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An unannounced Biennial survey was conducted
in conjunction with a LNS (Limited Nursing i
Services) survey on __ through vat
Terricina Grand and Assisted Living Facility (ALF) [
in Naples Florida. :

The following is a description of non-compliance: !

Rights & Facility Procedures I

{8) RESIDENT RIGHTS AND FACILITY i
PROCEDURES. !
(a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Council shall be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
58A-5.0181, FAC.
(b) In accordance with Section 429.28, F.S,, the
facility shall have a written grievance procedure
for receiving and responding to resident
complaints, and for residents to recommend
changes to facility policies and procedures. The |
|

facility must be able to demonstrate that such
procedure is implemented upon receipt of a
complaint.

(c) The address and telephone number for i
lodging complaints against a facility or facility staff!
shall be posted in full view in a common area
accessible to all residents. The addresses and l
telephone numbers are: the District Long-Term
Care Ombudsman Coungcil, 1{888)831-0404; the
Advocacy Center for Persons with
1(800)342-0823; the Florida Local Advocacy i
Council, 1(800)342-0825; and the Agency
Consurmer Hotline 1(888)419-3456.

(d) The statewide toll-free telephone number of
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A030 Continued From page 1

the Florida Hotline " 1(800)9¢ or
common area accessible to all residents.

(e) The faciiity shall have a written staterent of
its house rules and procedures which shall be
included in the admission package provided
pursuant to Rule 58A-6.0181, F.A.C. The rules
and procedures shall address the facility ' s

as resident responsibilities, the facility's .|
and tobacco policy, medication storage, the
delivery of services to residents by third party
providers, resident elopement, and other

i ive and hot ing practices,
schedules, and requirements.

(f) Residents may not be required to perform any
work in the facility without compensation, except
that facility rules or the facility contract may
include a requirement that residents be
responsible for cleaning their own sleeping areas
or apartments. If a resident is employed by the
facility, the resident shall be compensated, ata
minimum, at an hourly wage consistent with the
federal minimum wage law.

{g) The facility shall provide residents with
convenient access 1o a telephone 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
licensed capacity of 17 or more residents in
which residents do not have private telephones,
there shall be, at a minimum, an accessible
telephone on each floor of each building where
residents reside.

(hy Pursuant to Section 429.41, F S, the use of
physical . __ shall be limited to half-bed
rails, and only upon the written order of the
resident ' s physician, who shall review the order

1(800)962-2873 " shall be posted in full view ina

policies with respect to such issues, for example,

| A030

«
E
i
I
|
z

biannually, and the consent of the resident or the §
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resident ' s representative. Any device, including
half-bed rails, which the resident chooses to use

not be considered a physical

429.28 Resident bill of rights.-

(1) No resident of a facility shalt be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State

as a resident of a facility. Every resident of a
facility shall have the right to:

{a) Live in a safe and decent living environment,
free from .. +and neglect.

{b)Be treated with consideration and respect and ;
with due recognition of personal dignity,
individuality, and the need for privacy.

(c) Retain and use his or her own clothes and
other personal property in his or her immediate
living quarters, so as to maintain individuality and |
personal dignity, except when the facility can
demonstrate that 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 to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 9a.m. and 9 p.m
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations

(e) Freedom to participate in and benefit from

the highest possible level of independence,
autonomy, and inferaction within the community.
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident 's
representative, designee, surrogate, guardian, or

of Florida, or the Constitution of the United States |

A030

and can remove or avoid without assistance shall |

z
i
é

i

|

i

community services and activities and to achieve :
i

f
i

l
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attorney in fact authorizes the administrator of the :
facility to provide safekeeping for funds as i
provided in s. 429.27. |
{g) Share a 1 his or her spouse if both
are residents of the facility.

(h) Reasonable opportunity for regular exercise |
several times a week and to be outdoors at
regular and frequent intervals except when [
preverted by inclement weather. {
(i) Exercise civil and religious liberties, including I
the right to independent personal decisions. No |
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any |
resident. :
(j) Access to adequate and appropriate health
care consistent with established and recognized
standards within the community.

{Kk) At least 45 days ' notice of relocation or
termination of residency from the facility unless, {
for medical reasons, the resident is certified by a
physician to require an emergency relocationto a |
facility providing a more skilled level of care or the.
resident engages In a pattern of conduct thatis |
harmful or offensive to other residents. In the

case of a resident who has been adjudicated
mentally incapacitated, . ..: guardian shali be W
given at least 46 days ' notice of a

nonemergency relocation or residency
termination. Reasons for refocation shall be set
forth in writing. In order for a facility to terminate
the residency of an individual without notice as
provided herein, the facility shall show good
cause in a court of competent jurisdiction,

() Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without restraint, , coercion,
discrimination, or reprisal. Each facllity shall
establish a grievance procedure to facilitate the
residents ' exercise of this right. This right

AHCA Form 3020-0001
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includes access to ombudsman volunteers and
advocates and the right to be a member of, tobe |
active in, and to associate with advocacy or
special interest groups.
i
i

This Statute or Rule is not met as evidenced by: |
Based on observation and interview, the facility -
failed to provide care within community standards :
of care for 1 (Resident #35) of 6 residents ;
surveyed by Facility Staff touching the resident's |
medication with her hand before giving itto the |
resident. This has the potential of causing |

to the resident. i

The findings include: i
On - at 9:50 a.m., Staff D a Medication
Technician, was observed assisting Resident #35 |
with his medications. She was observed ;
removing 7 pills from the bubble pack container |
into her hand before placing them into a small
white paper cup. After the staff had touched all
seven pills they were given to the resident to take. |

in an interview with Staff D at 9:55 am. on |

she confirmed she had touched each of
the pills before giving them to the resident. She
confirmed this practice could cause to
be passed to the resident from her hand.

Class Hl

A052 58A-5.0185(3) FAC Medication - Assistance with | Aos2
Self-Admin H

{3) ASSISTANCE WITH i
SELF-ADMINISTRATION. §

AHCA Form 3020-0001

STATE FORM ane KFB411 i continuation sheet 5 of 14




Agency for Health Care Adminisiration

PRINTED: 05/28/2013
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING

AL11965718 BWING __

(X2) MULTIPLE CONSTRUCTION

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

6825 DAVIS BLVD

TERRACINA GRAND NAPLES, FL 34104

STREET ADDRESS, CITY, STATE, ZIP CODE

X6y D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL

0
PREFIX
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG

PROVIDER'S PLAN OF CORRECTION X5y
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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(a) For facilities which provide assistance with
self-administered medication, either: a nurse; or
an unlicensed staff member, who is at least

. trained to assist with self-administered
medication in accordance with Rule 58A-5.0191,
F.A.C., and able to demonstrate to the 1
administrator the ability to accurately read and
interpret a prescription label, must be available to [
assist residents with self-administered |
medications in accordance with procedures |
described in Section 429.258, F.§.
{b} Asst e with self-admir ion of i
medication includes verbally prompting a resident
to take medications as prescribed, retrieving and
opening a properly labeled medication container,
and providing assistance as specified in Section
429,256(3), F.S. in order to facilitate assistance
with self-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons. Staff may also return unused doses
to the medication container. Medication, which |
appears to have been contaminated, shall notbe ;
returned to the container. H
(c) Staff shall observe the resident take the |
medication. Any concerns about the resident’ s i
reaction to the medication shall be reported to the
resident ' s health care provider and documented |
in the resident ' s record
{d) When a resident who receives assistance with |
medication is away from the facility and from i
facility staff, the following options are available to
enable the resident to take medication as |
prescribed: i
1. The health care provider may prescribe a :
medication schedule which coincides with the
resident ' s presence in the facility,
2. The medication container may be given to the |
resident or a friend or family member upon :
leaving the facility, with this fact noted in the i
resident’ s medication record;

AHCA Form 3020-0001
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3. The medication may be transferred to & pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident ' s medication
record; or

l

4. Medications may be separately prescribed and :

dispensed in an easfer to use form, such as unit
dose packaging;

(&) Pursuant to Section 429.256(4)(h), F.S., the
term “ competent resident " means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.

{f) Pursuant to Section 429.256(4)()), F.$., the
terms " judgment” and " discretion” mean
interpreting vital signs and evaluating or
assessing a resident’ s condition.

{4) with self-admini n does not
include:
{a) Mixing, , converting, o

+ medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescnbed

{b) The preparation of syringes for injection or the

administration of medications by any injectable
route.
() Administration of medications through

intermittent positive pressure breathing machmes

ora
{d) Administration of medications by way of a
tube inserted in a cavity of the body.
{e) Administration of { preparations.
{f) trrigations or debriding agents used in the
treatmem of a skin condition.

() or preparations.
{h) Medications ordered by the physician or
health care professional with prescriptive
authority to be given " as needed, * unless the
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order is written with specific parameters that |
preciude independent judgment on the part of the ;
unlicensed person, and at the requestof a !
competent resident.

(i Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgrment or
discretion on the part of the unlicensed person.

|
|
i

|
|

i

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to properly assist with self-administration of
medications for 2 (Residents #35 and #39) of
residents surveyed by not reading medication
labels to the residents.

The findings include:

The Facllity currently has two memory care units
located on the first and second floor. The
residents residing on these floors suffer from
memory loss. There are currently 35 residents
residing in these units. There are 17 on the first
floor and 18 on the second floor. Medication
Technicians were observed giving medications to
these residents on »and !

1. At9:50 am. on , Staff D a Medication !
Technician was observed assisting Resident #35
with his medications on the 2nd floor memory
care unit, She was observed placing the pliisina
small white paper cup at her cart and then taking
the paper cup 1o the resident. She was not
observed reading the label of the medications to
the resident.

i

2. At1:40p.m.on , Staff D a Medication
Technician was observed assisting Resident #39
with her medications on the 1st floor memory

AHCA Form 3020-0001
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i
care unit. She was observed to crush one

500 mg medication and place the medication ina |
small plastic cup. She was observed to mix the
medication in ice cream and give the medication
to the resident. She was not observed reading
the medication label to the resident.

Class !

A055 58A-5.0185(6) FAC Medication - Storage and A 055
Disposal i

(6) MEDICATION STORAGE AND DISPOSAL. |
(a) In order to accommodate the needs and i
preferences of residents and fo encourage I
residents to remain as indep as possible, |
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facllity premises; or
in their ... .. or apariments, which must be kept
locked when residents are absent, uniess the
medication is in a secure place within the o
or apariments or in some other secure piace 1
which is out of sight of other residents. However, |
both prescription and over-the-counter N
medications for residents shall be centrally stored |

1. The facility administers the medication; i
2. The resident requests central storage. The
facility shall maintain a list of all medications i
being stored pursuart to such a request; :
3. The medication is determined and documented |
by the health care provider to be hazardous if |
kept in the personal possession of the person for :
whom it is prescribed; i
4. The resident fails to maintain the medication in
a safe manner as described in this paragraph; |
5. The facility determines that because of

physical arrangements and the conditions or l

AHCA Form 3020-0001
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habits of residents, the personal possession of |
medication by a resident poses a safety hazard to
other residents; or |
8. The facility * s rules and regulations require I
central storage of medication and that policy has
been provided to the resident prior to admission |
as required under Rule 58A-5.0181, FAC. H
(b) Centrally stored medications must be:
1. Kept in a locked cabinet, locked cart, or other
locked storage receptacle, , or area at all
times;
2. Located in an area free of dampness and
abnormal temperature, except that a medication
requiring refrigeration shall be refrigerated.
Refrigerated medications shall be secured by
being kept in a locked container within the i
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which refrigerator is i
located locked; :
3. Accessible to staff responsible for filling !
pill-organizers, assisting with self-administration,
or administering medication. Such staff must
have ready access to keys to the medication |
storage areas at all times; and i
4. Kept separately from the medications of other ;
i
i

i

residents and properly closed or sealed.

(¢) Medication which has been discontinued but
which has not expired shall be returned to the
resident or the resident ' s representative, as i
appropriate, or may be centrally stored by the
facility for future resident use by the resident at
the resident ' s request. If centrally stored by the |
facility, it shall be stored separately from
medication in current use, and the area in which n
is stored shall be marked * discontinued i
medication. " Such medication may be reused if
re-prescribed by the resident ' s health care i
provider.

(d) When a resident ' s stay in the facility has
ended, the administrator shall return all i

AHCA Form 3020-0001
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medications to the resident, the resident ' s
family, or the resident ' s guardian unless
otherwise prohibited by law. If, after notification
and waiting at least 15 days, the resident's
medications are still at the facility, the

may disposed of in accordance with paragraph
(e).
{e) Medications which have been abandoned or

days of being determined abandoned or expired
and disposition shall be documented in the

by the administrator or designee with one
withess.

medicinal drugs to the dispensing pharmacy
pursuant to Rule 84816-28.870, FA.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility

at all times with a potential for residents’
medications being stolen from the cart and
residents obtaining medications that are not
ordered for them.

The findings include:

On 5/2° 9:45 a.m., Staff D a Medication
Technician was observed in the living room

2nd floor memory care unit assisting a resident
with his medications. The medication cart used
for the 2nd floor memory unit was located in the

staff, Several residents were observed in both
the kitchen and the living room ..
medication cart was observed to be unlocked

medications shall be considered abandoned and !

which have expired must be disposed of within 30 i

resident ' s record. The medication may be taken
to a pharmacist for disposal or may be destroyed

{f) Facilities that hold a Special-ALF permit lssued
by the Board of Pharmacy may return dispensed |

failed to keep centrally stored medications locked |

kitchen area approximately 20 feet away from the ,

TERRACINA GRAND NAPLES, FL. 34104
IXA) 1D SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION X5}
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i
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Two residents from the memory care unit were
observed fo walk close to the cart. The staff was |
observed with her back to the cart and her i
attention focused on the resident she was :
assisting. She was observed away from her cart |
for 4 minutes while the surveyor was in the .. .
{t is unknown how long she was away from the |
cart before the surveyor came on the unit.

At@48am on the medication cart was
opened in front of the Staff D and she confirmed
she had left the cart unlocked. She confirmed the .

danger on a memory care unit of

residents obtaining medications from an unlocked

cart.

The facility has a central medication .. \ !
on the second floor, The . __ two
medication carts that were observed to face each
other and be approximately 4-6 feet apart. A
second smaller .__ the right of the
medication . medications stored ina
refrigerator, a treatment cart which holds __.__.
supplies and supplies to treat wounds, and a third
medication cart I

i

At11:30 a.m. on . Staff £, LPN (Licensed |
Practitioner Nurse), was observed administering i
_. ito aresident. The medication
was observed to be open with several residents |
coming in to recelve medications. The second ;
medication was also observed tobe |
open, The resident was pushed through the door i
into the smaller the ..., and the
supplies. Both the treatment cartand the |
medication cart in the smaller . .
observed unlocked. Staff F was observed to
administer to one resident and take that |
resident out of the . __.... The medication and t
treatment carts remained unlocked. After |
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bringing the second resident in a wheelchair into
the , Staff F left the the resident
unattended for 3 minutes with the medication and
treatment cart unlocked. i

At 11:40 am. on , an interview was i
conducted with Staff E. She confirmed she had
left the medication and treatment carts unlocked. |
She stated she felt that since the cart was inthe |
medication could be left unlocked. After
realizing she had left a resident unattended in the [

- the carts unlocked she confirmed she
should lock the medication and freatment carts. |
While walking out of the . __ the interview
she had to be reminded to lock the carts again. |
She stated, "I have to get in the habit of locking
them."

In an interview with the Administrator at 11:50
am.on , he confirmed the staff should be
locking medication carts when not being used.
He stated, "That's basic 101."

At 4:00 p.m. on , the medication ...
the second floor was observed to be open. Two
staff members were observed to walk in the small |
the refrigerator was located. The door |
to the small . observed to be opened. i
Another nurse was observed sitting at a computer!
in the medication her back to the
medication carts. Both medication carts were
observed to be uniocked. |

in an interview with the DON (Director of Nursing) |
at4:05 p.m. on , she was told of the .
observation just made by the surveyor. She |
stated, "Yes but there in the medication ..

the carts." After explaining the danger of nurses
walking away from an unlocked medication cart
the DON confirmed the medication carts should
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be locked when nurses step away from them.

on . .at 9:.00 a.m., the medication .. .1
was observed to be open with several residents
outside the door. Inside the staff
member was assisting a resident with her
medications at the medication cart on the right
with a resident sitting in the chair next to the cart.
The staff was observed to have her backto the |
cart on the left side of the .. Another resident !
was observed sitting beside the medication cart
on the left. Another staff member was observed
sitting at a desk near a computer 8 feet away i
from the medication cart. The medication cart l
was observed to be unlocked with a resident
sitting next to it. No staff member was observed |
paying any attention to the unlocked cart.

|
!
!

At 9:03 a.m., the medication cart was opened in
front of both staff members and they confirmed
that it was not locked. They both confirmed the |
ease in which the cart could be locked by i
pressing the lock in when they stepped away from.
the cart. They confirmed that the medication :
carts should be locked at all times.

At9:40am. on , the DON confirmed the
medication cart should be locked at all times. |
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Administrator
Terracina Grand
6825 Davis Blvd
Naples, F1 34104

Dear Administrator:

This letter reports the findings of a Biennial and Limited Nursing Service (LNS) survey that was conducted on
2013 by representatives of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review after 2013 to verify that the necessary corrections are in place to correct the

deficiencies identified on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
m://ahca.myﬂonda.com/l’ublications/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,

Harold D. Williams
Field Office Manager

sh
Enclosure: State Form

Headquarters

2727 Mahan Drive
Tallanassee, FL 32308
bitp:iahca.myflorida.com

Fort Myers Field Office
2295 Victoria Avenue, . .

Fort Myers, FL 33901

Phone (239) 335-1315; Fax {238) 338.2372




