's medical doctor was
ever notified. The MAR shows the resident
recelved 20 units of Lartus 8t 8:00 p.m on
the night of 8723/12. There is no documentation a

I sugar was obtained before admmwtanng
the An p nursmg dard of
practice would be fooblaina . I gugar before
gdministering that amountof . : 1o @ resident
with known

on ! the observation note reads, “Very
on 3-11 shift ate 20% of dinner.” There
is no further documentation on

On . __ _the observation record reads,
“Resident #3 wandered into anothar resident’s

{On the observation record reads,
"Resident _ .. ali night long and very
sgitated Resident #3 thought it was morning and
wanted breakfast for supper even alter med staff N
explained the time and meal.” i

On : Staff 8 documents In tha obgervation
record, "Resident seen by psych nursing. Nurse
sdvised that resident's . ar@ probably
due to +and that her __is caused
by low

Review of the facililies documentation of
administration forms shows the resident had 8

| glucosa level of 56 on _. The form
shows she was glven orange juice. There is no
documentation of the low sugar Inthe

observation record.

i
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An interview was conducted with Staff B on
. +8110:00 a.m., she stated she was the one
who obtained the resident's .. ' glucose that
morning. She stated she did not recheck the
or notify the medical doctor before giving
the rasident 38 units of Lantus,

On ithe unsigned observation note for the
7-3 shift reads, "Psych nurse was sdvised of

| resigents episoaes of . staff to
encourage fluids.”

On 2/2/13 the observation note reads, (7-3) P
Resident complained of ioose stools. Resident i
did not eat breakfastiunch Resident's

sugar 58. Staff educated resident to drink fluids.

On + the observation note reads, (3-11)
Resident _ .. _ | sugar remains at 58... Resldent
refuses to sal/drink. Resident very . Sent

resident out to Sarasote Memerlal Hospital per
PA

!

i

The facility’s documentation of .. !
administration shows the resident was given 36 H
units of Lantus on witha sugar of [
1

i

§8. Tha resident had not eaten breakfast and
had

The resident was hospilalized at 4:54 p.m. on
, and spent the night in the hospital with

An interview was conducted with Resident #3 at
11:00am on .. She was asked how much
1 she takes evarydsy, She stated, | take 33 .
units in the morning end 20 units at night. She .
was asked if she remembered going to the

hospital in She stated she did not
remember, She was asked what happened in the
AHCA Foim 3020-6001
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AQ30 Continued From page 26 AD30

, morming when you get your . She stated
the staff tekes my _ i sugar and they dial in the
and | inject it. She was asked if she had a
fow | sugar who would make the decision not
totake .. She stated, "The nurses | guess.”
She was asked if the staff tell her what her
sugar is when they take it in the moming and
night. She stated, "They dort tell me what my
sugaris. They give me the andl
Inject what they give me.”

The medical doctor who treated the resident on
__ . isthe same medical doctor who signed her
1823 sssessmenton . . . stating the resident
needed her medications administered (by skilled
staff) The medical doctor's note on discharge
from the hospital reads, "At the time of
emergency transport her _ | sugar was 55 and
she was given a half amp of DS0. On arrival in
the emergency | afler some evaluation
her . .. .Isugar was noted to be 68....Given her
L 1 recommend that she bave
medication assistance at the ALF....Given the
relalive danger of Hyperglycemia versus :
i | recommand we decrease Lantus
1o 10 units every 12 hours and manitor.”
t

. An interview was conducted with the Medical

| Doctor via telephone on at 1116 pm. He

! stated he would want the facility to call him for &

| sugar of 40 or below. He stated he want
the resident to eat food if the ... | sugar was

‘ below B0 before she had her Lantus injection. He
stated his majar concern was he thought because
of the residents declining mental status and
eyesight she could no longer administer her own

{ medication. Me stated, "I told the soclal worker at

; Sarssola Memorial Hospital twice she (Resident

| #3) could not self administer her own

. medications.” The doctor was lold of the situation
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i “That is an issue."

i An interview wag conducted with the ALF

Continued From page 27

ot 8 medication technician giving 36 units of
Lantus to the resident when her sugar was
58 with the resident not having eaten. He stated,

Administrator on at 1:30 p.m. He was lold
of the cancerm for the resident being hospitalized
due 1o i and the continued salety of
the resident being in the facliity. He stated he
was not aware of the issue of medication
technicians giving 110 the regidents. He
was not awsire of Resident #3 baing sent to the
hospital with . 1on_ _ . He stated
he felt as long as the residents were able to give
themselves the injection it was ok. He stated his
understanding was staf could dial in the )
for tha residents with pens.

in an Intetview with the Administrator at 5:30 p.m
on . he stated he had cotained a nurse to
administer . __ . to the rasident on & daily basis.
He stated this would continue until the resident
was placed in snother facility. The Administrator
was agked to what extent the resident’s family
had been rictified of the Incident which had
occurrad when the resident was hospitalized for
He stated ha was sure the family
was not nolified the resident of the full extent of
the lssue. He stated, “I can assure you | will
personally notify the family immediately.”

On iat 11:00 a.m., an inferview was
conducted with the Home Health RN hired by the
faciity 1o evaluate the resident, She stated the
resident is not appropriate for the ALF. She
stated the resident is not able fo care for her

. She stated she had interviewed all the
staff in the facility and none of them knew thair
fimitations and roles with regard to

A030
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are Administration

have coverage before meals and st the hour of
gleep.

Review of the resident's 1823 assessment shows
hehas & and he s forgetful.
According to the 1823 dated

resident needs assistance with medications.
Review of the resident's Initiat 1823 dated

shows no documentafion as to whether the
resident needs assistance or needs
adminisiration of medications.

During the iniial interview with the resident on
-at 11,12 a.m., the resident was observed
o be ' glow. He did not seem capable

sof understanding his ... ... use. He was asked

how he received his He stated, "They put
the number of units | need into the fiex pen and |
give myself the shot. They want to make sure |
get the right doge. That's why they do that { get
my I'sugar checked 4 times dally.”

At 11:50 a.m,, the resident was observed
receiving his and . coverage.
Siaff D, an unlicensed staff member, was
observed taking the resident’s glucometer and
holding it to the resident's finger and obtain a
reading of 11§ after the third attempt. She was

observed handing the . __ .- pen 1o the resident,
The residen! was observad not to be able to gial
in his one unit dose of . _.. i coverage. The aide

then pulled the pen close to her side and clicked

| the dial 1o ene unit and handed it to the resident.

The resident was observed to inject himself with

| the dosage given by the aide.
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AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILOING: COMPLETE
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A030 Continued From page 28 A030
;2. Resident#1is 8 { male who moved
! iInte the facility on On admission to the
facility the resident hsd an order for sliding scale
| coverage with I Hewasto
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An Interview was conducted with Staff D on

rat 10:00 a.m. Ste verified she had i
! oblained the residant glucose and that she had B
dialed in the dogage to the pen. She
steted she sometimes had to do that for the
resident. i

Review of the MAR shows the resident self

administers his own There Is no i
documentation of . __ . : being given on the MAR, |
; There is a separate untitied form that shows staff [
| documenting . .__..; coverage and Lantus {
administration. These forms show on severs! |
days the resident missed coveragein . . 1 and ]

Reaview of the forms show no

coverage g’ven atnight for . sugars from !
130-230. The residents sﬂdlng scale reads :
100-180=1 unit, 151-200=3 units, 201-250=5
units, 251-300=7 units,301-350=9 units, i

351-400=11 units. The resident sugar was i
greater than 100 on every ... ... reviewed :
from There was no follow up with a i

medica doctor documented as to why the H
residert was not receiving coverage at the hour H
of sleep.

On

iand ‘the
| resident recaived no Lantus in in the PM a8 !
ordered. There is no documentation in the
resident's record as to why he didnt receive thess
doses of medication

An Interview was conducted with the Resident#1
at12:00 p.m. on He stated, "I've been
taking ... i forten years. | take 4 1 shots
aday.” He was asked what was the dosage of

. . -he tock everyday. He stated, "It depends
uponhowmuch 11 needed.” He was Bsked

AHCA Form 3020-0001
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- howmuch ... he would getif his . . sugar

i was 150. He stated, "'m not sure. | usually hand
the ... .ilo staff and ehe tells me how much |

i need to take. | stick my selfwith a pen and get

i ... They take the machine and get the

i off my finger. They tell me what my

! is and then they diaf In the number on the

; end hand me the syringe, | fesl I need the help

they give me, it's tike a iittle insurance policy to

ma to make sure | get the right dose of

He stated, “I understand the peopla giving me

i ...carenatnurses. ! do not know what kind of
training they have.” He was asked what he

i thought was alow sugar he stated, "I'm not

| sure but the nurses will tell me." He was asked if
he thought the people taking his _____ sugar was
nurses he staled, "They're supposed 1o be." He
was asked If there wag something that caused
him not 1o be able to do his own sugar. He

| stated, "My eyes ara not as good as they use to

i be, Its hard 10 see the s to dialit in.”

sugar

At 1:.00 PM on the Administrator was
: Informed of the surveyor's concern for the
| resident's safety at the facility. The administrator
| was unaware of the extent that his staff was
| administering to the resident, He statad
[ he thought the statf could dial in the =L
. for the residents.

{ 3. Observation of Resident #7 on . atg4s

~am, revealed the resident In her lin
a wheelchair. A fulileg brace from the top of the
resident's laft thigh down to the bottom of her laft
lag was In ptace. During this observation, the
resident was asked if she puts the lag brace on
by herself or if sha receives assistance. She
sisted, "They help me put my brace on my left
leg." She referred to “They” as the CNAs at the

i ALF. She staled, "We don't have a regisiered
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ROSS
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DEFICIENCY)
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{ Continued From page 31

nurse here. My lag brace goes on some
mornings early when | go to breaklast but
otherwise, it's a busy Ihere's a lot of
people around. | wesr my brace in the morning...|
wear the brace most of the day” When asked
how she removes the brace, she stated, "One of
the same psople who Is on duty that hour (in the
evening) removes my brace for me. They also put
my stockings on. Theze are the white slastic
onas (pointing). The same people who help with

: the brace help with my stockings.”

| Observation on at 1148 am, revealed the
| residant wheeling herself toward the dining . _

: ACNAbent down next to her snd adjusted the
strap on her left leg brace.

During an interview on at 1:33 p.m,, with
the same CNA observed adjusting the strap on
the resident's leR leg brace, she stated, "I'm not
sure it 1 can help ber, it would be good to know
butl pot it on, make sure it fits right, there are two
spols near her knee (as indicators for aligning the
brace). She has a diagram bookigt thet she got
when she was in rehab that | use. And then she
fastens it. 1help her with her . __ _ (elastic

| stockings) too.”

[

The CNA explained the resident went out o ER
{Emergency i for 1 and _
While she was there It was determined that she
needed 10 go to rehab. The CNA stated, ‘While
she was there, | guess they found a crack or

in her knee. She (Resident #7) followed
! up with the doctor who determined she
needed a brace.”

Review on 1 of Resident #7's demographic
Information sheet documented the resident was
originally admitted to the tacliity on

A030
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TAG | REGULATORY ORLSC IDENTIFYING INFORMATION) J TAG W ROSS 10 | DATE
| DEFICIENCY,
AOSO’E Continued From page 32 AQ30 ;
 Areview of the most recent 1829 Hesith

. Assassment signed by the physician for the date

j of I documents the resident with

s previous left total knee replacement
and . with et knee strain. Under the "Physicat
or sensory limitations section” of thig agsessment,

j the resident is to wear a "Brace” ta leh leg when

I outaf bed. Her level of assistance reguired for

{ ambulation was not assessed: the section was

: left blank. The section of the sssessment

the level of i the resident

! requires with medication was checked under
"Neeads medication administration.” There Is no
physician's orders for the fication or removal
of the sisstic stockings.

| Review of the "Resident Observation Log" j

i completed by the faciiity staff dated

; documented tha resident "Wasn't feeling wel,

| was seen by an RN that happened to be on the ,

| second floar. She stated the resident wasn't
oriented and was weak. She stated that she
might be or have a more serious
Issus. Suggested she (illegible) send to hospilal.

| PAwas cortacted and he said to send her to

| hospital. Administrator and family was notified "

i

| Review of the facliity's current licensure status

" lists the facliity as 2 "Standard” ficense. The

: facility does not have a limited nursing license. As

; stipulated by Florids statutes, “A facility with a

 fimhted nursing license may provide the following

: nursing services in addition to any nursing service

, permitted under s standard license pursuant to

- Section 429,265, F S.: (k) Caring for casts, f

" braces snd ! !

An Interview was conducted with the |
. Administrator of the facility on .81 2:45 p.m. ]
AHCA F o 3020-0001
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of the wellness center. He ackndwledged the

faciity's "Standsrd” ficensure; however, was not

l aware the CNAs were placing the brace on the

| resident's leg (which is a nursing service) for

| which the facillty did nal hold the praper licensure,
He was nol aware the resident's physician

indicated the resident requirad medication

administration (which ia @ nursing service) and

failed 10 ensure the criterla for continued

residency related to Resident #7 was met.

The facility faitad to ensure the appropriste
nurging service was being provided (o the
| resident related to the application of the left leg
brace. Animproperty fitted leg brace can
tribute to o of
. leg of knee instability, risk of
potential for , improper alignment of
the knee joint and potential loss of adequate
mobility of the left extrermity,

Class t

A 052 5BA-5.0185(3) FAC Medication - Assistance with | A052
Selt-Admin

{3) ASSISTANCE WITH
| SELF-ADMINISTRATION,
i (a) For facilities which provide assistance with
| self-administered medication, either. a nurse; of
an unficensed staff member, who ig st least |
, trained {0 assist with seff-administered
i medicalion In accordance with Rule $8A.5.0191,
| FAC., and able to demonstrate to the
ini the abiiity to y read and
interpret a prescription label, must be avaitable to
assis! residents with seif-administered

with p
428.256,F.8,

in
| described in Section

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIP(E CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING: COMPLEYED
AL11964447 8. WING 03111/2013
NAME OF PROVIDER OR SUFPLIER BTAEET ADDRESS, CITY, STATE, 2iF CODE
N
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(%4]10 SUMMARY STATEMENT OF DEFICIENCIES I w PROVIDER'S PLAN OF CORRECTION I o
PREFIX | (EACH DEFICIENCY MUST BE PRECEOED BY FULL | PREEx IEACH CORRECTIVE ACTION SHOWLDBE | cowsiere
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) A CROSE. ED TO TH( Te | oaTE
| DEFICIENGY) '
A 030 Continued From page 33 A03¢
He confirmed he Is for the igl
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STATEMENT OF X1 JIER/CUA X2} MULTIPLE CONSTRUCTION (X3) CATE SURVEY
AND PLAN OF CDRRECTIOH IDENTIFICATION NUMSGER: A, BUILDING: COMPLETED

AL11964447 A —— 03/11/2013
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CV¥, GYATE, ZIP CODE

ALDERMAN OAKS RETIREMENT CENTE MAfersigudsre

(X410 | SUMMARY STATEMENT OF DEFICIENCIES D 1 PROVIDERS PLAN OF CORRECTION (X5)
PREFIX | (EACK DEFICIENCY MUST BE PRECEQED BY FulLi. PREFIX | (EACK CORRECTIVE N:'nou SHOULD BE coweLETE
TAG REGULATORY GR LSC IDENTIFYING INFORMATION] TAG : TE . OarE

| amcrencn N

i
A0sz! Continued From page 34 A 052 [
|

{b) Assistance with se!t-administration of
medication includes verbaﬂy prompl!ng a testdenl
to take g and
| opening a properly labsled medlcaimn comamer
and providing pssistance as specified in Section

428.256(3), F.S. In order to facliitate assistance

with self-sdministration, staff may prepare and

make available such items as water, Julce, cups,
| @nd spoons. Staff may aiso return unused doses

o the L container. Medi which
! appears to have been contaminaled, 3hall not be

returned to the container,

, {¢) Sta¥f shall obgerve 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
| medicetion is away from the facility and from |
! facllity staff, the following options are avaliable to ;
. enable the resident to take madication as

prescribed:
l 1. The health cara prowdo! may prescribe 8

which coincides with the
[ resident ' s presence in the facility;
| 2. The medication container may be given to the

; resident or & friend or family membar upon

leaving the fecility, with this fact noted in the

tesident ' s medication record; |
i 3. The medication may be transferred to a pili

te the regt

subsectlon {2), and given to the resndent, 3 friend,
of family member upon leavlng the facility, with
this fact noted in the resident’ s medication
record; or
4. Medications may be separately prescribed and
| dispensed in an easier to use form, such as unit
| dose packaging;

{e) Pursuant to Section 426.256(4)(h), F.S., the

term " competent resident " means that the !

ARCA Form 3620-60071
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required and understands the purpose for taking
the medication.
* (f) Pursuant to Section 429.256(4)(i}, F.S., the
s lerms " judgment " and * discretion ¥ mean
| interpreting vital signs and evsiuating or
; assessing a resldent ' s condition,
: {4) Assistance with self-administration doas nat
include:
{a) Mixing, , sonverting, or
_medication doses, except tor
- measuring a prescribed amount of liquid
: medication or breaking a scored tablet or
| crushing s 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
lora .
| (d) Administration of medications by way of a
1 tube Inserted in a cavity of tha body.
{e) Administration of preparations.
(f) trrigations or dabriding agents uged In the
| treatment of a skin condition.

i {g) or _ !preperations.

| (h) Medications ordered by the physician or
heaith care professional with prescriptive
authority to be given * as needed, * unless the

: order is written with specific parameters that
preclude Independent judgment on the part of the

: unlicensed person, and at the request of a
competent rasident.
{) Medications Tor which the time of
sdministration, the amount, the strength of
dosage, the method of administration, or the
reason for ion requlres j or
discretion on the part of the uniicensed person,

This Statute or Ruls s not met ss evidenced by:

FORM APPROVED
Administration
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resident is cognizant of when a medication is
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and falled fo assist the resident with his
medications according to the physicien’s orders,

| The findings include:

1. Qbsarvation on i &t 8:34 a.m., revealed a
CNA pull medications for Resident
#12 out of the ion cart. The medications,
E— 325 mg., 81 mg. chew,
Glimepride 1 mg., 30 mg.,
1 28 mg, (1/2 tab), 20mg., i
CL 10 meq. Rivastigmine 4.5 mg. 128
mg., Torsemide § mg., and Vit - _ 1,000 mg..
; were prepackaged by the pharmacy and Inside a
small plastic container. She then pulled 8 packet
of Prevalite and & container of s out of the
can. The CNA donned a pair of gloves, gathsred
the medications, Prevalite and and
walked info the side kitchen off of the seconda
Roor dining ...

¢
] The CNA retrieved two tall empty glasses and a
water pitcher as well as container of Boast
supplement and walked over to the resident who
was geated at the dining + drinking
coffee. She poured the __._._._ into the top of the
cap and then placed It Into @ tall glass. She then
opened the Prevelite, poured it into the other tall

evaluate Alderman Oaks’
complete medication system,
assess the technique of each staff
providing medication assistance,
and outlining a plan of
cotrection. This same consultant
will teach the Department of
Elder Affairs Assistance with
Self-Administration of
Medication in an Assisted Living
Facility class which all Alderman
Oaks’ staff supervising self-
administration of meds and the
Administrator will take. This
consultant group, Senior Care
Consultant Group, LLC, will also
provide, at minimum, onsite
quarterly consultations. This
agreement is for one year and
will continue until
discontinuation is approved by
the Agency. Random monitoring

Agengy for Mealth Care Administration
STATEMENT OF DEFICIENCIES {X1) PROVIDER/ISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF 9 ON NUMBER . BULDING: ) COMPLETED
AL 11964447 B WING 03/11/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
72 NUE
ALDERMAN OAKS RETIREMENT CENTE FAAv gl
10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION )
PREFIX {EACK DEFICIERCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E ! COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS, TO THE DATE
DEFICIENCY)
A052| Continuad From paga 36 A 052
| Based on observation, the facillly failed to Tag A 052 CORRECTIVE )
properly assist 1 (Resident #12) of  residents ACTION :
| observed who required assistance with |
| self-administration of medications. The Certified Alderman Oaks hes an agreement 1
:‘;ﬁ’;ﬁaﬁ:‘fnﬁ,{c"“) falled ‘°h'§"‘a'“ with ‘:‘f with a Florida Licensed
th Consultant Pharmacist to
i
|

glags and poured water into the Prevalite mixture will be conducted by the ]
and mixed it with a plastic spoon. She placed the . :
Prevalite liquid in front of the resident. She Licensed P harmacns! used by |
poured chocelate Boost into the raixture, Als\erman Osks(heisalsoamed |
mixed it with a spoon and placed it in front of the trainer).
regident. |
AFRCAForm 3020-0007
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DEFICEENCY)
A052. Continued From page 37 | AOSZ

While stirriing the powder medications, she -
explained what she was doing. She then read the
tablet medications off to the resident. Resident

#12 regt d she pour his 1 out of
the package and onto a napkin, Sne honored hig
request; however, removed the + from

the rast of the pills and explained to the resident
that it was baing hald for today. The resldent
then picked the medications up from the aapkin
and began sell administering them,

- The CNA gathered the empty packets, picked up
¢ the water pitcher while observing the resident sell
administer his medications, While he was not yat
finished administering his medications or drinking
the fuid mixtures, she walked away fram the
resident and info the kitchen wear she discarded
the packels, and then walked out of the dining

She removed her gloves and sanitized her hands.
Resident #12 remained in the dining

with the mixiure, Pravallte drink and 2
pifls in front of him,

The CNA failed to remaln with the resident and
observe him take all of his medications

i
' Upon review of the medication label, Medication
Observation Record (MOR) and physician's
orders, the CNA was te give the Pravalite mix
"Before™ the resident's breakfast and abservation
revealed she gave the mixture "After” his
bresktast while he wag finighing his coffee.

; Ciass 1l

A0s3 58A-5.0185(4) FAC Medicalion - Administration ADS3

The Consultant’s training and
complete review of procedures of
staff will be completed by

31, 2013 (a request for this time (//30 i/ 2
frame has been included in the
cover letter accompanying this
response to AHCA tags). We are
trying to schedule this training so
thet it will be completed before
the end of 2013,
Procedural concerns brought up
by AHCA in this survey being
addressed have already been
reviewed with staff and it is
believed that Alderman Onks’
staff currently supervises self~
administration of meds according
to State requirements.

|
|
!
|

ICA Form 3026-0001
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(x4) 1D SUMMARY STATEMENT OF DEFICIENGIES e PROVIDER'S PLAN GF CORRECTION N
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVEACTION SHOULD BE | comPLETE
TAG | REGIRATORY OR LSC IDENTIFYING INFORMATION) TAG CROES-REFERENCEO TO THEAPPROPRIATE | DaTE
| ! DEFICIENCY) |
T - -t ]
A 053 I Conlinued From page 38 A083 | 1
| (4) MEDICATION ADMINISTRATION, 1 !
1 (a) For facilities which provide medication |
administration a staf mernber, who s ficensed to i
I administer medications, must be avalable to
| administer medications in sccordance with a
; health care provider’ s order or prescription tabel. |
1 (b) Unusual reactions or & significant change in

the resident ' s health or behavior shall be
documented In the resident ' s record and
reported immediately (o the resident ' 5 health
<ars provider. The contact with the health care

| provider shall also be documented in the resident
' record.
{c} Medication administration includes the
conducling of any sxamination or testing such as

| glucose tasting or other procedure

| y for the proper admi ion of

i medication that the resident cannot conduct

J himseif and that can be performed by licensed

| staff
1 {d} A facifity which performs clinicat laboratory
tests for residents, including  glucose

testing, must be In complisnce with the federal
|' Clinical Laby Yy Improve tA of
: 1986 (CLIA) and Pan | of Chapter 483, FS A
1 valid copy of the Stats Clinkal Laboratory License
and the CLIA Certificale must be maintalned in
the facllity. A state ficense or CLIA carfificate is
not required If residents perform the test
themselves or If a third party assists residents In
performing the tesl. The facliity is not required to
| malntain a State Clinicel Laborstory License or &
i CLIA Centificats if facility staff assist residents in
f performing clinical laboratory testing with the

residents * own equipment. Information about the
State Clinical Laboratory License and CLIA
] Certificate Is available from the Clinical
| Lavoratory Licensure Unit, Agency for Heaitn
1 Care Administration, 2727 Mahan Drive, Mail
| Stop 32, Tallohassee, FL 32308: telephone B
AHCA Foin 35260
STATE FORM L uPYats ¥ continvation sheet 32 of 78
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DEFICIENCY)
A 053] Continued From page 39 ADS3
(850)467-3109
This Statute or Rule is not met as evidenced by Tag A 053 CORRECTIVE
Based on record review, interview and ACTION
| observation, the facility allowed unficensed staff
to ini 1o 2 (R #1and It is current .
Resident #3) of 3 residents reviewed resulting in l!s ently ‘zld'enna.r‘; Oaks h /
the hospitalization of 1 (Resident #3) resident for PO “’:y 10 not a m_nt_res; .ems who Z/}D/
| hypog and the | i ial danger require med administration as ; 7
for 2 (Residents #1 and #3) residents related to alleged from the 1823 form and !
for kidre fau::?:d ' with a polential the nurse evaluation. One
# B N
Lang oY : ! gentleman currently resides at
Alderman Oaks that surveyors
| The findings include: alleged was being administered
i i Associ - by Alderman Oak’s staff.
; According to the American Association Alderman Osks’ has contracted
; (ADA) is a chronic iliness that N L |
| requires continuing medical care and ongoing f‘?" licensed nurses to administer |
« patient self-management education and support his temporarily by
| lo prevent acule complications and to reduce the direction of the surveyors,
| tisk of long-term complications, ___.ictareis
: 1 and requires multifactorial risk reduction . . -
strategles beyond < conltol” All Assisted L}vxng Restd?m
1823’5 are reviewed and signed
Aresident In an Assisted Living Facility (ALF) who by the Administrator, Very
¢ It i . .
[ 4 :'I‘{: who jaeniad careful attention shall be applied
a 8 N |
able to undarstand the of their to the evaluation of the Doctor on |
i + and be able to make critlcsl judgmants the 1823 concerning the med i
related to its treatment, administration or supervision of [
administration. An
| There are 2 major concerns with the hall be § nd' ly c‘;r‘;cems d |
residents having both acule and long term § 'a e xrpm.e iately addresse:
| effects. th}} the signing Doctor as l
: clarification is often needed, |
| The firat is = 1 (low sugar). A
sugar 60 of Jess is considered |
. Hypoglycemia can be caused by
the resident taking +and not ealing. The
AHCA Form 3020-0007
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PREFIX
TAG
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cuuanTE

A 053! Continused From page 40

of Hypogly if
' mclude tremor, visuel , acute
state, muscie reduced
‘levels of , vegetalive stats,
,and The state caused
l by fow . _ ! sugar levels could lead a resident to
i become and hallucinate. in this state
i the resident wouid be unable to make a concise
1 judgment about care and would be totally
dependent upon & caregiver to obtain medical
assiszanca.

| The second concern with is
! i{high _.__ lsugar).
:  can be caused by & resident not
i getting enough 1 or galing too many simple
sugers.

- According to the American Association,
"Hyperglycamla can be & serious problem if you
don't treat it, 8o It's important 1o treat as $0on as

; you detsct it. If you fail to treat hyperglycemia, a

| condition called Ketoscidosis
jcouldoceur. ... develops when your

| bedy doesnt have enough .. . Without

your body ¢an't use gmcosa for fuel, so
your body bresks down fats to use for energy

| When your body breaks down fals, waste

products called ketones are produced. Your body

cannot lolerate large amounts of ketones and will
fry to get rid of them through the

Unfortunately, the body cannot refease sll the

ketones and they bulld up in your , which

can lead to Ketoacidosis is
and needs i
The fong term effects of . include
. limb amputation, and

| Kdney failure.

A053

: Accarding to the Mayo Clinie, “Your doclor sets

|
I
|
i
i

L
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| Fasting at least eight hours (fasting . .. | sugar
! 1avel) - between 90 and 130 mg/dL. (5 and 7

mmol/L)

Before meais - between 70 and 130 mg/dL (4 and,

7 mmolfL)

One to two hours gfter meals - lower than 180
 mg/dL {10 mmok/L).”

Medication techniclans in an ALF receive 4 hours

of training in assisl id with
; and do not have the knowledge base to make
: judgments In critical care decislon for the !
dependent resident. For a resident to be
appropriate for agsistance with s care they
would have 10 be abls to make all decisions
regarding the care of the _ .. - process.
Medication technicians would be able to bring the
resident their equipment, remind them of the time
medications are due, and record the I sugar
levels obtained by the resident when thay test
themselves. it Is not within the techniclan's scope
of practice toda . . glucose testing, draw up

and make judgments regarding _ . ..

care.

An i pen is a device used 1o draw doses of

. The device has a container of with
a ra-capsble needie on one end and a plunger
! attached to  dlal at the other end. Accurate unit
. doses of ; are obtainad by twisting the dial
to the proper dosage and drawing the plunger of
the per. The neadle s then injected

and the plunger is pushed to

injectthe dose of . ... ; dialed into the pen. It is
& device uged fo simplify the drawing up of i
into @ syringe.

1. Resident#3isa | fernale who
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your target .. . . | sugar range. For many people
who have , target levels are:
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moved into the facility on _ Review of the
abservation log notes on ;the Licensed

Practitioner Nurse (LPN) working for the facility at
j the time noted, "Resident arrived at 1 AM with
husband to community. Resident alert with
satall times.”

An interview was conducted with the

i Administrator on 3/11/12 at 11:00 a.m. Ha stated
there had been an LPN working at the facility as a

l supsrvisor of healtheare. According to the

|
i
|
I

administrator there hag not bean a nurse on staff :
{ at the facilty for two 1a three months.

' During an interview with Staff B at 10:452m on
. she stated the LPN had not worked at
[ the lacxlry since . of2012.

H

!

: Review of the resident's Form1823 (resident ;
| healih assessment) dated 6/4/12 shows the |
|

|

i

! medical doctor wanted the resident to have her
i i . Admini of
medications is performed by licensed persons
(such as RN or LPN). The doctor documented on
the form the resident suffers from memory loss.

1 On . . ._aCerificd Nursing Assistant (CNA)
! noted in the resident observalion log, "Staff !
communicated to Dr. XX as to whether he wishad

| resident to perform glucose
I level] as she Is on iand 2 ‘
i At of PMno r v |
The rasident had an order for Lantus i 36
units avery am and 20 units every PM. She was
i recelving this dossge viaan pen injector.

' There was no order from a medical doctor found
in the resident's record for the resident to

 self-administer . ... Review of the facilties |

: forms indicate a Medication Administration

{ |
ARCR Form 36205001
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Continued From page 43

Record (MAR) for of 2012 shows
befors meals twice daily, once before
breakfast and supper. The times written on the
MAR show 8:00 a,m. and 5:00 p.m. when the
i werg oblained The documentation
inthemonthof  “beginsen _ . On
separate sheets of untitied paper the facliity
-} dings 2 to 3 times
dally fom _ _ On no order for
... could be found in the resident’s

chart,

Review of the medical record showed a Fax
sheet dated , Iig pddressed to 8
Physicien's Assistant and reads, "We need an
updated 1823 for Reaident #3. Our filgs show her.
old doctor checked the box “Needs Medication

ini ", We assist Resident #3 with
self-administration.” On the battom of the fax s
written, “This Is important as medlcation
administration is skilled nursing.” Tha fax has the
name of Staff €, a CNA on staff listed as a
contac! person, The resident had @ 1823 dated

fillad out by the PA. The form shows the

resident can have assistance with seff
adminitrationof medications.

An interview was conducted with the PA by phone

fon i gt 3:00 p.m. He stated he feit

18t was assisting with
.. . and assisting the resident with their
pens. He was not aware the facility did not
have a nurse on staff to assist the resident with
her . He ststed, “We never heard anything
from them (the ALF) 80 we assumed they were
able to provide the care.”

The resident was observed in her .. . : her
san on ;at1:15 p.m. She was observed to
have @ condition in her right eye that caused

A053
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excessive tearing and redness. Her bottom right
eyelid was observed to droop downward, She
was observed to be pleasant but slightly

... She was unable to answer some
} questions without the assistance of her son. She
 was also observed to be frail and siow {0 move.
i

During an Interview with the resident at that time

: she was asked If she knew what medications she
was taking. She stated she was not aware what
she was taking. She stated, “They hand them to
me they don't tell me what they are.” The
resident was asked about receiving . .__
Injections. She stated, "They (Staff) make the ¢
adjustment about how many units | can take and | .
do the injection. !

An Interview was conducted with Staff A on : !
at 9:21 5,m. She stated she sometimes would

1 have to dial In the smount of  _ + the resident
| was receiving.

? An interview was conducted with Staff D at 10:00

‘am on .. She siated she would sometimes
diafin . ___:doses for the resident.

On . an observation note reads, “Sugar §2
in AM apple sauce with banana. Ordered
breakfast tray for am need tc eat fesls by
lunch. § PM staff assisted her to dinner.” There
is no documentation as to who wrote the note in
the log. The note, by iis content and style of
writing, shows an untrained person wrote i
Review of the facility's docurnentation of :
administration shows the resident received 36

i

i
units of Lantus witha __1sugarcf52. ;
There Is no documentation the 1was heid or ]
the medical doctor was niotified before giving this }

_ Iresident |

i

;
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On : an ungighed note reads, "Very
agltated and refused to come to supper,” The
facilities docurnentation of administration

shows the resident refused to have her K
sugar tested and she was given 20 units of
Lantus

On _ 80 ocbsesvalion note writter: by an

LPN on steff with the facility a that time reads,

". ... 1sugar 48 at PM. Orange juice and banana

given to increase _.__ | sugar level. 5:20 PM

Jsugar 98... Statf re-educated to monitor all

reszdent 's meals clusely 1o prevent

; event Staft understood teachings.” There is no

; documentation the resident’s madical doclor was

: ever notified. The MAR shows the resident

i received 20 units of Lantus . 218:00p.m. on

j the nightof .. _ There is no documentation a

H _ sugar was obtalned before admnms!er!ng

;!e ication, An pted nursing of
practice would be to obtain a sugar befors

sdministering that amount of 1to a resident

with known

On . __. _the observation note reads, 'Very
L o...Jen3-11 iate 20% of dinner.” There
is no further documentation on

On , the cbservation record reads,
“Regident #3 wanderad into another resident's

On the observation record reads,
“Resident i all night long and very
agitated. Resident #3 thought it was morning and
wanted breakfast for supper even afler med staff
explained the time and meal.”

on Staff B documents in the observation
record, "Resident seen by psych nursing. Nurse
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| sdvised that tesidents . i are probsbly
i due to and that her is caused
by low '

. Review of the facllities documentation of
administration forms shows the resident had &

! glucose leve! of 58 on The form
shows she was given orange julce. Thers Is no
documentation of the ow sugarin the
observation record.

An interview was conductad with Staff B on
3/8/13 8t 10.:00 a.m., she stated she was the one
who obtalned the resident’s glucoss that
maorning. She stated she did not recheck the

1 or notity the medical doctor before giving
the resident 36 units of Lantus,

On - the unsigned observalion note for the f
7-3 shift reads, "Psych nurss was advised of i
. resident's episodes of staff to i
encourage fluids.” !
i
i

On the observation note reads, *(7-3)

+ Resideni complsined of loose stools. Resident
did not eat breakfast/lunch Resident's

sugar 58, Staff educated resident to drink fiuids.”

On the observation note reads, "(3.11)
Rasident sugar remsins at 58... e
refuses to eat/drink. Resident very Sent
remden! out lo Sarasota Memoria! Huspna per

The facility's documentation of ..__
administration shows the resident was given 38
units of Lantus on witha = . |sugarof
58. The resident had not eaten breakfast and
had

i
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The resident was hospitalized st 4:54 p.m. on
. and spent the night in the hospital with

An interview was conducted with Resident#3 at
11.00 am. on . She was asked how much
H she takes everyday, She stated, | take 33
units In the morning and 20 units at night. She
was asked If sha remearmbered golng 1o the
hospital In She stated she did not
remsmber. She was asked what happanad in the
morning when you get your ghe siated the
statf takes my sugar and they dial in the
and [ inject it. She was ssked if she had a
low sugar who would make the decision not
itotake $he stated, "The nurses [ guess.”
She was asked If the staff tall her what her
sugar ig when they take It In the morning and
night. She stated, "They don't tell me what my
_.__lsugarls. They give me the iandf
injact what they give me.”

The medical doclor who treated the resident on
H _i i5 the same medical doctor who signed her
11823 assessment on stating the resident
; needed her medications administered (by skilled
staff) The medical doctor's note on discharge
from the hospital reads, "At the time of
emergency transport her } sugar was §5 and
she was given a half amp of D50. On arrival in
: the emergency | after some evaivation
| her ____suger was noted to be 68, Given her
-1 recornmend thal she heve

medicanon assistance at the ALF ... Given the
felative danger of versus

o | recommend we decrease Lantus
to 10 units evary 12 hours and monitor.”

" An Intarview was conductad with the Medical
i Daoctor vis telephone on 3/8/13 at 1:15 p.m. He

A 053
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stated he would want the facility to call him for a

I sugar of 40 or below, He stated he want
the resident to eat food if the ___ ' sugar was
balow 80 before she had her Lantus injection. He
staled his major concern was he thought because
of the residents declining mental status and
eyesight she could no longer administer her own
medication. He stated, "I toid the social worker at
Sarasote Memorial Hospitai twice she {Resident
#3) could not self administer her own
 medications.” The doctor was told of the situation
of a medication technician giving 36 units of
Lantus to the resident when her sugar was
58 with the residenl not having eaten. He stated,
"That is an igsue."

An interview was conducted with the ALF
Adminigtratoron . . st 1:30 p.m. He was told
of the concern for the resident being hospitalized
due to hypogiycemia and the continued safety of
the resident being in the facility. He staled he
was not aware of the issue of madication
tochnicians giving .. 1 to the resldents. He
was not aware of Resident #3 being sent to the
hospital with hypoglycemia on 272113, He stated
he fett as long as the residents were able to give
{hemselves the injection it was ck. He stated his
understanding was staff could dial in the

for the residents with i pens

fn an Interview with the Administrator at 5:30 p.m,
on . he staled he had obtalned a nurse to
sdminigter . __ i to the resident on a dsily basis.
He slated thig would continue until the resident
was placed in another facility.

On > al 11:00 a.m., an interview was
conducted with the Home Health Reglstersd
Nurse (RN) hired by the factity to svaluate the
resident. She stated the resident is not

A Q53
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appropriate for the ALF. She stated the resident
is not able 1o care for her She stated she
1 had interviewed all the staff In the facility and
| none of them knew thelr imitations and roles with
N regard to. . __

2. Resident #1is a | male who moved
| into tha facility on On admission to the
! facility the resident had an order for siid| ng scale
_ ... . Coverage with He was to
have coverage before meals and st the hour of
sleep.

Review of the resident’s 1823 assessment shows
he hes a ' .and he is forgethil,
According to the 1823, dated the
resident needs assiglance with medications.
Review of the resident's initial 1823 dated 3/2/11
shows no documentation as to whether the
resident needs sssistance or needs
administration of medications

During the initial interview with the resident on
.8t 11:12 a.m,, the resident was observed

‘ slow. He did not seem capable
of understanding his use. He was asked
how he received his . He stated, "They put
the number of units | need into the flex pen and |
give myself the shot. They want to make sure |
get the right dose. That's why they do that | get
my ___Jsugar checked 4 imes daily.”

to be

AL11:50 am., the resident was observed

: recalving his . rand ... _. :coverege.

I Staff D, an unlicensed staff member, was
observed taking the resident's glucometer and
holding it to the resident's finger and obtain a
reading of 115 after the third attempt. She was
abserved handing the pen to the resident.
The resident was cbserved not to be abls to dial

ACS3
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Continued From page 50 A053

in his one unit dose of

coverage. The aide

then pulled the pen close 1o her side and clicked
the dial to one unit and handed It to the resigent.
The resident was observed to inject himself with
the dosage given by the alde.

An interview was conducted with Staff D on
S8t 10:00 am. She verified she had
obtained the resident giucose and that she hed
disled inthe 1 dosage to the pen. She
stated she sometimes had to do that for the

regident

Review of the MAR shows the resident seif

administers his own There is no

documentation of 1 being given on the MAR.

There is & separaie untitied form that shows staff

documenting ; coverage and Lantus

adminigtration. These forms show on seversl

| days the residant missed coverage in s and

i . Review of the forms show no

: coverage given at night for sugars from

1 130-230. The residents sliding scale reads

! 100-150=1 unit, 151-200=3 units, 201-250=5
units, 251-300=7 unitg, 301-350=9 units,
351-400=11 unils. The resident sugar was

; greater than 100 on every reviewed
from . . There was no foliew up with a
medical doctor documented as to why the

, resident wag not receiving coverage at the hour

of sleep.

On . .
i . tand i the
! resident received no Lantus in in the PM as
| ordered. There is no documentstion in the
| resident's record as to why he didn't recelve these
i doses of medication.

i
| An intarview was conducted with the Resident#1 |
RFCA Forrm 35355567
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A 053, Continued From page 51 AQ83
i at 12:00 p.m. on He stated, "I've been

aday" He was asked what was the dcsage of
+ he took everyday. He steted, “it depends
upen how mich I needed.” He was ashed h
how much ... 1he would getif his . . | sugar
was 150, He stated, "I'm not sure, | ususlly hand
the ____to stalf and she tells me how much |
| need 1o take. Istick my self with a pen and get
They take the machine and get the !
{ off my finger. They tef me what my sugar
! i3 and then they dial in the number on the
: and hand me the syringe. | feel | need the help
i they give me, It's fike a litle insurance pollcy !o
. me to make sure | pet the right dose of
" He stated, "l unde'stand the people giving me
i + are not nurses. | do not know what kind of
‘ {raining they have.” He was asked what he
lhougm was a low I sugar ha stated, “I'm not
! sure but the nurses will tell me." He was asked if
i he thought the people taking his .. . | sugar was
nurges he slated, "They're supposed to be" He
was asked If there was sormething that caused
him not to be able to do his own isugar. He
stated, "My syes are not as good as they use to
be, ft's hard to see the s to diaf itin”

l taking .. :fortenyears. ltoke4 .. shots
|

At 1:00 p.m. on , the Administrator was
informed of the surveyors concern for the
resident’s safety at the facility. The Administrator
was unaware of the extent that his steff was
administering 1 to the resident. He stated
he thought the staff could dialin the 1 pen
for the residents.

Clags |

A 0541 58A-5.0185(5) FAC Medication - Records A0B4
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FORM APPROVED

BYATEMENT OF DEFICIENCIES 0} PROVIOER/BLFPIERIGLIA 12 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ANU PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11964447 8. WING - 03/14/2013
NAME OF PROVIDER OR SUPPLIER STREET AGDRESS, CITY, STATE. ZIF CODE
7
ALDERMAN OAKS RETIREMENT CENTE [ rete i
D SUMMARY STATEMENT OF DEFICIENCIES w | PROVIDER'S PLAN OF CORRECTION (xty
PREPIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX (EACH CORRECTHVE ACTION SHOWLD 86 COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) ™o RO REPERENCED T0 THE APPROPRATE oaTE
DEFICIENCY)
A0541 Continued From page 52 A054
(5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed under subsection (2), the facllity shall Tag A 054 CORRECTIVE
! keep either the original labeled medication ACTION
container, or 3 medication listing with the
e eating oharmac. e neski com provir s s detailed in Tag A052 ‘
. name, the resident ' s name, the date dispensed, Alderman Oaks has an agreement |
the name and strength of the drug, and the with a State Licensed Pharmacist i /
directions for use. Consultant to frain all staffwho |5 /3///3
(b) The facllity shall majntain 2 daily medication supervise the self-administration )
1 4 hi ..
Evfservatlon ecord (t\:&R) fs each resndent w o of medications and the
of megi on. AMOR Administrator to be trained inall |
must include the name of the resigent and ary med procedures for Assisted !
i known :the resident may have: the name Living Facilities. This training ;
of the resident ' s health care provider, the health Sy ..
care provider ' s telephone number; the name, will include all _n?edncanon' !
sirength, and directions for use of each regords, In addition the trainer
medication; and a chart for recording each time will observe each staff member
l“? me!dfaii:;’eis ta:ﬁen;‘any missed ?533985. as they perform their med duties.
refusals ta medication as prescribed, or " ‘s )
medication errors. The MOR must be After the ongma] treining the |
immediately updated each time the medication is consultant will check the records |
: offerad or administered. and procedures quarterly for at
{¢) For memcagoqgty whricrltl sarve as(cheg‘ic?l least a year pending AHCA’s |
 the facility shall, pursuant to Section satisfactis P i
428.41, F.S., maintain & record of the prescribing il be t onARang%m monitoring |
physician ' s annual evaluation of the use of the Wwill be conducted by the i
medication Licensed Pharmacist used by
This's R . ’ Alderman Oaks (he is also a med I
s Statute or Rule is not mat as evidenced by: : : ;
Besed on record review and interview the faciiity tramex!' and W{ll 'be taku}gnthe . :
failed to keep accurate records for 2 [Residents consultant training as well). This
#1 ond #3) of 11 residents reviewed, re-training will be completed by
. 2013 per Tag A 052,
The findings include:
i
1, Resident#1isa i male who moved ,
into the facility on On admission fo the :
BHCA Form 3046-6001
STATE FORM an UPY41y # conlipustion sneet 33 af 7§
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RN s wevis
FORM APPROVED
ency for Health Care Administration
STAYEMENT OF DEFICIENCIES {X1} PROVIDERISUPPLIERICLIA {X2) MULTIFLE CONSTRUGTION (X2} OATE SURVEY
ANQ PLAN OF 10BN NUMBER: A, BUILDING: COMPLETED

AL11964447 B WING 0311412013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, LITY, STATE, ZIP CODE

ALDERMAN QAKS RETIREMENT CENTE ;ﬂ:gggﬁ”;tvfsgs

X&) 1D - SUMMARY STATEMENT OF DEFICIENCIES 0 ! PQOVIDERS PLAN OF CDRREC“ON (283
PREFIX | {EACH DEFICIENCY MUST 8E PRECEDED BY FULL FREFIX H CORRECTIVE ACTION SHOULD B COMPLETR
TAG REGMATORY GR LEC IDENTIFYING INFORMATION; TAG caoss-ksreasucap TO THE. APFROPRIATE OATE

H DEFICIENCY) i

i
A084 l Continued From page 53 A0S

| (acmry the resident had an order for sliding scale
coverage with i He was to
have coverage before meals and at the hour of
sisap.

Review of the residert's 1823 assessment shows i
hehasa _ «__._:and he is Torgetful.

i According to the 1823, dated . the
resident needs assistance with medications
Review of the resident's initial 1823 dated 3/2/11

| shows no documentation as to whether the

+ resident needs assistance of needs

administration of medications.

The resi

Madication Administration Record {MAR). On the
MAR unlicensed staff are signing they are
administering the resident’s medications.

Review of the MAR shows the resident self
adrministers his own . There is no
documentation of being given on the MAR,
There is a ¢eparate untitied form that shows staft
documenting coverage and Lantus
administration, These forms show on several
days the resident missed coverage in and

. Review of the forms ghow no
coverage given al night for i gugars from
130-230. The residents sliding scale reads
100-160=1 unit, 161-200=3 units, 201-250=5
units, 261-300=7 unlts, 301-350=9 units,
351-400=11 units. The resident sugar was
greater than 100 on every | reviewed

There was no foilow up with &

medical doctor documented as to why the
resident was not racelving coverage at the hour
of sleap.

On s . .
11728112, 1200112, _ - @nd 130713 the

AHCA Form 3020-0001
STATE FORM s UPYan It continystion sheet 54 of 19
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PRINTED: 33/18/2013

FORM APPROVED

OF 1ES 9} PRO JERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ABND FLAN OF CORRECTION IBENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11984447 B. MING g

NAME OF PROVIDER OR SUPPLIER
ALDERMAN OAKS RETIREMENT CENTE

STREET AODRESS, LITY, STATE, 2IP CODE

727 HUDSON AVENUE
SARASOTA, FL 34236

Xyt SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE FRECEDED BY FULL
AG | REGULATORY OR LSC IDENTIFYING INFORMATION)

|

o
PREFIX
YAG

PROVIOER'S PLAN OF CORRECTION
(EACH CORRECTIVEACTION SHOULD BE
CROSS-REFERENCEQD TO THE APPROPRIATE

Yy

x5
commETe
DATE

A084] Conlinuad From pags 54

resident received no Lantus in in the PM as

ordered. There is no documentalion in the

resident’s record as to why he didn't receive these
: doses of medication.

12 Resident #3isa i female who
moved into the faciiity on
i Review of the resident's Form1823 (resident
[ health agsessment) dated . shows the
| medicat doctor wanted the resident to have her
i i ion of

medications is performed by licensed parsons
(such as RN or LPN). The doctor documented on
the form the resident suffers from memory loss.

,
| The resident had an order for Lantus . | 36
l unils every am and 20 units every PM. She was
| recalving this dosage via an insulln pen injector.
* There was no order from a medical doctor found
! in the resident's record for the resident to
self-administer Review of the facliiies
i forms indicate a Medication administration record
! for af 2012 shows - before
| meals twice dally, once before breakfast and
supper. The times written on the MAR show 8:00
I a.m. and 5:00 p.m. when the . owere
obtained. The decumentation in the month of
. beginson . _ _. Revigw of MAR's from
_ e - ghow ro documentation on the
{ MAR of ordered. On separate sheels
; of unlitied paper the facliity documented
readings 2 to 3 times daily from
-. On 21 times the resident received
Lantus insulln there was no documentation of an
noted. On ne order for
s could be found in the resident’s

chart.

| An intarview was conducted with Staff B on

ACS4

AMCA Form 3020-0001
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Agency for Mealth Care Administration
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

FRIN T U DU 13

FORM APPROVED

X1) PROVIDER/SUPPLIER/CUA
IDENTIFICATION NUMBER:

AL 11884447

B, WING

£2) MULTIPLE CONSTRUCTION
A BUILDING:

X3) DATE SURVEY
COMPLETED

0314412013

NAME OF PROVIDER OR SUPPLIER
ALDERMAN OAKS RETIREMENT CENTE

STREET AGORESS, CITY, STATE. 2iP CODE

727 HUDSON AVENVE
SARASOTA, FL 34236

(X4} 1D
PREFIX
ThRG

SUMMARY STATEMENT OF OEFICIENCIER
{ERCH DEFICIENCY MUST BE PRECEOED BY FULL
REGULATORY OR L SC IDENTIFYING INFORMATION)

10
PREFIX
TAG

'

FROVIDER 8 P LAN of coRREcnoN X8
{EACH
CROSS-REFERENCEO TO T;E AFPHOPRIAW

ULD 88 coupLEre
DATE

A054

A 056

AHCAForert

Continued from page 55

4@t 10:00 a.m. She verified there was no
order for in the medical record.

At 11:20 am. on $Staff B showed an ordar
that had been faxed on i for
twice dally.

-In an interview with the Administralor on at

5:00 p.m., he verified there was no order for the

_ resident 1o seff-administer medications.

Class Il

58A-5.0185(7) FAC Medication - Labeling and
Orders

{7) MEDICATION LABELING AND ORDERS

(@) Ne prescription drug shall be keptor

d by the facility, i

with self-adminjstration of medlcauon unless itis

properly labeled and dispensed in sccordance
with Chapters 465 and 489, F.$,, and Rule
64B16-28,108, F.A.C. If g customized patient
medication package is prepared for a resident,
and separated into individuel medicingl drug

Y then the K i must be
recorded on each Individual contalner:
1. The resident ' s name; and
2. ldentification of each medicinal drug product in
the container.
{b) Except with respect to the use of pill
organizers as described in subsection (2), no
person olher than g pharmacist may transfer
medicatlons from one storage contalner to
anather,

| (€} If the directions for use are " as needed " of
' " as directed, ™ the heatth care provider shall be
i contacted and requested o provide revised

instructions. For an " as needed" prescription,
tha circumstances under which it would be

A 054

A D56

0001

STATE FORM

UPYan

it cominuabion sheet 86 of 79
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FORM APPROVED
Aaency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING: COMPLETED
AL11964447 8. WiNG 03/4412013
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, 2P CODE
727 HUDSON AVENUE
ALDERMAN OAKS RETIREMENT CENTE SARASOTA, Fi. 34238
(X410 SUMMARY STATEMENY OF DEFICIENCIES ] PROV&DERB PLAN OF CORRECTION 48}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE LOMPLETE
TAG REGULATORY OR LST IDENTIFYING INEORMATION) TAG CROS&REfERENCED TO THE AFPROPRIATE. DATE
NCY}
A 056! Continued From page 56 A058
i appropr!ate for the resident to request the
anda ny limitations shall be fi '

| for exarnple, ™ as needed for pain, not to exceed

: 4 tablets per day. " The revised instructions,
including the date they were obtained from the
health care provider and the sxgna:ure of the staff

| who obtained them, shall be noted in the
medication record, of a revised label shall be
obtaingd from the pharmacist.
{d) Any change in directions for use of a
medication for whtch the facd ty Is providing

I with of

| administering r must be

|

by a written madication order issued and s igned
by the resident’ ¢ health care provider, or 8 faxed

| copy of such order. The new directions shall
promptly be recorded in the resident' s
medication observation record. The facliity may

; then place an " alent ™ label on the medication

] container which directs staff 1o examine the )

\ revised directions for use in the MOR, or obtain a i
reviged label from the pharmacist.
{e) A nurse may lake a medication order by

! telephone. Such order must ba promptly

¢ documented In the resident * s medication

- ebservation record. The facility must obtaln a

; written medication order from the health care
provider within 10 working days. A faxed copy of
a signed order Is acceptable.

1 {f) The facility shall make avery reasonable efiont
| 10 ensure that prescriptions for resmems who
| receive with self. of
| medication of medicalion a¢ministration are filled
or refilled in @ timely manner,

| (g) Pursuant o Section 465.0276(5), F.S., and

; Rule 84F-12.008, F.AC., sample or
complimentary presc:iphcn drugs that are

I dispensed by & heafth care provider, must be
, kept in their original meoufacturer ' s pa:kaglng

| which shall also inciude the practitioner ' s name,

AHCA Form 30¢0-6001
STATE FORM

or upYan I continuation sheet 57 of 79
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FORM APPROVED

Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CUIA (X2} MULTIPLE CONSTRLCTION (X2) DATE SURVEY
AND PLAN OF CORRECTION 1DENTIFICATION NUMBER: A BULBING: COMPLETED
AL11864447 BWNG 031142013
NAME OF PROVIDER OR SUPPLIER STREET AQDRESS, CITY. §TATE, ZIF CODE
T2TH N AVENUE
ALDERMAN OAKS RETIREMENT CENTE smugg?: ;t 35‘2[;‘
g0 | SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION x5y
PAEFX | (EACH DEFICIENCY MUST 9§ PRECEDED BY FULL PREFIK (EACH CORRECTIVE ACTION SHOULD 8E CoMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS REFEAENCED ’3 g;wwaomne vATE
A 056 | Continued From page 57 A QS8
" the resident* 8 name for whom they were
dispensed, and the date they were dispensead. if
the sample or complimentery prescription drugs
are not dispensed in the manufaclurer ‘ s labeled
package, they shall be kept in a container that
bears a label containing the following:
} 4. Practitioner ' ¢ name;
| 2. Resident” s name,
: 3. Date dispensed; !
4, Name and strength of the drug;
5. Directions for use; and
6. Expiration date.
(h) Pursuant fo Section 485.0276(2)(c}, F.S.,
before dispensing any sample of complimentary
prescription drug, the resident ' s health care
provider shall provide the resident with a written
prescription, or a fax copy of such order.
, Tag A 056 CORRECTIVE
This Statute or Rule ia not me{ a8 svidenced by: ACTION
Based on observation, review of physician's
orders and interview with the pharmacist, the All medication labeli
facliity falied to ensure medication were rocedures will b lgég angdorder
accurately labeled for the correct use of the p s will be addressed by %(// /3
medicatian for 3 (Residents #14, #13, and #12) of the State Licensed Pharmacist
5 iswed during self. Consultant. Random monitoring
medications. will be conducted by the
The findings include: Licensed Pharmamsf used by
Alderman Oaks (he is also a med
1. Observation on at 8:00 a.m., revealed trainer). After the original
the Certified Nursing Assistant (CNA) prepaflng o training the consultant will check
| assist Resi #14 with self of her
! medication. Observation reveated _ 600 the records and procedures
 wiD" on the label of the madication the resident quarterly for at least a year
. waz p thlc:htai;:o g?'c&n e ) of the pending AHCA’s satisfaction,
medication with the edication This training will
Observation Record), the MOR showed by g20 13 be c?rmpleted
B00/400 D as the strength of the medication : per Tag A 052.
The label of the did not match the MOR.
HCA Farm 3020-0051
TATE FORM b UPY41s 1f sonmnuation ghbet 56 of 79
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Agency for Health Care Administration

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/ICLIA

{X2) MULTIPLE CONSTRUCTION

{X3) DATE BURVEY

ACS8: Conlinued From page 58

|

| Review of the physician's orders and inferview

1 with the pharmacist on s at 10:07 am,

{ confirmed the resident was 1o receive '

. ' D and the label did not match what was

ordered. The pharmacist stated she would make
the correction.

2. Observation on 8t 9:27 a.m,, reveated
the CNA preparing to assist Resldent

#13 with sell of her .

Observation of the label revealed 200

mg. take 1 tablet by mouth in the morning.
However, upen reconciliation of the MOR 1o the
label, the MOR showed 1200 mg. take 1
tablet once & day.

Interview with the pharmacist on at10:08
2.m., revesied her most recent order by the
physiclan forthe date of . _reveal

200 mg. take 1 tablet once a day.

The isbel did not match what the physician's
orders or MOR Indicated for directions for use.

3, Observation on _ at 8:34 a.m, revesled
the CNA preparing to assist Resident
#12 with self of hig k

Observation of the label of the madication
revealed Glimepride 1 mg. by mouth "Before
breakiast.” Upon reconciliation with the MOR, the
MOR showed the resident to recelve Glimspride

1 mg. take 1 tab by mouth "Once daify."

Review of the physician's orders for the
medication revealed Glimepride 1 mg. tab po
AC-before breakfast give with food,

During an interview with the pharmacist on
at 10:10 am,, she confirmed the most recent

AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING: COMPLETED
AL11964447 BWNG 0311112013
NAME OF PROVIDER OR SUPPUER STREET ADDREES, CITY, §TATE, 2P COCE
ALDERMAN DAKS RETIREMENT CENTE e
xepio | SUMMARY STATEMENT OF DEFICIENCIES ) 1 PROVIOER'S PLAN OF CORRECTION N X5
FPREFX (EACH DEFICIENCY MUST BE PRECEDED BY FuLL PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETE
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAYE
QEFICIENCY) |
A058 i
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FORM APPROVED
Agency for Health Care Administration

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CUA (X2} MULTIPLE CONBTRUCTION (X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11964447 8. WiNG 031412013
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, BTATE, ZIP CODE
ALDERMAN OAKS RETIREMENT CENTE S b N Ve
X4 1D : SUMMARY STATEMENT OF DEFICIENCIES i H PROVIDER'S PLAN OF CORRECTION i X8y
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FuLL PREFIX (EACH CORRECTIVE ACTION 8MOULD 8E CORPLETE
TAG REGUATORY OR LEC IDENTIFYING INFORMATION | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A058| Continued From page 59 A056

ordar she has an file dated 2/4/13 indicates
"Glimepride, take 11ab by mouth once a day.”
The label did not match the physiclan's crders or
the MOR. ]

Further review of tha resident’s madication

revealed the iabel of ... 1CL10meq

- ghowed it was to ba given "By mouth three times

_ dally"; however, the MOR showed it was to be
given three fimes daily, "Do not crush.” Review of

tha physicisn's orders confirmed the medication

was to be given three times daily, "Do not crush.”

The label falled to match with the physician's

orders and MOR,

Ciass 11

A 077 58A-5.019(1) FAC Stalfing Standards - AD77
Administrators

Staffing Standarde.
1 (1) ADMINISTRATORS. Every facifity shsll be
j under the supervision of an adminiatrator who i |s
for the and mair
the facliily inciuding the management of sil staﬁ
and the provision of adequate care (o all
residents as required by Part | of Chapter 429,
F.S., and this rule chapter.
{a) The edministrators shail;
1. Be gl least
2. it empioysd on or after , 1980, have
a high school diploma or general equivalency
diploma (G.E.D.), or have been an operator or
i adminigtrator of 3 licensed assisted fiving facility
Lin the State of Florlda for at least one of the past
i 3years in which the facility has met minimum
X on or sfter
1985, must heve £ mgh school
diploma or G.E.D;
A Bein compliance with Level 2 background
AHCAForm 30200001

STATE FORM Al upYant I eontinuation shest 60 of 73
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FORM APPROVED

Agency for Health Care Administration
STATEMENT OF DEFICIENCIES X3} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {13 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED

AL11964447 B WING e 031172013
NAME OF PROVIDER OR SUPPLIER STREET ADDAESS, CiTY, STATE, ZIP CODE

ALDERMAN OAKS RETIREMENT CENTE Jaason e

{Xa3 10 EUMMARY STATEMENT OF DEF'CiENclis 3 PROVIGER'S PLAN OF CGRRECTION A8}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY PREFIX “(BACH CORRECTIVE ACTION SHOULD BE ! COMPLETE
4G NEGULATORY GR LSC IDENTIFYING IFGRIATION) e CROSS-REFERENCED 70 THE APPROPRIATE | OATE
DEFICIENCY) ;

A077 Continued From page 60 A077

| screening standards pursuant to Section
429.174,F.S.; and

4. Complete the core training requirament
pursuant {0 Rule 58A-5.0191, FA.C.

{b) Administrators may supervise a maximum of
either three assisted living facilities or &
comblnalion of housing and health care faclities
of agencies on a single campus. However,
administrators who supervise mare than one ! .
facility shail appaint in writing a separate
manager " for each facility who must:

1. Be at least and

2. Compiate the core training requirement
pursusnt to Rule §8A-6.0181, FAC.

(c) Pursuant to Sectlon 429,178, F.S., facliity
owners ghall notify both the Agency Field Office

: and Agency Central Office within ten (10} days of
a change in a facllity administrator on the

; Notification of Change of Administrator, AMCA
Faorm 3180-1006, 2008, which is
incorporated by reference and may be obtained
from the Agency Central Office. The Agency
Central Office shall conduct a background
screening on the new administrator in

: gecardance with Section 429.174, F.S., and Rule
l 58A-5.014, F.AC,

This Statute or Rule is not met as evidenced by:
Based on recond review, interview and |
cbgervation, the ini aliowed unii
staff to administer __ . to 2 (Residents #1 and
#3) of 3 residents reviewed resulting in the
i hospnsnzatlon of 1 (Resident #3) resident for
la and the tential danger
! for 2 (Reslden!s #1 and #3) residents related 1o
i hypoglycemia snd with g potential

AHCA Form 30200601
STATE FORM bl uPY4Tt It continyation gheet 61 of 79
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FORM APPROVED
Agency for Health Care Administration

STATEMENT OF OEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION HIENTIFICATION NUMBER' », BUILDING: COMPLETED
AL11964447 8. WING 031412013
NAME OF PROVIDER OR SUPPLIER STREET AODRESS. CITY, STATE, 2P CODE
ALDERMAN OAKS RETIREMENT CENTE JELHIngoN AvenLE
(K4} 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX ; (EACH DEFICIENCY MUST 8€ PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
{ DEFICIENCY) ;
AQ77: Continued From page 61 AQ77
j for Kidney feiure, » e Tag A 077 CORRECTIVE
; ACTION
1 The findings includs:
1 Resident #3155 52 S The Administrator has just
. Resident #3 is a 82 year old female who reviewed all Flori :
moved Into the facility on . . The resident is Living L Il F;x;x{da Assisted
dependent and takes Lanlus twice g Law and Rules ~
daily. concemning 58A-5.0181 (4) FAC & 3///3
Admissions - Continued
. ants . : ..
Review of the resident's Form1823 (rasident Residency. The Administrator -
haeglth assesament) dated shows the respects AHCA )
medical doctor wanted the resident to have her pects AHCA surveyor and
medi bl " Admini of Supervisor interpretations of what
medications is,performed by licensed persons constitutes administration of
(such as RN ¢r LPN). The doctor documented on The Administrator
i the form the resident suffers from memory loss. understands that unlicense 4 !
Review of the medical record showed a Fax employees can not help residents
sheel dated , Itis addressed fo a with braces, or
| Physician's Assistani and reads, "We need an Alderman Ogaks will fully com,
: updated 1823 for Resident #3. Our files show her with this law, y comply
ofd docter chacked the box "Needs Madication :
Admini ion,” We assist ident #3 with L.
self-administration.” On the bottom of the fax is The Administrator plans to take
written, “This is important as medication the “Core Training” which is to
administration is skilled nursing,” The fax has the b o :
name of Staff £, a CNA &n staff listed as a él?eii in Sarasota in May and
contact person. The resident had a 1823 dated wili take the test as soon after
. filed out by the PA. The form ghows the that as can be scheduled,
resident can have assistance wiih seff Starting 2013 a state
adminitrationof mecications. licensed nursing home
administrator will officially be

An inlerview was conducted with the PA by phone

on i@t 3:00 p.m. He stated ha felt Administrator of Alderman Oaks
f istance was assisting with until this test can be successtully
; and assisting the resident with their passed, .

pens. He was not aware the facillty did not i
have a nurss on staff to asslst the resident with f
her He staled, “We never heard snything |
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TATE FORM

00 UPY41s I continuation sheet §2 ot 79

e R g I Y cunA LD ISR T P fRAMNEIAT. B0 1



Agency for Health Care Administration
STATEMENT OF DEFICIENCIES {X1] PROVIDER/BUPPLIER/CLIA (X MULTOLE CONSTRUCTION {X9) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILOING: COMPLETED

Al 11854447 L S — 03912013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE

ALDERMAN OAKS RETIREMENT CENTE I3 HpsoN Avenue

X410 SUMMARY STATEMENT F DEFICIENCIES i PROVIDER'S PLAN GF CORREGTION oy
PREFIX {EACH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOUL® BE COMPLETE
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS REFERENCED 10 THE APPROPRIATE oaTe
ICIENCY)

A077 Continued From pags 62 AQT7

from them {the ALF) so we assumed they were t
sble to provide the care.”

On ... .ithe observation note reads, "(7-3)
Resldent complained of ipose stools. Resident

, did not eat breaklastlunch Resident's !
sugar 58. Stalf educated resident to drink flulds.”

[ On _ _ __ the cbaervation nots resds, "(3-11)
Resident _____ sugar remains at §8..., Resident
! refuses to eat/drink. Resident vary . Sent
regldent out to Sarasota Mamorial Hospital per
PA"

i

! The facility's documentation of ..

| administration shows the resident was given 36

units of Lantus on witha ____ ] sugar of

| i& The resident had not eaten breakfast and

yhad . L

The resident was hospitalized at 4:54 p.m. on
and spont the nightin the hospital with

| An interview was conducted with Resident #3 at
11 00 a.m. on 3/8/13. She was asked how much
1she takes everyday. She stated, | take 33
| wnits in the morning and 20 unils &t night, She
| was asked if she remernbersd geing to the
[ hospital in . She stated she did not
| remember. She was asked what happened in the
morning when you gat your , she slated the
staff takes my i sugar and they dial in the
rand Linjectit. She was asked if she had a
Hlow ! sugar who would make the decision not
to 1ake ., She stated, "The nurses | guess.”
She was asked [f the staff teli her what her
l sugar is when they take it in the moming and
| night. She stated, "They don't tell me what my
' isugaris. Theygivemethe __ _1and|

AHCA Form 3020-0001
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A D77 Continued From page 63

AQTT

H
‘1 inject what they give me."
{
- | The medical doctor who treated the resident on
i _ - Isthe same medical doctor who signed her
1823 assessmenton __ . _ stating the resident
, neaded hes medications administered (by skilled
; staff) The madicat doctor's note on digcharge
| from the hospital reads, “At the time of
ﬁ emergency transport her ' sugar was 55 and
i she was given a haif amp of D§0. On arrival in :
the emargency ! after some evaluation :
her I sugar was noted to be 68.....Glven her
R +1recommend that she have
medication assistance at the ALF....Given the
relative danger of versus
1 L recommend we decrease Lantus
o 10 units every 12 hours and monitar *

An interview was conducted with the Medical
Qoctor vig felephone on . _ . al 1:15 p.m He
stated he would want the facility o call him for &

. ...Isugar of 40 or below. He stated he want
the rasident (o eat food if the ' Bugar was
below 60 before she had her Lantus injection. He
staled his major concern was he thought because
of the residents declining mental status and
eyesight she could no longer administer her own
medication. He stated, " told the social worker at
Sarasota Memorial Hospital twice she (Resident
#3) could not seif administer her own
medications.” The docior was told of the situation
of a medication technician glving 38 units of
Lantus to the resident when her sugar was
58 with the resident not having eaten. He stated,
"That is an issue.”

- An interview was conducted with the ALF
Adminigtrator on at 1:30 p.m. He was told

: of the cancern for the resident being hospitalized

| due to and the continued safety of
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A Q77| Centinugd From page 64 AQ7?

ths resident being in the facilty. He stated he
was nei awars of the issue of medication

techniclang giving ...__..1 lo the residents. He
was not aware of Resident #3 being sent 10 the
hospital with ron .. He stated

he felt as long as the residents were able to give
; themselves the Injection it was ok. He stated his
understanding was stalf could dial in the '

. for the residents with pens.

Review of the Administralors empicyee fils shows

ha raceived 24 hours of CORE tralning in 1897

| He had a 2 hour CORE update in 2010, He was

| trained In assisling with medications 10/d/12 oy 2 ;

pharmacist. He has completed 12 hours of

cantinuing education based on eiderly care since
1of 2013,

An interview was conducled with the
Administrator on at 1100 a.m. He was
asked how he would evaluate residents coming
into the facility and how would he continually
evaluate the approprateneass of residents while
they were in the facility. He stated he relied on the
medical doctors and the 1823 to evaluate the
rasidents, He was asked if he had & policy
regarding evaluating resident's approptiateness
for the faciiity. He stated he had bean working on
a tool form two weeks prior to the survey
ragarding evaluating residents. He stated he had
no current policy ot this time. He then stated he
has meetings every 2 weeks with Home health
nurses who provide skilied nursing for the
residents, He stated he relied on those meeting
to inform him if of the status of the resicents.

In an interview with the Marketing Oirector on
al 12:00 p.m., he stated the facility had

not implernented the New Evaluation Form as of |

yel He staled Staff E, a CNA, had been working
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AD77] Continued From page 85 AQTT
h
. on writing the form,

! Review of the "Alderman Qaks New Resident

| Evaluation Form* shows #17 on the form as an
evaluation of . . ____ coming into the facility. It
reads, "17. Are they .. ... If so can they push
down their plunger on their __: pen without
assistance?” There is no further evaluation of the
: tesident noted on the form

Claes |

A 18| 428.23 FS, 58A-5.0241 FAC Risk Mgmt & QA; A 185
Adverse incident Repont

internal risk management and quality assurance
program, adverse incidents and reporting
requirements -
1{1) Every facllity licensed under this part may, as
part of its administrative functions, voluntarily
establieh a risk management and quality
assurance program, the purposs of which is to
2ssess resident care practices, facility Incident
reparts, deficlencies cited by the agency, adverse
Incident reports, and resident grievances ang
develop plans of action to carrect and respond
quickly (o identify quality diferences.
(2) Every faciiity licensed undet this partis
required 10 maintain adverse Incidsnt reports. For
purposes of this section, the term, " adverss
incident " means:
() An evenl aver which facility personnel could
exercise control rather than as a result of the
resident ' s condition and results in:

1.
! 2. . .1or spinal damage;
| 3 Parmanent !

JOF 1 of bones or joints;
‘ 5 Any condition that required medical atiention to |
; which the resident has not given his or her
ARCR Form 3020-0001
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A 165! Continued From page 66

consent, including failura to honor advanced

| dirsctives;

€. Any condltion that requires the transfer of the
resident from the facility to a unit providing mere

. acute cere due to the Incident rather than the
resident ' 8 condition before the incident; or

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

b) | . if the el places
the resident at risk of harm or injury.

{3) Licensed facifities shall provide within 1
business day after the occurrence of an adverse
incident, by electronie mall, facsimile, or United
States mail, a preliminary report to the sgency 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 slatus of the facifity ' s

| investigation of the incident.

(4} Licensed faciliies shall provide within 15

+ days, by electronic mall, facsimile, or United
States mall, a full report to the agency on all
adverse incidents spacified in this section. The
repon must include the results of the facllity ' s
investigation Into the adverse incident.

{8) , neglect, or | must be

1 reported to the Department of Children and
Family Services as required under chapter 415,
{7) The information reported to the agency

1 purswant to subsection (3) which relates to

! persons licensed under chapter 458, chapter 459,
i chapter 481, chapler 464, or chapter 465 shall be
reviewed by the agency. Tha agency shall
determine whether any of the incidents potentally
invoived conduct by = health care professional
who Is subject to disciplinary action, in which
case the provisions of s. 466.073 apply. The
agency may i gate, as it deerns app! 3
any such incident and prescribe measures that
must or rigy be taken In response 10 the incident,

A165
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A 165 Continued From page 67 A 185

The agency shall review each incidant and
determine whether it potentially involved conduct

{ by @ heatth care professional who is subject to
disciplinary sction, In which case the provisions of
8. 456.073 apply.

(8) If the agency, through its recsipt of the
adverse incident reports prescribed In this part or
through any investigation, has reasonable belief
that zonduct by a staff member or employee of &
licensed facility is grounds for disciplinary action
by the appropriate board, the agency shall repont
this fact to such ragulatory board.

(9} The adverse incident reports and preliminary
adverse incident reports required under this i
ssction are canfidential as provided by law and !
are not discoverable or adrissible in any civil or

; administrative action, exceptin disciplinary
proceedings by the agency or appropriate
regulatory board.

+ (10) The Depariment of Eiderly Affairs may sdopt
tuies necessary to administer this section, !

Adverse Incident Report.

(1) INITIAL ADVERSE INCIDENT REPORT, The
i preliminary adverse Incident repont required by

| Section 429.23(3), F.S., must be submitted within
; one (1) business day after the incident on AMCA
Form 3180-1024, Assisted Living Facility initiat
Adverse Incident Repont-1 Day, 2008.
and incorporated by reference, The form shall be
submitted via eleclronic mail to

riskmgmitps @ahca.myflorida.com; on-line at
hitp:/ishca.myflorida, com/reporting/index. shtrml;
by facsimile fo (850)822-2217; or by U.S. Mall to
AMCA, Florida Center for Health Information and
Policy Anglysis, 2727 Mahan Drive, Mall Stop 16,
Tallahasses, Florida 32308-5403, telephone
{860)412-3731, AHCA Form 3180-1024 s
available from the Florida Center for Health H
Information and Policy Analysis at the address JI

AHCA Form 3020-0001
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Continued From page 68

stated above. The Initial Adverse incident Report
is in aadition to, and does not replace, other
reparting requitsments specified In Florida
Statutes.
{2) FULL ADVERSE INCIDENT REPORT. For
each adversa Incident reponted under subsection
i {1) above, the facility shall submit a full repon
within fifteen (15) days of the incident. The fu!l
i report shall be submitted on AHCA Form
1 3180-1025, Assisied Living Facility Full Adverse
; Incident Report-15 Day, dated +2006, and
incorperated by reference. The methods for
obtaining and submitting 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 repont an adverse incident for 1
{Resident #3) of 11 resldents reviewed.

| The findings include:

i dependent and takes Lantus i twics

dally.

Review of the resident's Form1823 {resident
health assessmant) dated shows the
medical doctor wanted the resident to have her

of
medications is performed by licansed persons
i {such as RN or LPN). The doctor documented on
the form the resident suffers from memory ioss

Tag A 165 CORRECTIVE
ACTION

Adverse incident reporting will
be reviewed with all med techs,
The Administrator has already
reviewed the law concerning
Adverse Incidents. Alderman
Oaks’ procedures concerning
adverse incidents wil] be changed
in our operating manual to

| 1. Resident 3 is a temale who i“c!'jde reporting an Adverse
maved Into the facility on _. The resident is henever an assisted

living resident is sentto a facility
for more acute care unless in the
Administrator's opinion, the
situation very clearly is caused
by condition existing before the
incident (if in doubt, file report).
The procedure shall be changed
and re-taught to med tech staff by

et

. 2013.
On the observation note reads, "(7-3)
Resident complained of loose stools. Residen:
HEA Form 9020-0001
iTATE FORM n UPYarn #eontinualan shant BF ot 19
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1 did not eat breakfast/lunch Resident's
‘y sugar 58. Staff educated resident 1o drink fluids.”

Oon the observation note reads, "(3-11)
Resident | sugar remaing al $8.., Resident
refuses to eal/drink, Resident very Sent
resident out e Sarasota Memorlal Hospltal per
PA™

The facility's documentation of

administration shows ihe resident was given 36
units of Lantus on with a sugar of
58. The resident had not esten breakfast and
had L

The resident wes hospitalized at 4:54 p.m. on
i , and spent the nightin the hospital with

. An interview was conductad with Resident #3 al
11:00 a.m on She was asked how much
... +8he takes everyday. She stated, | take 33
units In the moming and 20 unils at nighl. She
was asked If she remembered going to the
hospital in .. She staled she did not
remember. She was asked what happened in the
morning when you get your , she stated the
staff takes my .. . J sugar and they dial in the
1 and | inject k. She was asked if she had a

low sugar who would make the decision not
to take ... .. She stated, "The nurses | guess.”
. She was asked if the staff tell her what her
. suger is when they take It in the morning and
night. She stated, "They don't tell me what my

.. lsugaris. They give me the insulin and |
inject what they give me.”

| The medical doctor who reaied the residant on
: 1 is the seme medical doctor who signeg her
© 1823 sssessment on 6/4/12 stating the resident

A 165| Continued From page 89 A165
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A 165! Continued From page 70

needed her medications administered {by skilled
staff.) The medical doctor's note on discharge
from the hospital reads, "At the time of

| emergency lransport her sugar was 55 and
she wag given a haif amp of DS0. On arrivai in
the emergency afier some evalvation

{ her ! sugar was noted to be 68, .Given her

i . | recommend that she have
medication assistance at the ALF.., Given the

[ relative danger of | Versus

! recommend we decrease Lantus

10 10 unite every 12 hours and monitor *

1 An interview was conducted with the Medical
Doctor via telephone on 3/8/13 at 1115 p.m. He
stated he would want the faclllty to calf him for 3

. sugar of 40 of below. He stated he want
the resident (o eat food ifthe . . 'sugarwas
below 60 before she had her Lantus injection. Me
stated his major concern was he thought because
of the residents declining menial status and
eyesight she could no longer administer her own

! medication. He stated, 'l told the sociaf worker at
Sarasota Memorial Hospital twice she (Resident

i ¥3) could not sell administer har own
medications.” The doctor was told of the situation
of a medication technician giving 38 units of
Lantus 1o the resident whan her . __ | sugar was
58 with the rasident not having eaten. He stated,
"That is an Issue."

An interview was conducted with the ALF

Administrator on - at 1:30 p.m. He was iold
of the concern for the resigent being hospilalized
due lo 1 and the continuad safety of

the resident baing in the facility. He stated he
was ot aware of the issue of medication

th Cars Administration
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t
A165

techricians giving ..___; to the residents. He
was not aware of Resident #3 being sent to the !
hospital with 1on ., Hestateg i
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he feit 28 jong a3 the residents were able to give
themselves the infaction it was ok. He stated his
understanding was staff could dial in the '

for the residents with 1 pang,
Class (Ut
A167! 58A-5.025(1) FAC Resident Contracts At67
1 Resident Contracts.

{1} Pursuant to Section 428.24, F 8. priot te or at

the ime of admission, each resident or legal

representalive shall axecute a contract with the

facility which contalng the following provisions:

(a) Alist of the specific services, supplies and

accommodstions © ba provided by the facility to

the resident, inciuding limited nursing and

1 extended congregate care services If the faciity

ig licensed to provide such services.

(b} The daily, weekly, or monthly rate.

(¢} Alist of any additional services and charges to

be provided that are not included in the daily,

weekly, or monthly rates, or @ reference o a

separate fee schedule which shall be sttached to

the contract.

. (d) A provision giving at least 30 days written

1 notice prior to any rate increase,

i (@) Any rights, duties, or of residents,

; other than those specified In Section 429,28, F S

» {f) The purpose of any advance payments of

. deposit payments and the rafund policy for such

| advance ot deposit payments.

1 (9) A refund pol cy which ghall conform to Section |
! 425.24(3), F. |

{ (h) Awritten bed hold policy and provielons for

g 8 bed hold ag ¥ a facllity

sgraes in writing to reserve a bed for a resident |
" who is admifted to a nursing home, health care 1

| facility, or facility, The resident or

AHCA Farm 3020-0007
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responsible party shall notify the facillty in writing
of any change in status that would prevent the

» resident from returning to the facility. Until such

| written nofice is recsived, the agreed upan dalily,
weekly, or monthly rate may be charged by the
facility unless the resident ' s madical condition,
such as the resident ' 3 being comatose, prevents
the resident from giving written notification and
the resicent does not have a responsible party to
actin the resident " s behalf.

(1) A provision stating whether the organization is
affiliated with any religious organization, and, if
s0, which organization and its relationship to the
facility.

{j} A provision that, upon determination by the
adminisirator or health care provider that the
resident needs services beyond thoge the facility
is licensed to provide, the resident or the rasident
' g representative, or agency acting on the
resident ' s behalf, shali be notified in wriling that
the residant must make arrangements for
transfer to a care setting that has services
needed by the resident In the event the resident
has no person to raprasant him, tha facility shail
refer the resident to the social service agency for
placement. If thers is disagreement regarding the
appropriateness of placement, provisions as

i outlined in Section 429.26(8), £.8., snall take
"sffect.

(K) A provision that residents musl be assessed

i pursuant to

SBA 5, 0181(2) F.AC., andevery 3years
thereafier, or after a slgnmcam change, pursuant
to subsection (4) of that rule.

() The facility ‘ 8 policles and procedures for
sell-administration, assistance with

self-admini and

t o Ruie
58A-5.0185, F A.C. This aisa Includes provisions
ragarding overthe-counter {OTC) products
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pursuant to subsection (8) of that ruls.
~(m} The facility ' s policies and procedures related
i to a properly execuled .

E This Statute or Rule is not met as evidenced dy:
{ Based on record review and interview, the facility
: allowed 2 (Residents #15 and #16) residents 1o
oceupy beds licensed s Assisted Living Facility

? (ALF) without a contract
|
| The findings include:

After entering the Facliity 8t 9:10 a.m. on 3/6/13,
the Administrator explained to the surveyors whal

| beds were jicensed as ALF. Me stated the rest of
the facilily were independent residents.

| Review of the floor plan showed the entire 2nd
| floor icensed s 8 ALF. Four .. were

* designated on the third floor as ALF 1 #3085,
#308, #320 and #318.
; Onthe first floor of ihe facility 3 #1085,

, #118 and #117 were designsted as ALF

Durmg an Interview with the Admiinistrator on
3/6/13 at 1.00 p.m., he stated that some
independent resident may be living in the ALF
He stated the ....... were leased by the
residents. He stated they did not have ALF
I contracts,

’ Review of the facifity records show 2 (Residents
| #15 ang #18) hold a lease agreement for two
licensed 88 ALF beds. The are
! %308 and #318. They is no ALF contract with the
, residents occupying these |

Tag A 167 CORRECTIVE
ACTION

Our policy for assigning Assisted
Living Beds to Alderman Oaks’
apartment shall be modified to
assure that independent residents |
are not contracted for apartments
designated with assisted living
beds. Alderman Oakson
sent a request to AHCA, Fr.
Myers 10 have bed assignments
removed from the two
apartments which had bed
assignments and independent
residents residing in them. On

. Alderman Osks
endeavored to correct the
assignment of beds which were
thought to be in violation. It will
be our policy to make sure that
we have assisted living contracts
for those apartments which have
assigned beds. This was not our
understanding in the past, but we
are glad o comply with AHCA.,

/413
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A 187 Continued From page 74 A187
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AZ827| 408.812, FS Uniicensad Activity AZ627

{1} A person or enfity may not offer or sdvertise
services that require licensure as defined by this
pari, authorizing statutes, or applicable rules to
the public without cblaining & valid ficense from
the agency. A licenseholder may not advertise or
hold out to the public that he or she holds a

: license for other than that for which he o she
actually holds the license

(2) The aperation or msintenance of an

unficensed provider or the performance of any

services thet raquire licansure without proper

licensure is @ violation of this part and authorizing

statutes. Unlicensed activity congtitutes harm that

materiafly attects the health, safety, and welfare

of clients. Tha agency or any staie attorney may,

in addition to other remedies provided In this part.

bring an action for an injunction to restrain such

viclation, o to enjoin the future operation or

maintensnce of the unlicensed provider or the

; performance of any services in violation of this
part and authorizing statutes, until compliance

| with this part, authorizing statutes, and sgency

| rules has been demonsirated to the satisfaction

. of the agency

|

| (3} 1t is untawtul for any person or entity 10 own,

| operate, or maintain an unficensed provider. If

after receiving notification from the agency, such

person or entity fails io cease operation and epply

for & license under this part and autherizing

stafutes, the person or entity shall be subject 1o

: lties as pi ibed by g statutes
and applicable rules. Each day of continued

operation is a separate offense.

AHCAFoum 302G-0601
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; (5) When a controlling interest or licensee has an
interest in more than one provider and faiis 1o

(4) Any person o entity thal fails {0 ceass
operation after agency notificalion may be fined
$1,000 for each day of noncompliance.

license a provider rendering services that require
ficensure, the agency may reveke all licenses and
impose actions under s, 408,814 and a fine of
$1.000 per day, unless otherwise specified by
authorizing statutes, against ach licenses until
such time as the appropriate Heenss is obtained
for the uniicensed operation

(8) In addilion to granting injunctive relie!
pursuant to subsection (2), if the agency
determines that 3 person or entily is operating of
maintaining 3 provider without obtaining a license
and determinas that a condition exisis that poses
a threat 1o the health, safety, or welfare of a clien!
of the provider, the person or entity I3 subject 1o
the same actions and fines imposed against a
licensee as specifiad In this pant, authorizing
statutes, and agency ruies,

{7) Any person sware of the operatlon of an
unlicensed provider must report that provider to
the agency.

This Statute or Rule Is not met as evidenced by:
Based on record review, interview, and
observation the facility allowed unlicensed staff lo
provide services aliowed only with a Limited
Nursing Service (LNS) License to 1 (Resident #7)
of 11 it while p ga
siandard Assisied Living Facility (ALF) license
resulting In a potential for injury to the resident.

Tha findings include:

Tag AZ827 Unlicensed Activity
CORRECTIVE ACTION

It has never been our intent to
break Florida Laws or Rules.
The Administrator is re-taking
Core Training in . By the
end of all med tech staff and
the administrator will have re-
taken the Med training required
by non licensed staff to permit
their supervision of the self-
administration of meds. At that
point (these issues have already
been addressed internally)
training will have been
completed to make sure that
Alderman Oaks and staff comply
with all assisted living law.

i
i
!

_Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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1 Continued From page 76

i

; Qbservation of Resident #7 on at 9:45
a.m., revealed the resigent in her in
@ wheslchair. Afulileg brace from the 0p of the
regldent's left thigh down to the bottom of her left
i leg was in place. Ouring this obeervation, the
resident was asked if she puts the leg brace on
by hersel! or if she receives assistance. She
siated, "They help me put my brace on my left
Teg.” She referred (o "They" as the CNA's at the
ALF. She stated, “We don't have a registered
nurse here. My leg brace goes on some
morings early when 1 go 10 breakfast but
otherwise, it's a busy Ithere's 8 lo! of
people around. | wear my brace In the moming. .|
wear the brace most of the gay.” When asked

| hew she removes the brace, she stated, "One of
|

the same people whe is on duty that hour (in the
evening) removes my brace for me. They also put
i my stockings on. These are the white elastic
| ones (puinting). The same people who help with
the brace help with my stockings.”
Observation on at 11:48 a.m., revealed the
resident wheeling herself out toward the gining
.. . ACNAbent down next to her and adjusted
the strap on her left leg brace,
Quring an interview on I8t 133 pm,, the
same CNA observed adjusting the strap on the
resident's left leg brace, she stated, “I'm not sure
i1 ¢an help her, it would be good to know but |
putit on, make sure it fits right, there are two
spots naar her knee (as Indicators for aligning the
brace). She has a diagram bookiet that she got
i when she wag in rehab that | use. And then she
; fagtens L | help her with her _ D's (elastic
| stockings) toc.”
| The CNA explained the resident went out to ER
{Emergency for ____and X
While she was thers it was determined that she
needsd to go to rehab. The CNA stated, "While
she was there, | guess they found a crack or

AZ827
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PREFIX
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PREFIX
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| sinher knee. She (Resldent #7) foliowed
jue with the doctor who determined she
i needed a brace.”
| Reviewon . . of Resident #7's demographic
+ Information sheet documented the resident was
originally agmitted to the facility on
Areview of the most recent 1823 Health

1t signed by the phy 1 for the date
;of - _ documents the resident with

. pravious left totel knee replacement
and ] with la# knee strain, Under the "Physical
or sensory iimitations section” of this assessment,
the resident is to wear a “Brace” to left leg when
out of bed. Her ievel of assistance required for
ambulation was not assessed; the section wes
lef biark. The section of the assessment
reguesting the level of assistance the resident
requires with medication was checked under
; "Needs medication administration.” Thers is no
physician's orders for the app 1 of removal
of the elastic stockings.
Review of the "Resident Observalion Log"
completed by the facllity staff dated
documented the resident “wasn't feeling well, was
| seen by an RN that happeried 1o be on the
sacond fioor. She stated the resident wasn't
| oriented and was weak, She stated that she
| might be ! or have a more serious
lssue. Suggested she (illegible) send to hospital.
PA (Physician's Assistant] was contacted and he
said to send her to haspital. Administrator and
family was notified.”
Review of the facility’s current licensure status
lists the facifity as a “Standard” ficense. The
facllity does not have a limited nursing license As
stipulated by Florida statutes, "A facility with a
limited nursing ficense may provide the following
nurging services in sddition to any nursing service
permi under a ficense to
Section 428.256, F.S.; (k) Caring for costs,
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PREFIX
TAG
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| braces and splints...."

An Interview was conducted with the

| Administrator of the facll ity on 3/6/13 at 2:45 p.m,

f He confirmed he is responsible for the oversight

‘ of the well center. He acknowledged the
facmtys “"Standard” licensure; however, was nol
sware the CNA's were placing Lhe brace on the
| reeident's leg {which 1s a nursing service) for
| which the facllity did not hold the proper licensure,
He was not aware the resident's physicisn
indicated the resident required medication

!‘ administration (which s & nursing service) and

: falled (o ensure the services being provided to the

| resident were within the scope of the CNA's
centification and facility current licensure

{

i

requirements,

Untlassified

|
I

|
|

i

AZ827" Continued From page 78 AZ827
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I ACENCY FOR FEALTL CARE SLMNISTRATION

RIiCK TT
GOV?F:QSOR Better Health Care for all Floridians ELI?E%%TEI;E;J\? EK

2013

Administrator

Alderman Oaks Retirement Center
727 Hudson Avenue

Sarasota, FL. 34236

Dear Administrator;

This letter reports the findings of a state licensure survey that was completed on 2013 by
representatives of this office.

You are directed to provide a plan of correction to the Fort Myers Field Office for the identified deficiencies
within ten calendar days of receipt of this faxed report. The plan should be directed to the attention of Mr.
Harold Williams, Field Office Manager and mailed to;

Agency for Health Care Administration

Health Quality Assurance, Fort Myers Field Office
2295 Victoria Avenue, Suite 340

Fort Myers, FL 323901

Phone: (239) 335-1315

Fax:(239) 338-2372

The survey resulted in findings of noncompliance with the following areas:
1) A010 Admissions — Continued Residency. Class 111

Your Assisted Living facility failed to ensure appropriateness of continued residency for 3 residents resulting
in the hospitalization of 1 resident and the continued potential for injury for 3 residents.

2) A 030 Resident Rights. Class |

Your Assisted Living Facility denied residents their right to appropriate health care by allowing unlicensed staff
to administer ..__._. and care for a leg brace. This resulted in the hospitalization of 1 resident and the
immediate potential injury for 3 residents.

Headquarters
2727 Mahan Drive
Taliahassee, FL 32308
hitpiiahca.myflorida.com

Fort Myers Field Office
2296 Victoria Avenue,

Fort Myers, FL 33901

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




Alderman Oaks Retirement Center
Page2 of 3

3) A 0052 Medication ~ Assi with seff-administration. Class 111

Your Assisted Living Facility failed to properly assist 1 resident who required assistance with
self-administration of medications. The Certified Nursing Assistant (CNA) failed to remain with the resident
while self-administering his medications and failed to assist the resident with his medications according to the
physician's orders.

4) A 053 Medication Administration. Class [

Your Assisted Living Facility allowed unli i staff to admini: to 2 resid resulting in the
hospitalization of 1 resident for and the immediate potential danger for 2 residents related to
and with a potential for kidney failure, . and

5) A 054 Medication — Records. Class 111
Your Assisted Living Facility failed to keep accurate medication records for 2 residents.
6) A 056 Medication - Labeling and Orders. Class I

Your Assisted Living Facility failed to ensure medication were accurately labeled for the cotrect use of the
medication for 3 residents reviewed during self-administration of medications.

7) A 077 Staffing Standards — Administrators. Class |

Your Assisted Living Facility Admini or allowed unli d staff to admini wwvne 10 2 residents
resulting in the hospitalization of 1 resident for . and the immediate potential danger for 2
residents related to and with a potential for kidney failure,

and

8) A 165 Risk Management & QA; Adverse Incident report. Class Il

to report an adverse incident for 1 (Resident #3) of 11 residents reviewed. to report an adverse incident for 1
resident.

9) A 167 Resident Contracts. Class

Your Assisted Living Facility allowed 2 residents to occupy beds licensed as Assisted Living Facility (ALF)
without 3 contract,

10) Z827 Unlicensed Activity. Unclassified

Your Assisted Living Facility allowed unlicensed staff to provide services allowed only with a Limited Nursing
Service (LNS) License to | Resident, while possessing a standard Assisted Living Facility (ALF) license
resulting in a potential for injury to the resident.



Alderman Oaks Retirement Center
Page 3 of 3

Your plan of correction must include the following:

NI diate hiring of a C 1 Pharmacist to eval the lete medication system utilized in your

facility; assess the technique of each staff providing medication assistance and outlining a plan of correction.

Description of how you plan to address all medication issues identified during the revisit survey and through the
consultant process,

Evidence of an agreement for the services of a Pharmacist Consultant who is Florida licensed. The agreement
must provide for, at a minimum, onsite, quarterly consultation. The duration of this agreement must be forat
least one year. Prior to di ion of this ’s services, the Agency will conduct an onsite
inspection to determine if these services must continue.

1

2) The Administrator and all staff that assist with the self-administration of medications immediately take the
Department of Elder Affairs Assistance With Self-Administration of Medications in an Assisted Living Facility
class.

3) Immediately determine the eligibility of all residents for continued residency in the facility.

4) Immediately obtain the services of a nurse to administer medications to the residents indicated in citation
A053 or immediately move these residents out of the facility to a more appropriate placement.

5) Administrator completes the ALF CORE Training including taking and passing the CORE competency
examination, The facility is to remain under third party oversite by a person who is currently eligible to be an

Assisted Living Facility Administrator until the current Administrator completes this requi

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

Sincerely,

arold D. Williams
Field Office Manager

sh
Enclosure: State Form



