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SUMMARY STATEMENT OF DEFICIENCIES
{FINDINGS PRECEDED BY TAGS AND REGULATORY (DENTIFYING INFORMATION)

D000 Initiat Comments

A follow-up visit to a biennia survey was conducted at Woodland Towers Assisted Livingon  /1/
Woodland Towers Assisted Living had deficiencies at the time of the visit.

poos Admissi - Health A t

Based on record review and staff interview the facility failed to obtain an accurate Health Assessment

Form (1823) for 3 Residents (Resident # 5, Resident #6 and Resident #8 ) out of 3 residents charts that
were reviewed.

The findings Include:

1) Arecord review was conducted for Resident #5 and it revealed a date of Admission of LA
1823 form signed by the physician and dated and reveals the physician did not list
what type of medication assistance Resident #5 requires.

An interview with the Assistant Director of Nursing on I/ - at 9:45 AM confirms the 1823 did not list
the type of assistance Resident #5 required for medications.

An interview with the Director of Nursing (DON)on  / at 9:47 AM and confirmed the type of
assistance needed for Medications for Resident #5 was not marked.

2) Arecord review was conducted for Resident #6 and it revealed a date of admission of A
1823 form is signed by the physician and dated but does not list what type of medication
assistance Resident #6 requires.(photographic evidence obtained).

An interview with the DON on . ./__.__ . at 10:45 Am confirms Resident #6 receives assistance with
medication from the facility and the 1823 did not list what type of medication assistance the resident
required. She stated " The ADON was responsible this it was her job to make sure that was done".

3) Arecord review was conducted for Resident #8 and it revealed an admission date LA
AHCA Form 5000-3547
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Florida Health Assessment Form (1823) signed by the physician but not dated and page 4 is missing
from the 1823 which identifies the type of assistance the resident required for medications. Upon further
review the Physician listed under nursing services on page 1 it reads " Medication Administration".
(photographic evidence obtained)

An interview conducted with the Director of Nursing on  +/ at 12:14 PM confirmed page 4 was
missing from the 1823 for Resident #8 and the physician did not date when the form was completed. In
addition the DON confirmed Resident #8 receives assistance with medications and not medication
administration. (photographic evidence obtained)

A review was conducted of the ... _.. . Medication Observation record for Resident #8 and it revealed
the facility staff are assisting the resident with her medications. (photographic evidence obtained)

CLASS il

po53 Medication - Administration

Based on record review and staff interview the facility failed to have licensed staff Administer
Medications for 1 (Resident #6) out of 3 resident records that were sampled.

The findings include:

A-record review was conducted for Resident #8 and it revealed an admission date i. A Florida
Health Assessment Form (1823) signed by the physician wrote on Page 1 under the section
Nursing/Treatment/ ~ service requirements "Administration of Medication”. (photographic evidence

obtained)

An interview conducted with the Director of Nursing on 1/ at 12:14 PM confirmed the 1823 for
Resident #8 listed she required Administration of Medications and that licensed staff do not administer

her medications.

Areview was conducted of the ... ... Medication Observation record for Resident #8 revealed the
facility staff are assisting the resident with her medications. (photographic evidence obtained

D056 Medication - Labelina and Orders
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Based on observation, record review and staff interviews, the facility to place an "Alert" sticker on
medication label which directs staff to examine the revised directions for use in the medication
observation record (MOR) for 1 Resident ( Resident #7 ) out 3 sampled residents.

The findings include:

An observation was conducted on ./ at of Resident #7 receiving assistance with medications.
The resident was given a i 10mg 1 tablet by mouth.

A review was conducted of Resident #7 pre-filled medication card with a label that read Lo
10mg 1 every day (QD) hoid for _, .*." ) (sbp) <100 or diastolic s <60.
A review was conducted of Resident #7 Medication Observation Record and it revealed :
10mg 1 QD was given to the resident from ..___..__ . 1st - date of survey , 2015. No
o were observed documented on the MOR.

An interview with the DON on 1/ at 11:53 confirmed the fabel on the medication was different
from the physician order.

An interview with Employee Shavonda Gibson, Med Tech on 1/ at 11:55 AM was asked if she
verifies the medications against the MOR. She stated " | look at the MOR and the Medication " The
employee was asked if she noticed the parameters listed on the label she replied * No". Employee also
confirmed she did notdo a . on the resident and it has not been taken the month of

An interview with the DON on [/ at 11:57 AM stated "The resident brought his medications in
with him from a nursing home and this was on there from there”. She confirmed the order should be
clarified with the physician and "Alert sticker" should be placed on the label.

CLASS il
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RICK 8COTT

GOVERNOR
ELIZABETH DUDEK
SECRETARY
, 2015
Administrator
Woodland Towers
113 Chipola Avenue
Deland, FL 32720
Dear Administrator:
This letter reports the findings of a revisit survey conducted on ,2015bya

representative of this office. Enclosed is the provider's copy of the Statement of Deficiencies
(State Form 5000-3547), which references the uncorrected deficiencies and/or new deficiencies
identified during the revisit.

All deficiencies shall be corrected no later than ., 2018,

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.shtmi 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 (904) 798-4201.

Sincerely, -

Jana Meyering, QIOP
Health Quality Assurance
Division of Health Quality Assurance
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