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

0000 Initial Comments

A follow-up inspection was conducted from 8-15-16 to 8-18-16 at Midtown Manor assisted living facility.
The Midtown Manor assisted living facility had deficiencies during this inspection and did not correct its
previous deficiencies.

0030 Resident Care - Riahts & Facilitv Procedures

Based on record review and interview, the facility failed to treat 1 out of 2 sampled discharged residents
{Resident #26), with consideration and respect during the resident’s discharge process.

The findings are:

Review of the facility records indicated that Resident #26 was admitted on - - and was discharged
from the facility on -1- . Further review of the resident's record did not indicate that the facility
completed a resident inventory list to ensure that the resident's personal items were documented to be
returned when the resident was discharged on [~

In an interview with Resident #26's sisteron - - _ at 11:05 am, she stated that when Resident #26
was discharged from the facility on - |- |, the facility did not ensure that the resident had received all of
her personal items, including a hearing aid, decorative pictures and several clothing garments. She
stated that she spoke with the Administrator after the resident was discharged and the facility did not
offer any attempts to find the resident's personal items or resolve this in any way. She stated that the
facility did not provide her with the resident's inventory list to account for any items that may have been
missing.

In an interview with the Administratoron - - i at 12:15 pm, she stated that she believed that the
facility transported all of Resident #26 * s personal items to the new facility. She stated that she believed
that none of the resident's personal belongings were left behind, and that she did not specifically ensure
to ask the resident's sister if there were any personal items the resident was missing after the resident's
discharge. She stated that the facility did not have a completed resident inventory list to document
Resident # 26's personal belongings when she was admitted and to verify that the resident received
every item back when she was discharged on -1~

Class it

0053 Medication - Administration

Based on observation, interview and record review, the facility failed to ensure acceptable professionat
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SUMMARY STATEMENT OF DEFICIENCIES
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nursing standards of practice were followed for glucose monitoring for administration of .
This was evidenced by the failure to document the times of the glucose monitoring as ordered, for
5 of 6 sampled residents (Residents #7, #9, #19, #20 and #21).

The findings include:

Review of Resident #21's Health Assessment form dated on |/ indicated that the resident
required medication management and skilled nursing to administer . Review of the 2016
MOR indicated that Resident #21 had a diagnosis of dependent and was prescribed
Lantus 50 units every momning and 55 units every evening. Additionally, the resident was ordered
daily glucose testing/ monitoring in the moming and evening. Review of the 2016

Glucose Monitor Sheet indicated thaton , there was no documentation of the required
morming and evening | glucose testing noted by the nurse on the log.

Review of Resident #20's Health Assessment form dated on indicated that the resident
required medication management and skilled nursing to administer . Review of the 2016
MOR indicated that Resident #20 had a diagnosis of dependent and was prescribed

, 35 units every morning and night and 3 units every evening. Further
review indicated that the resident was ordered daily glucose testing/ monitoring in the morning and
evening. Reviewofthe ~  :2016 Glucose Monitor Sheet indicated that on there
was no documentation of the times of the required glucose testing noted by the nurse on the log.

Review of Resident #19's Health Assessment form dated on i indicated that the resident
required medication management and skilled nursing to administer . Review of the 2016
MOR indicated that Resident #19 had a diagnosis of dependent and was prescribed
Lantus 55 units every morning and 80 units every evening. Additionally, the resident was ordered
daily glucose testing/ monitoring in the morning and evening. Review of the 12016

Gilucose Monitor Sheet indicated that on I, no nursing documentation of the times of the
required morning and evening glucose testing on the log.

Review of Resident #9' s current Health Assessment form indicated that the resident required

medication management and skilled nursing to administer . Review of the 2016 MOR

indicated that Resident #3 had a diagnosis of ... ... dependent and was prescribed

10 units every morning before breakfast and 8 units every evening. Additionally, the resident was

ordered daily glucose testing/ monitoring in the morning and evening. Review of the 2016
Glucose Monitor Sheet indicated that from  _ 1thru  _ , there was no nursing

documentation of the actual times of the required morning and evening glucose testing noted on

the log.
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Review of Resident #7's current Health Assessment form indicated that the resident required medication
management and skilled nursing to administer .Reviewofthe 2016 MOR indicated that
Resident #7 had a diagnosis of dependent and was prescribed : 54
units every morning and 45 units every evening. Additionally, the resident was ordered daily

glucose testing/ monitoring in the morning and evening. Review of the 2016 Glucose
Monitor Sheet indicated that on there was no nursing documentation of the actual times of
the required morning and evening glucose testing noted on the log.

Review of the facility policy, "Third Party Provider Policy and Procedure” indicated that all 3rd party
providers must adhere to the procedures when providing services to the residents in the facility. The
nurse will provide written documentation of administration as ordered by the physician to include,
document date, time, glucose level, amount of | administered and nurses signature.

In an interview with the Administrator on / at 10:30 AM, she stated that the facility did not
employ nurses, but contracted with a Home Health Agency to provide a nurse who would conduct
glucose testing and administer to the residents as ordered by their physician. The Administrator
stated that she would expect that the glucose monitoring be completed by the nurse and
documented in the resident's medical record, on the facility Glucose Monitor Sheet. She stated
that she was unaware that the nurse had not documented the times when the testing had been
completed.

Class ll

po54 Medication - Records

Based on observation, interview and record review, the facility failed to maintain an accurate daily
medication observation record (MOR) for residents. This was evidenced by the failure of the nurse to
accurately document the prescribed medications that were administered on the MOR, for 2 of 6 sampled
residents (Resident #20 and #21)

The findings include:

Record review of the 2016 Medication Observation Record (MOR) for Residents #20 and #21

indicated that the residents had not been administered their . medications as prescribed.
Review of Resident #21's Health Assessment form dated on |/ iindicated that the resident
required medication management and skilled nursing to administer . Review of the 2016
AHCA Form 5000-3547
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MOR indicated that Resident #21 had a diagnosis of dependent :and was prescribed
Lantus 50 units every morning and 55 units every evening. Additionally, the resident was ordered
daily glucose testing/ monitoring in the morning and evening. Further review of the MOR indicated
thaton , the evening dose had not been administered and on both the moming
and evening was not administered as prescribed by the resident's physician.

Review of Resident #20's Health Assessment form dated on ‘indicated that the resident
required medication management and skilled nursing to administer . Review of the 2016
MOR indicated that Resident #20 had a diagnosis of dependent - and was prescribed

, 35 units every morning and night and '3 units every evening. Further
review indicated that the resident was ordered daily glucose testing/ monitoring in the morning and
evening. Furtherreviewofthe 2016 MOR indicated that the morning and evening dose
was not administered on and 14th. Additionally, on and 14th the evening dose
of “was not administered.

Review of the facility policy, "Third Party Provider Policy and Procedure” indicated that all 3rd party
providers must adhere to the procedures when providing services to the residents in the facility. The

nurse will provide written documentation of administration as ordered by the physician to include,
document date, time, glucose level, amount of administered and nurses signature.
In an interview with the Administrator on at 10:30 AM, she stated that it was the facility policy,

that when medication is administered to the resident, the MOR must be completed at that time. She
stated that the facility did not employ nurses, but contracted with a Home Health Agency to provide a
nurse who would conduct glucose testing and administer to the residents as ordered by
their physician. The Administrator stated that she would expect that the prescribed be
administered by the nurse and documented in the resident's medical record along with the MOR. She
stated that she had recently conducted training for the 3rd party provider nurses to review the facility
policy and she was unaware that the policy had not been followed.

Ciass i
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RICK SCOTT
GOVERNOR

ELIZABETH DUDEK
SECRETARY

pe. 1,2016

Administrator
Midtown Manor

2001 Polk Street
Hollywood, FL. 33020

Dear Administrator:

This letter reports the findings of a second State Licensure Revisit Survey conducted on
:18, 2016 by representatives of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies
corrected during the visit, uncorrected deficiencies and/or new deficiencies that were identified
on the day of the visit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. All
deficiencies shall be corrected no later than |, 2016,

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
htip://ahca.myflorida.com/Publications/Forms.shtm 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 representatives. Should you have any questions

please call this office at (561) 381-5840.
Sincerely, %M
7 M%y M7
Ariene May

avis
Field Office Manager

AMD/dso
Enclosures: State form 5000-3547 and Revisit report
YOSF
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