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Administrator

Grown Court
108-Norh.Seminole Avenue
tnverness, Fl. 34450

Dear Administrator

This letier reports the findings of a state licensure survey that was conducted onf ;
2016 by répresentative(s) of this office.

Enclosed is the provider's copy of the State (5000-3547) Form, which indicates the deficiencies
that were identifisd on the day of the visit, Section 408.811(4), Florida Statutes, requires that
youi correct these deficiencies within thirty days of the date of this letter unless tha- Agendy has

approved another timeframe. Please attach a y of your-cor ion foreach
jci # i letion datés, on your le¢tterhead, Also include any additional

dbcumentation 1o support correction of identified deficienci i yand

documents to the Field Office no later than L4017, Staff from this office will

Gondticta review of the provided corrective action and supporting documentation to verify that
the netessary corections are In place to correct the deficiendies identified on your survey.
which may include a desk review or onsite revisit.

Thie' Quality Assurance Questionnaire has long been employed to obtain your fesdback
foliowirig survey activity. This form has been placed on the Agency's website al

Bt ahica mvilorda com/Publisations/Forme.shiml as a first step in providing a wish-based
iniernctive tansuret satisfaction survey system. You may access the guestionnaire through
the link under Health Facilities and Providers on this page. Your feedback i§ encoliraged snd

vajued, as olr goal is to ensure the professional and consistent appfi tion of thé survey
pracess.

Thank you fof the assistance provided to the surveyor(s). Should you have any questions
pleases call Chuck Bory at 386-462-6201.
Sincerely,

Kriste J. Mennella
Field Office Manager

KIMICB
Entlosure

Aldchug Fisid Office

401N W Hay 444, Sulte 800

Alachua, FLI2615-5689
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AHCAMyFlorida.com

Facebook coACHAFGHda
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AGENCY FOR HEALTH CARE PRINTED 12/29/2016

ADMINISTRATION FORM APPROVED
STATEMENT OF (X1) PROVIDER/SUPPLIER/CLIA | {X3) DATE SURVEY
DEFICIENCIES IDENTIFICATION NUMBER: COMPLETED
AL11966366 12/13/20186
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CROWN COURT 108 NORTH SEMINOLE AVENUE
INVERNESS, FL 34450

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

bOOO «dnitiakComments

An trannolnced biennial survey was conducted on 12/12/2016 through 12/13/2016 at Crown Court
{facifity license number 10580). Deficiencies were identified. The facility was not i compliance at the
trne of the survey.

D025 - Resident Care - Supervision - 429.26{7) F§; 58A-5.0182(1) FAC

Based on observation, récord review and interview, the facility failed to ensure supgrvision to meetthe
nesds of 1 of 11 residents (Resident #11).

Findings:

Duiting the medication observation on  / beginning at 8:50 AM, Resident #11 was obseived o
approach the medication cart for his medications. He stated he had not beean fesling well for abouta
week: He stated he had not @aten in the facility during that time.. He stated he still did not feel like be
would be coming down for lunch today. He was ambulating independently and hig-colorwas good. He
Was clear In his speech and responded appropriately to questions. -He was giver'8 madications
including:an , from packs, which he swallowed with water.

Obgervations of Rasident #11's v i at 12:00 PM and 3:00 PM, revealed that Resident
#11:0ved in the Tacility attic. His actual separated by a door from the halhvay and sialoway
leading io his - The stairway had steep stairs with missing or broken handralls The carpeling.on
the stairs was difty. The walls had holes and scratches. The hallway leading tothe doorofhis

orily 4 of 3 fluorescent light bulbs working so it is dimly lit. The floor had plywobd with wire cages for
resident belongings on each side of a walkway about 3 feet wide The ceiling was not finished. The
browh paper covering the roofing insulation had torn away exposing pink insulation; with some insuilation
hanging dewn from the roof and some had away leaving bare wood spots.

During aninterview with Resident#11 on / - at 3:00 PM, he stated "staff comes up here
periodically” fo'check on'him. -He had no details. He had no dates or naimes or descrptions of staff whe
nad visited him. He 'stated hé was sick and would not be eating downstairs. He said he was not sure
What he had bt it was "ike's” 1" No symptoms were obvious. He stated he goes down to-get his
medications at the medication cart daily. He stated he had lived there for about & year.

Qu: 1 < areview of Resident #11's record revealed & Resident Health Assessment (AHEA Form
1823y completed-upon admission on ~and updated and signed by the Physician's ARNP on
5/ s weights wate completed through 2016, In and 20184t says

AHCGA Forin 5000-3547
STATE FORM 5T4C1H1 if continuation sheet"16t4



AGENCY FOR HEALTH CARE PRINTED12/29/2016

ADMINISTRATION FORM AFPROVED
STATEMENT OF X1y PROVIDERISUPPLIERICLIA | (X3) DATE SURVEY
DEFICIENCIES IDENTIFICATION NUMBER: COMPLETED
AL 11866366 1211312016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CROWN COURT 109 NORTH SEMINOLE AVENUE
INVERNESS, FlL.- 34450

SUMMARY STATEMENT QF DEFICIENCIES
(FINDINGS PRECEDED BY TAGS AND REGULATORY IDENTIFYING INFORMATION)

TOOF 1 The staff stated that means out of facility. There were no notes aboutthe resident. The 1823
states the ALE will provide the “preparation for the resident's meals." The ARNP checked the box stating
the residert “heeds assistarics with sel-administration of medications." Review of the Resident Sign In
fOut Logs back through 2016, revealad the residenthad not signed foranything: It revealed
thetesident had beenvin » aevd then moved to the "aitis.” There was no inforfation about the
whiat the resident does or when he goes infoutside the facility.

During interviews with Staff A, from first shift, and Staff C, from second shift, on at
approximately 10:00 AM and 3:30 P, they stated they do not keep records of any checks they.doon
Resident #11. Staff C stated she checks on Resident #11 when she works. -She stated she works @
shart week - Saturday, Sunday and Monday. Sometimes she works on Tuesdays. StaffAhad ne
Further information other than he had been living up there for about a year, -She stated he does not use
the Infout Log. Shie had no-information how she knew his whereabouts. He frequently doss not jointhe
other residents for activities or mieals. Further, the facifity manager, o at approximately: 3115
PM. stated the staff do ot have anything in a communication log but do communicate at each shift
charige. There was no documentation of any supervision or how they Kept up with his general
Wwhereabolts or when hie is olit of facility. ‘She stated he wanted to move to the attic.

During an interview with the Administratoron at 12:30 PM, he stated Resident #11 has
raflsed to cooperate with the Sign InfOut log: He stated the resident hias a fire exithie has been using
{ike his pwn personal entrance to avoid staff. ‘He confirmed the resident could leave the facility atany
tiire and no one would know his location, He confirmed they have nét kept any docuimientation of any
chiacks they may have completed on the resident.

Class Il

0030 - Resident Care - Rights & Facility Procedures - 58A-5.0182(6) FAC; 428.28{1-2) ES

Based on ohseivation; record review and interview, the facility failed to ensure medical information was
setured for 1-of € residents (Resident #12).

Findings:

Obsarvation of the top of the medication cart located in the central area of the second floor -on

4 at 8750 AM. revealed Residerit # 2's Medication Observation Record (MOR) for
2016 in plain-view of anyone passing by the cart. The cart was in & high traffic area at the top of the
curved stairway.

AHCAF G 5000-3647
WTATE FORKY 5T4C11 i confinuation shedt 2.0t 4



AGENCY FOR HEALTH CARE PRINTED: 12/29/2018

ADWINISTRATION FORMAPPRUVED
STATEMENT OF X1} PROVIDER/SUPPLIER/CLIA | (X3) DATE SURVEY
CEEICIENCIES IDENTIFICATION NUMBER: COMPLETED
AL11966366 1211312016
NAME OF PROVIDER OR SUPBLIER STREET ADDRESS, CITY, STATE, ZIP GODE
CROWN COURT 108 NORTH SEMINOLE AVENUE
INVERNESS, FL 34450

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

Dufing an interview with Staff A, Medication Technician, on 12/12/2016 at 8:53 AM; she confirmed she
left the MOR for Resident #2 on top of the madication cart, available for anyone to read.

During aninteniew with the facility director and manager on at 3:30 PM, they confifmed the
importance of maintaining confidentiality during medication age.

N6 furthér information was provided regarding information access.

Class' il

062 - Medication < Assistance with Self-Admin - 58A-5.0188 (3)
Based on sbservation, record review and interview, the facility failed to dispose of contaminated

medications norimplement proper techniques for 4 of 8 residents (Resident#6, #7, #8, #9).
Findings:
Duiring Medication Pass observation on / beginning at §:50 AM with Staff A, 'a Medication

Techniciar (MT); the Tollowing issues were noted:

Resident#6's . v4D mg was dropped from the pack onta the med caft. The MT picked it
up with tier fingers, asked the resident if she wanted it and then gave itto her. The resident swallowed it

Resident #8's 20 mg was dropped onto the med cart from the pack:. The MT picked it
up with her fingers; put it in the med cup and handed it to the resident. The resident swallowed it

Resident #8's 2mg onto the med cart from the pack. The MT picked it up:with her
firigers and put it into the med cup and gave it to the resident. The resident swallowed it

The MT put herfingers on the rim of Resident #6 & #7's med cup when she handed them the
medications:

During:an‘interview on at 9:00 AM the facility manager confirmed they have policies for
thise issues, No further information was provided.

Class i}

AHCA Form 5000-3547

LR R AL BT4C19 if coniifuation sheet"3 of 4



PRINTED: 12/20/2016

AGENCY FOR HEALTH CARE
ADMINISTRATION FORMAPPROVED
STATEMENT. OF (X1} PROVIDER/SUPPLIERIGLIA {X3} DATE SURVEY
DEFICIENCIES IDENTIFICATION NUMBER: COMPLETED
AL11966366 12/13/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CROWN COURT 109 NORTH SEMINOLE AVENUE
INVERNESS, FL 34450

SUMMARY STATEMENT OF DEFICIENCIES
(FINDINGS PRECEDED BY TAGS AND REGULATORY IDENTIFYING INFORMATION}

152+ Physical:Plant - Safe Living Environ/Other - 58A-5.023(3) FAC

Based on observation and interview, the facility failed to ensure a safe hallway and stairway for 1of 4
flotirs. (4th floor).

Findings:

Observations of Resident #11's roomon 7/ iat 12:00 PM and 3:00 PM, révealed that Resident
#11 lived:in the facility attic. His actual separated by a door from the Hallway and staitway
leadingtohis “The stairway had steep stairs with missing of broken handrails. The carpeting on

the stairs was dirly. The walls had holes and scratches. The haliway leading to the door afhis

only 1 of 3 fluorescent fight bulbs working so it is dimly lit. The floor had plywood with wire cages for
resident belongings on each-side of a walkway about 3 feet wide. The ceiling was not finished: The
brown: paper covering the roofing insulation had torn away exposing pink insulation, with some insulation
hanging down from the roof and some had i away leaving bare wood spots.

During an interview with Resident #11 on 7/ s at 3:00 PM, he stated "staff comes up here
periodically” to check on him. He had no details. He had no dates or names of deseriptions of staff who
Kad visited him. He'stated he was sick and would not be eating downstairs. He said he was not sure
what he had but itwas Tke'a- 1" No symptoms were obvious.” He stated he goes down to get his
medications at the medication cart dally.  He stated he had lived there for about a year.

Dusing aninterview with the Administrator on 7 cat 12:30 PM, he confirméd improvements were
necessary to the hall and stairway for the fourth floor. He stated that Resident #11 has afire exithe has
best using like his own personal enfrance to avold staff. He confirmed the resident could leave the
facility at-any time and no one would know his location. He confirmed they have notkeptany
documentation of any checks they may have completed on the resident.

Class Il

AHCKFony 5000-3547
N AR RPN ET4011
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