Agency for Health Care Administration

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 05/28/2013
FORM APPROVED

(X1} PROVIDER/SUPPLIERICLIA
DENTIFICATION NUMBER.

AL11986506

A BUILDING:

B. WING

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

ARBOR AT SHELL POINT (THE}

STREET ADDRESS, CITY, STATE, ZIP CODE

8100 ARBOR COURT
FORT MYERS, FL. 33908

X4) 1D
PREFIX
TAG

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

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}

X5)
COMPLETE
DATE

A 051

A Q00 Initial Comments

An unannounced Biennial survey was conducted
on at The Arbor at Shell Point Assisted
Living Facility (ALF) in Fort Myers Florida.

The following is a description of non-compliance:

58A-5.0185(2) FAC Medication - Pill Organizers

(2) PILL ORGANIZERS.

(a) A " pill organizer " means a container which
is designed to hold solid doses of medication and
is divided according to day and time increments.
(b} A resident who self-administers medications
may use a pill organizer.

(¢} A nurse may manage a pill organizer fo be
used only by residents who self-administer
medications. The nurse is responsible for
instructing the resident in the proper use of the
pill organizer. The nurse shall manage the pifl
organizer in the following manner:

1. Obtain the labeled medication container from
the storage area or the resident;

2. Transfer the medication from the original
container inte a pill organizer, labeled with the
resident ' s name, according to the day and time
increments as prescribed;

3. Return the medication container to the storage
area or resident; and

4. Document the date and time the pill organizer
was filled in the resident ' s record.

(d) If there is a determination that the resident is
not taking medications as prescribed after the
medicinal benefits are explained, it shall be noted
in the resident’ s record and the facility shafl
consult with the resident concerning providing
assistance with self-administration or the
administration of medications if such services are
offered by the facility. The facility shall contact the
resident ' s health care provider regarding
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questions, concerns, or abservations relating to i
the resident ' s medications. Such communication

shall be documented in the resident ' s record. :

This Statute or Rule is not met as evidenced by !
Based on observation and interview, the facility |
failed to label a medication which was being used |
to filt a pill organizer weekly for Resident #11. :
The facility also kept an expired medication in i
with current medications which were used to fill a
pill organizer weekly for Resident #13. The i
facility failed to document time as to when the |
medication boxes were being filled for 2
(Residents #11 and #13) of 2 residents reviewed. |
The faciiity failed to remove an expired :
medication from the currently used medications |
for Resident #12 and continued to fill the
resident's pilt organizer with the expired
medication

The findings include:

At 10:06 a.m. on 8/2C medications stored
on the 2nd floor medication room

in a locked cabinet above to the right side of the
sink several medications were observed onthe
shelf in four separate baskets. In one of the H
baskets a bottle of Bayer aspirin observed i
with no name or label on the container. In i
another basket a bottie of medication labeled l
ONDANSETRON . 4 MG was observed to
have a label which read 'discard after 2/14

|
i
!
_.i an interview with Staff A at this time, she stated |
these medications were medications being used !
to fill weekly pill organizers. She stated another

nurse was responsible to fill them weekly. She

identified the unlabeled aspirin ... - to belong to |
Resident #11, She confirmed the expired |

AHCA Form 3020-0001
STATE FORM

=)

DTV if continuation sheet 2 of 13



Agency for Health Care Administration

PRINTED: 05/28/2013
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

AL11966508

{X1) PROVIDER/SUPPLIERICUA
IDENTIFICATION NUMBER.

A BUILDING:

B WING __

{X2) MULTIPLE CONSTRUCTION

£X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

ARBOR AT SHELL POINT {THE)

8100 ARBOR COURT
FORT MYERS, FL 33908

STREET ADDRESS, CITY, STATE, 21 CODE

(X410
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFY.._i INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5}
COMPLETE.
DATE

A 051

A Q55

Continued From page 2

medication belonged to Resident #13. She
confirmed the expired low-dose : belonged
to Resident #12, and confirmed Resident #12
was receiving this medication via the pill
organizer.

The documentation for the month of  *in which
the pill organizers were being filled for Resident's

| A0S
|

#11 and #13 was reviewed. The record shows no

time the medication boxes were filled.

Class Il

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

{6) MEDICATION STORAGE AND DISPOSAL.
(a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises; or
in their s or apartments, which must be kept
locked when residents are absent, unless the
medication is in a secure place within the

or apartments or in some other secure place
which is out of sight of other residents. However,
both prescription and over-the-counter
medications for residents shall be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage, The
facility shall maintain a list of all medications
being stored pursuant 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 A0B5

i
|
I

|

|
l
i
|
|

I
ﬁ

4. The resident fails to maintain the medication in i
AFCA Form 3020-0001
STATE FORM

oam

DTV if continuation sheet 3 of 13



PRINTED: 05/28/2013

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
AL11866506 BWING e
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
8100 ARBOR COURT
ARBOR AT SHELL POINT (THE) FORT MYERS, FL 33908
Xy 1D SUMMARY STATEMENT OF DEFICIENCIES S PROVIDER'S PLAN OF CORRECTION (x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
A055 Continued From page 3 | a0s5

a safe manner as described in this paragraph; :
5. The facility determines that because of |
physical arrangements and the conditions or
habits of residents, the personal possession of |
medication by a resident poses a safety hazard ;
other residents; or W
6. The facility ' s rules and regulations require i
central storage of medication and that policy has i
been provided to the resident prior to admission
as required under Rule 58A-5.0181, FAC. N
(b) Centrally stored medications must be: |
1. Kept in a locked cabinet, focked cart, or other
locked storage receptacle, or area at afl |
times;
2. Located in an area free of dampness and i
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

located locked; I
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

4. Kept separately from the medications of other ,
residents and properly closed or sealed t
{c) Medication which has been discontinued but i
which has not expired shall be returned to the
resident or the resident ' s representative, as H
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 iti
is stored shall be marked " discontinued :
medication. * Such medication may be reused if |
re-prescribed by the resident ' s health care i
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provider.
{d) When a resident ' s stay in the facility has
ended, the administrator shall return all
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
medications shall be considered abandoned and
may disposed of in accordance with paragraph i
(e).
{e) Medications which have been abandoned or
which have expired must be disposed of within 30;
days of being determined abandoned or expired ﬁ
and disposition shall be documented in the
resident ' s record. The medication may be taken
o a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness
(f) Facilities that hold a Special-ALF permit issued
by the Board of Pharmacy may return dispensed !
dicinal drugs to the dispensing pharmacy
pursuant to Rule 64816-28.870, F.A.C. i

This Statute or Rule is not met as evidenced by:
Based on observation and interview the Facility
failed to dispose of expired medications and kept |
discontinued medications in an unlabeled cabinet *
with other resident's medication which were |
currently being used.

The findings include: !

The facility has 4 floors with 4 treatment areas.
Each treatment area has a locked medication i
1 locked Kitchen cabinets. Each floor
also has a locked medication cart. The following
medications were observed to be expired: H

N : 45 GM- used by date
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in the 1st floor medication cart at 9:00 a.m. on 1

This medication was still in use by the ¢
resident. I
|

liquid gels found in the 4th floor cabinet -
expired ...
. | PM found in the fourth floor cabinet -
expired .. i
| 70 % found in the 4th floor
cabinet - expired
18- found in the third floor cabinet - expired |

1 0.4 mg found in the 2nd floor cabinet -
expired _
i MG found in the 2nd |
floor cabinet - expired ._ __

| #3 found in the 4th floor cabinet - expired |

10 mg found in the 4th floor cabinet - [

expired

1 5mg/800mg found in gthe 4th floor
cabinet - expired i

.. 0.25 mg found in the fourth floor cabinet -
expired :
Polysporin unlabeled found in the 4th floor
cabinet - expired .
Lactolose 1OGM115ML found in the third floor i
cabinet - expired !
_...i70 % unlabeled found in the 3rd

floor cabinet - explred

1 325 MG found in the 3rd floor cabinet -

expired

1 3256 MG found in the 4th fioor cabinet -
expired ... .
Rubbing 70% unlabeied found in 1st fioor |

I
cabinet - expired i
5 MG found in 1st floor cabinet - expired :

. 325 MG found in the 2nd floor cabinet -
expired : [
RHCAForm 3020-0001 -
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20 . . Found in the 2nd floor cabinet - |

expired :
1 Z eye drops found in the third floor I
cabinet unlabeled - expired . H
i Handihaler capsules found in the fourth I
fioor cabinet - expired This medication was |
still being used a resident. I
0.9 I ... . solution sterite-found in the
fourth floor cabinet unlabeled - expired [
In an interview with Staff Aa Licensed Practitioner |
Nurse {LPN) at 10:00 am. on , she stated |
she was not aware why all these expired |
medications were being stored in the cabinets on I
the 4th and 2nd ficors. She stated she had just
recently started working for the facility and she |
was working as needed. When asked whatthe |
policy was as to disposing of discontinued
medications she stated she was not sure about
the policy. She confirmed these expired
medications were being kept with medications still:
in use. She confirmed there was no label on any |
cabinet to indicate any medication had been
discontinued. i

Staff B an LPN was observed passing
medications to residents on the 1st and 3rd
fioors. She had been with the surveyor when I
expired medications had been found on the 1st
and 3rd fioors.

An interview was conducted with Staff B on

at 11:30 a.m. She stated that when
medications were discontinued she would bring
them info the medication : on those floors
and lock them in the cabinets. She stated she
would then go through the cabinets every couple |
of months to dispose of expired medications. .
She was unaware of the facility policy regarding |
expired and discontinued medications. She
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confirmed these expired medications were being
kept with medications that were being used by
other residents. She confirmed there was no
label on any of the cabinets in the medication

: to indicate these were discontinued
medications.

Review of the policy for disposal of medication
shows, "All controlied medications will be noted

with corresponding count sheet to Shell
Point Pharmacy in a clear plastic bag where they
will be turned over to the Lee County Sherriffs
Office for incineration. Transfer of all
medications from the Arbor to Shell Point
Pharmacy will be the responsibility of the RN
manager or designee. Non-ni medications
will be placed in an appropriate black container
for incineration. Label needs to be completed on
the container for a start date and end date of drug
collection.”

Class It

A 056 58A-5.0185(7) FAC Medication - Labeling and

Orders

{(7) MEDICATION LABELING AND ORDERS.

(a) No prescription drug shall be kept or
administered by the facifity, including assistance
with self-administration of medication, unless itis
properly labeled and dispensed in accordance
with Chapters 465 and 499, F.S., and Rule
64B16-28.108, F.A.C. if a customized patient
medication package is prepared for a resident,
and separated into individual medicinal drug
containers, then the following information must be
recorded on each individual container:

1. The resident * s name; and

on the Facility restricted drug log and be returned |

A 055

% A 056

2. ldentification of each medicinal drug product in
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i
the container.
{b) Except with respect to the use of pill
organizers as described in subsection (2), no
person other than a pharmacist may transfer :
medications from one storage container to
another. !
(c) If the directions for use are " as needed * or
“as directed, ' the health care provider shall be
contacted and requested to provide revised
instructions. For an " as needed " prescription,
the circumstances under which it would be
appropriate for the resident to request the
medication and any limitations shall be specified;
for example, " 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 signature of the staff |
who obtained them, shall be noted in the
medication record, or a revised label shall be i
obtained from the pharmacist
(d} Any change in directions for use of a
medication for which the facility is providing

i with self-administration or
administering medication must be accompanied |
by a written medication order issued and signed
by the resident’ s health care provider, or a faxed ﬁ
copy of such order. The new directions shall
promptly be recorded in the resident ' s
medication observation record. The facility may i
then place an " alert” label on the medication
container which directs staff to examine the
revised directions for use in the MOR, or obtain a !
revised label from the pharmacist. |
(e) A nurse may take a medication order by
telephone. Such order must be promptly
documented in the resident ' s medication
observation record. The facility must obtain a
written medication order from the health care i
provider within 10 working days. A faxed copy of -
a signed order is acceptable.

AHCA Form 3020-0001
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(f) The facility shall make every reasonable effort |
to ensure that prescriptions for residents who
recelve assistance with self-administration of
medication or medication administration are filled
or refilled in a timely manner.

(g) Pursuant to Section 465.0276(5), F.S., and
Rule 84F-12.008, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer ' s packaging,
which shall also include the practitioner ' s name, ;
the resident ' s name for whom they were
dispensed, and the date they were dispensed. if
the sample or complimentary prescription drugs
are not dispensed in the manufacturer ' s labeled
package, they shall be kept in a container that
bears a label containing the following:

1. Practitioner ' s name;

2. Resident ' s name;

3. Date dispensed;

4. Name and strength of the drug;

&. Directions for use; and

6. Expiration date.

(h) Pursuant to Section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident * s heatth care
provider shall provide the resident with a written
prescription, or a fax copy of such order.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to label prescription drugs properly and
failed o label a sample medication properly
increasing the potential to cause a medication
error.

The findings include:

1. At10:35am. on , 7 pilis were .
observed in the 4th floor medication cabinet. The |
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medication + HCL 26MG) was found
lying in the cabinet with several other
medications. There was no name on the
medication. The medication had no directions for ;
use. There was no identification as to where the |
medication had come from or who had prescribed }
the medication.

An interview was conducted with Staff A at 11:33 [
am.on _.__. ... She confirmed the medication

was a prescription medication and she was |
unable to say who it belonged to or were it had :
come from. i

2. At11:40am. on , the medication

solution 0.04 % was found
in the 3rd floor cabinet. The medication is a
prescription medication. No label was observed
on the medication. The resident it belonged to or
the medical doctor who prescribed the medication!
was missing from the medication.

in an interview with Staff B a Licensed
Practitioner Nurse (LPN), at 11:42 am. on

, she stated the medication had been a
sample that was given out by the eye doctor. She
confirmed the medication was not labeled and
she was unable to say who the eye doctor was
who had given the sample. H

Class It

A 087 58A-5.0185(8) FAC Medication - Over The
Counter (OTC) Products

(8) OVER THE COUNTER (OTC) PRODUCTS. |
For purposes of this subsection, the term OTC
includes, but is not fimited to, OTC medications,
, nutritional supplements and
nutraceuticals, hereafter referred to as OTC

 A0S7

A 056
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products, which can be sold without a
prescription.

{a) A stock supply of OTC products for multiple i
resident use is not permitted in any facility. |
(0) OTC products, including those prescribed by
a licensed health care provider, must be labeled
with the resident ' s name and the manufacturer’
s label with directions for use, or the licensed
health care provider ' s directions for use. No
other labeling requirements are necessary nor
should be required.

{¢) Residents or their representatives may
purchase OTC products from an establishment of |
their choice.

{d) A facllity cannot require a licensed health care
provider ' s order for all OTC products when a
resident self-administers his or her own
medications, or when staff provides assistance
with self-administration of medications pursuant
to Section 429.266, F.S. Alicensed health care |
provider ' s order is required when a licensed [
nurse provides assistance with self-administration |
or administration of medications, which includes |
OTC products. When such an order for an OTC
product exists, only the requirements of 1

|
|

paragraphs (b) and {c} of this subsection are
required.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to label over-the-counter medications and
stored them in medication . __.. _ throughout the |
facility. |
|
i

The findings include:

1. On s at 10:30 a.m., the medication

| PM was found in the 4th floor cabinet of
the medication . __.... it was stored with several
other medications that were labeled for different
AFICA Form 3020-0001
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residents. There was no label noted on the
cabinet in which the medication was being stored.
The medication had expired on

In the same cabinet the medication . ... . Liquid
Gels 220 Mg was being stored. No label was
noted on the medication. The medication had
expired . In the same cabinet Polysporin
was being stored. There was no
label noted on the polysporin. It had expired ;
. All these medications had been opened.

At 10:40 am. on . the medication Bayer
Low Dose 1 was found in the 2nd floor
cabinet of the medication The medication
had no label on the bottle and was opened. |n the -
same cabinet the medication 1 325 Mg was
found unopened. 1t was not labeled with any
resident's name.

An interview was conducted with Staff A at 10:40
am.on . . She confirmed the medications
were not labeled and were being centrally stored
in the medication

2. At11:30 am. on , the medication

118 was observed being stored in the 3rd
floor cabinet of the medication several
other medications. The medication had no label
as to who it belonged to. The medication had
expired on

An interview was conducted with Staff B on
-at 11:33 a.m. She confirmed the

medication was not labeled and was being stored |

centrally in the medication . __

Class Il
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Administrator

Arbor At Sheli Point
8100 Arbor Court
Fort Myers, FL, 33908

Dear Administrator:

This letter reports the findings of a Biennial 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
hitp:/ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call this office at
(239) 335-1315,

Sincerely, o~

VM s
L et b Yoz
Harold D. Williams
Field Office Manager

sh
Enclosure: State Form

Headguarters

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

Fort Myers Field Office
2295 Victoria Avenue, . ..

Fort Myers, FL 33801

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




