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000 Initial Comments

A complaint investigation (CCR #2015008615) was conducted at Grace Manoron i/ . Grace
Manor had deficiencies at the time of the investigation.

po52 Medication - Assistance with Self-Admin

Based on observation, record review and staff interview, the facility failed to properly assist residents
with self administration of medications in accordance with procedures described in Section 429.256,
F.S. and this rule for 4 Residents (Resident #1, Resident #2, Resident #3 and Resident #4)out of 5
sampled resident observed for medication assistance.

The findings include:

1) A record review was conducted for Resident #1 and it revealed a physician order dated
for. ... (anti- ~7+)0.5mg 1 tablet twice aday (. ). (photographic evidence obtained)

A review of the ....... . Medication Observation Record (MOR) for Resident #1 revealed the order for
. ._10.5 milligrams (mg) 1 tablet twice a day (- ...) was not seen on the MOR. (photographic evidence
obtained)

An interview with the Executive Director on . . at 1155 AM confirmed the order for Ativan 0.5 mg
1 __-for Resident #1 was received from the physician on and was not seen on the
reeree - MOR.

An interview with Employee A on i/ . at 12:20 PM confirmed the facility did not have the
medication . ... 0.5 mg for Resident #1 stored in the medication cart and the resident did not receive
the medication. {(photographic evidence obtained)

2)An observation was conducted on ./ at 9:36 AM of Resident #2 being assisted with her 9 AM
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medication by Employee B. The Employee entered the residents handed the resident a clear
medicine cup with the medications Hydroclorathiazide 12,5 mg 1 w@wiet and 100 mg 1 tablet in
the cup. The resident proceeded to take the medications without difficulty anu woq.yee B ieft the
resident's

A review was conducted of the ... ... Medicatinn Observation Record (MOR) for Resident #2 and it
revealed an order for the medication Balsalazide ( ) 750 mg 1 capsule three times a day
on the MOR. Upon further review the initials of the staff were observed circled (signifies medication was
not given) on the dates 1/ to i . The reason the medication was not given was
observed writan an tha hack of the MOR and read "On order”. (photographic evidence obtained). The
Medication . < (for \ 50 rmicrokilograms (meg) 1 tablet by mouth every morning
was also circled as not given on . i/ -l and no initials are seen for the date I/ -
An interview with the Administrator on 1/ at 10:10 AM confirmed that Resident #2 had not
received her Balsalazide from . 1/ ) She stated " The pharmacy is waiting on a check

from the family".

An interview with the Administrator on ./ at 11:38 AM confirmed Resident #2 did not receive her
e -~ ordered by the physician. She stated "On 11/3 & 11/4 the resident probably didn't get
her . _And the day of the 11/5 | think she got it that day and the staff forgot to sign it".

3) Arecord review was conducted for Resident #3 and it revealed a signed order by Advanced
Registered Nurse Practitioner (ARNP) dated  / for treatment every 6 hours scheduled
while awake as tolerated x 1 week then as needed (PRN).(pnotographic evidence obtained).

A review was conducted of the ... MOR for Resident #3 and no order for treatments
was found.
An interview with the Executive Director on / at 11:15 AM confirmed the order for the s

is not entered on the MOR for Resident #3. The Executive Director was asked if the resident w..
receiving the breathing treatments and she stated " | doubt she is getting them, if there not on the MOR".
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An observation was made of the medication cart in the locked memory uniton ./ - at 11:40 AM
and it revealed a unopened box of breathing treatments stored in the tup waws’.

4) An observation was conducted of Resident #3 being assisted by Employee B, Med tech, with her 9
AM medications. The resident received , X . ", and
s wremime . {photographic evidence obtained)

A record review was conducted for Resident #4 and it revealed a laboratory result dated for
Resident #4 of . _........ . level 5.5 (range 3.5-5.1). On the bottom on the lab slip an ordes waen. V.0
(verbal order) by ARNP discontinue ... { =7 and recheck on if ~. (photographic evidence
obtained)

A review was conducted of the ... MOR for Resident #4 and it revealed the resident continued to
receive the . -..._...1twice a day until date of survey on 1/ (photographic evidence obtained)

;" aw with the Executive Director on / at 1:00 PM confirmed the ARNP had ordered the

... for Resident** *> be discontinued and the resident was still receiving the medication from

the facility staff and no work had been drawn for the resident due to her refusal as of today's date
! .

A review was conducted of Resident #4's record and no documentation was found to notify the ARNP or

the resident family member the resident refused her lab work on ./ . and the resident was stil
receiving her after it was ordered to be discontinued
Class Wl

p054 Medication - Records

Based on record review and staff interviews, the facility failed to maintain an accurate daily medication
observation record for 4 Residents ( Resident #1, Resident #2, Resident #4 & Resident #5)outof 5 J
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e

sampled resident.

The findings Include:

1) # recnrd review was conducted for Resident #1 and it revealed a physician order dated

for (anti- 0.5 mg 1 tablet twiceaday ().

Areview of the cee.wo o Medication Observation Record for Resident #1 revealed no documentation
for 0.5 mg 1 tablet and was not given.

An interview with the Executive Director on ./ “ at 11:55 AM confirmed the order for 0.5 mg
1 for Resident #1, and confirmed it was not on the o MOR for the resident.

In an interview with Employee Aon / at 12:20 PM, she confirmed the facility did not have the
medication. ...... 0.5mg for Resident #1. (pnotographic evidence obtained)

2) Areview was conducted of the Medication Observation Record (MOR) for Resident #2 and

it revealed the Resident's Health Care providers name, telephone number, and resident allergies
medications was not seen on the MOR for Resident #2. In addition an order for Balsalazide

[ © ) 750 milligrams (mg) 1 capsule three times was seen on the MOR with the init s of
the staff circled (signifies medication was not given) on the dates 11/ ~ to 11/9/20915. The re  son
medication was not given was written on the back of the MOR "On order”. (photographic evidenc
obtained). The Medication vty (fOT sypengem o )50 microkilograms (mcg) 1 tablet b
mouth every morning was circled as not given on 11312015 - ./ and not initials are seen - the

date 1/

An interview with the Administrator on ) - at 10:10 AM confirmed that Resident #2 had nc
received her Balsalazide from i - X

whant 4 aof
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|

An interview with the Administrator on / at 11:38 AM stated "On 113 & 11/4 the resident
probably didn't get her _And the aay of the 11/5 1 think she got it that day and the staff
forgot to sign it". The Executive irector confirmed no documentation can be found in the residents
chart that the physician for Resident #2 was made aware she did not receve her medication as ordered.

3) A record review was conducted for Resident #3 and it revealed a signed order by Advanced
Registered Nurse Practitioner (ARNP) dated . 1/ - ... ... treatment every 6 hours scheduled
while awake as tolerated x 1 week then as needed (PRN)(photog phic evidence obtained).

A review was conducted of the vere.._ . MOR for Resident #3 and it no order for | treatments
could be found.

An interview with the Executive Directoron i/ at 11-15 AM confirmed the order for the s
is not entered on the MOR for Resident #3.

4) Areview was conducted of the Medication Observation Record (MOR) for Resident #4 and
it revealed the Resident's Health Care providers name, telephone number, and resident allergies to

e s was not seen on the MOR. In addition the initials of the staff where missing on the date
/ for her 9 am medications. The medications listed are . , Ty
e AN Gp ‘.- (photographic evidenc. O [ B

An interview with the Executive Director on 1/ at 12:25 PM confirmed the facility staff did not sign
the MOR for Resident #4 on i and couns 1w verify if the resident received her medications that

day.

5) A review was conducted of the ... .. MORfor Resident #5 and it revealed the Resident's Health
Care providers name and telephone number, was not listed. Upon further investigation initials of the staff
was missing on the dates . I/ & 11/6/2015 for the Medication . ifor8PM and Levothyroxine
at6amon ./ " (photographic evidence obtained)

. ehant B of
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missing to verify the residents received their medications.

Class 1l

D056 Medication - Labelina and Orders

An interview with the Administrator on it at 12:30 PM confirmed the initials from the staff are

Iy

Based on observation and staff interviews, the facility failed to have medications filled timely for 3 of 5

(Resident #1, #2, & #3) sampled residents and failed to have medications properly labeled for 1
Resident { Resident #1) out of 5 sampled residents.

The findings include:

1) A record review was conducted for Resident #1 and it revealed a physician order dated
for. .._..(anti- %) 0.5 mg 1 tablet twice aday (- ). (photographic evidence obtained)

Areview of the ..

TN 4 tmitet fwics & dav () was not seen on the MOR. (photographic evi

_Medication Observation Record (MOR) for Resident #1 revealed the order for
dence

-
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e

A review of the bottle of eye drops revealed Opti-Fresh eye drops with no Resident name or instructions
were seen on the bottle.

An interview with Employee Aon [ at 9115 AM and she confirmed there was no label on
Resident #1 Opti-Fresh eyed drops. The employee was asked how she knew the drops were for
Resident #1 and she stated, " know their his. | was here when he got them and 1 know his bottle.”

Class 1l

D057 Medication - Over The Counter {OTC) Products

Based on observation and staff interviews, the facility failed to have properly label Over the Counter eye
drops for 1 Resident (Resident #1) out of 5 sampled residents

The findings include:

An observation was conducted on ! at 9:10 AM of Employee A assisting Resident #1 with eye
drops. The employee was observed taking a bottle of eye drops (Opti- Fresh) from the top drawer of the
medication cart, walked over to the resident and placed 1 drop in each eye of the resident. Employee A
then returned the bottle of eye drops back to the cart.

A review of the bottle of Opti-Fresh eye drops revealed was no label on the bottle which identified the
resident's name, or the health care provider's directions for use

An interview with Employee A on / - at 9:15 AM and she confirmed there was no label on
Resident #1 Opti-Fresh eyed drops. The employee was asked how she knew the drops were for
Resident #1 and she stated, "I know their his. | was here when he got them and | know his bottie.”

Class 1
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7816 Backaround Screenina-Comoliance Attestation

Based on employee record review and staff interview, the facility failed to have a current Level i
background screening for 1 out of 3 employee records that were reviewed. (Employee A)

The findings inciude:

An employee record review was conducted for Employee Aand it revealed a date of hire as 1/
Employee A was the Memory Care Coordinator at the facility. A Level Il background screenilig,
found with the eligible date of

An interview with the Administrator on ! at 10:55 AM confirmed the facility did not have a new
Level | background screening completed tor bmployee A

Unclassified




RICK SCOTT

GOVERNOR
ELIZABETH DUDEK
SECRETARY
..... 1, 2015
Administrator
Grace Manor Assisted Living And Memory Care
1321 Herbert Street
Port Orange, FL 32129
RE: CCR #2015008615
Dear Administrator:
This letter reports the findings of a state ficensure survey that was conducted on , 2015 by

representative of this office.

Attached is the provider's copy of the State (5000-3547) 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.
Please attach a summary of your corrective action for each defici , includi feti
dates, on your letterhead. Also include any additional to support
identified iencies. Submit y and ts to the Field Office no later than

10, 2016. Staff from this office will conduct a review of the provided corrective action and sUppO: vy
documentation to verify that the necessary corrections are in place to correct the deficiencies identified on
your survey, which may include a desk review or onsite revisit

of

The Quality Assurance Questionnaire has long been employed to obtatn your feedback following survey
activity. This form has been placed on the Agency's website at

http:/fahca. myflorida,comlPubhcationleorms.shtm_i 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 feadback is encouraged and vaiued, 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 -4201

7

y 'S;ncerely
A {

s ¥

QA

ana Meyering i{’§

ealth Facility Evalustor Supervisor
iision of Health Quality Assurance

AFIIM/sm

Enclosure
XG0

Jacksonviile Field Office

921 N. Davis St., Bidg. A, Suite 15
Jacksonville, FL 32208

Phone:(904) 798-4201; Fax (904) 359-6054
AHCA MyFlorida.com

Facebook com/ACHAFiorida
Youtube.com/AHCAFlorida
Twitter Com/AHCA_FL
SlideShare. netyAHCAFlorida




