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F 000 INITIAL COMMENTS F 000 This plan of correction constitutes our
:  written allegation for compliance for
:0" ;‘3;’::’:"““" Receﬂi{!ocahon S“"'e; was i | the deficiencies cited. Our submission
n ; : o
Rehabiliation Center at Hollywood Hils, The | j ofthe Plan of Correction is not an
facility is not in compliance with 42 CFR Part 483, | admission that the deficiency exists or

that one was cited correctly. This plan
F 241, of corrections submitted to meet
| requirements established by statc and
federal laws.

Requirements for Long Term Care Facliities,
F 241 483.15(a) DIGNITY AND RESPECT OF
55=E|’ INDIVIDUALITY

i The facility must promote care for residents in a
manner and in an environment that maintains or ;
enhances each resldent's dignity and respect in
tul recognition of his of her individuality.

'

This REQUIREMENT is not met as evidenced >
by:

Based on observation, Interview and record
review the facility falled to ensure residents were |
_ treated with dignity with respoet for their
| indlividuality and preferences for 1 out of 1
| sampled residents (Resident #265) as evidenced | N N
by failure to inchude Resident azss)in preferred sensory stimalation program in a small
aclivities, as assessed upon admission; tailure to group of 5 to 8 residents and in smaller
provide activities of dally living (ADL) to include - time increments to better meet the
nall care and shaving for 1 out of 1 residents i residents needs.
{Resident #46), reviewed for ADL care; and H N
; fallure to address residents in a respectful N l
‘ manner on the second floor east wing during :
dining observation. : i

|
|
|
1)Resident #265 was assigned to a ?
|
i
|
l

Resident #46 was provided with nail care

| and was shaved, Staff provided with
§ - education on ADL including nail care .
The findings Include: and shaving (see signing sheet attached);
1 Review of the facllity policy titled Quallty of Life - f

| Dignity, states, 'Residents shall be assisted in
{ attending the activities of their choice...”

< Staff was provided with education on |
: | addressing residents with dignityand ; /
i respect. (see attendance sheet attached)!

AOHIM ST A7 ¢

Any defliciancy stateméht ending with an astarisk () donoios  deficiency which the instiution miy be excusad from corracling providing it i€ determined that
oiher safeguards provide sufticlent proteciion o the patisnis. (See instrustions.) Excapt for eursing hamos, the findings mated above an SiEcloaobio 90 days.
fotlowing tho daio of survey whaihar of not s plan of cairertion i provided. For nursing homes. (he bova fincings and plans of crroction a1o discissabia Lo
says Mewtnlpdr:o “ste thase documenis ars mode available to tho facilly. If deficlenciss are ited, an approved plan of torection Is requisie to continuag
pregram panicipation.

Provious o Event ID:S4XQ1

RISUPPLAER REPRESENTATIVE'S SIGRATURE. TITLE / (X} DATE
3/s8)i
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F 241" Continued From page 1 F241 i
wlbh diagnoses to include vand § i
requiring 2 feading tube for H -
! nutrition and hydration, i H !
1. Review of the Initial Activity Assessment dated } '
‘g cog:P'e‘ed byan Atz;wlt{ ASS'SIGFL ! 2) Audit was conducted of al] active
locuments the current activity interests of ! ¢ 5 vk |
* Resident 4265 Include Exercise, Being Outdoors, ¢ residents to insure that the activities |
Watching TV, Movies and Muslc. The i thatare being provided are adequate i
SUmmarylProgram includes, Resident will recervs l with their cognition and functional
group to } : : . W
’ enhance andior maintain his or her level of | satusin orde{ to improve their quality |
soclalization and interaction with others. Resident | i of life. (Audit form attached) i
‘wxll be escorted to and from sctivities as needed. | " 3) To ensure that all residents are i
i H
on between 11:00 a.m, thiough 200 i attending the proper activities based onl
p.m. multipte cbservations were made of i i their evaluation, staff were in-service onl
Refg‘ide?t #255b On e:?h :brSSNQ"ON the bed : | updated activity calendar and a list of |
' resident was observed (n hel in : i 9 - : . i
with her night gown on, facing the overhead TV * i resnder}zs with their assigned activities |
which was not turned on, The L were area will be provided weekly 10 nurse |
turned off and the window drapes were pulled | i Coordinator. (Staff in-service attached);
closed. At 2:30 p.m. the resident was observed in H ! !
her . in bed, having tube feedings i i
infused via pump, next fo the bed, She temalined | i i
in her "'9“‘%3"::&'30‘09 the TV Whitihevéasi;m : l Staff was provided with education on |
; turned on at . remained off and addressing residents with dignity and |
* window drapes closed. Review of the resident’s { ‘e res: ’( 8 s:i ';s w; hlg:uty and
clinical record revealed she recelves . twbe ; respect, [see attendance shee |
 feedings via feeding pump starting 2t 2 PMand | attached) .
. concluding at 6 AM for a total of 16 hours per {
i day. !
Review of the 15t Floor Activity Calendar revealed | ﬁ
the scheduled activities on . which \ i
Resident #265 was assessed as having Interest i
in, fo Include at 10:45 a.m. Move & Groove Your
Body Exercise; at 2:30 p.m. Creative Art; and at
4:00 p.m, éproup watching of a TV show,
FORM CMS-2587(02-90) Facilny 10: 100611  continuatign shoot Page 2 of 49
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F 241/ Continued From page 2 F 241} [
1 Review of the Sensory Slimulation Attendance | 4) Daily rounds will be conducted by i
{ record 70:;::;; :\rgv; ’l‘he Actfvl({h lzl::r:; ::‘ i activities director or designee to ensure -
participated in Group activily (no time was ] auendzmc‘e Mdd any abs‘emee:sm willbe |
. documented), however Resldent #265 was | commubicated immediately to IDT for
. abserved to be in bed as noted during i further intervention.
observations, in her nightgown facing the : i
; everhead TV which was not turned on. Review of | i Ifany resi ' Wi
tthe Activity Participation record documentad on 1 artiz‘ a:d:x:sloesn ¢ wish wd thei
the resident was watching TV, : participate on any _day thelr
! ! assigned activities an activity staff
on at 10:00 a.m. Resident #2665 was i i member will provide appropriate
' observed to be up in a wheslchair n street ' ! activities in
c!oth;s parked between the bez'beds opposite her ‘
bed. She was observed o be facing the over i i " N
| head TV howaver, the TV was not on. The fights * | Inadition, DON, designce, Nurse
were out and the window curtsins were closed. ! Supevisor and Administrator or
On at 11:19 a.m. Resident #265 was i designee will observe during daily
. observed sitting In the same spot, with the TV stifl | { rounds, all residents remaining in their
+ not on. The Ughts were out and the window i 1 lengthly periods without
' cunains were closed. H H L, . gthly perio oo ou
On at 1:30 p.m, Resident #265 was : i receiving stimulation activities, Any
; observed in her in the same spot with | | findings will be reported to the
2 nurses at her side working on connecting the H Activities Director,
tube feeding. '
On 2t 3:11 p.m. Resident #2865 was
" abserved in her inthe same spot, ' H
‘The TV was on for the resident In the nextbed  + i !
however Resident #265 could not see ft from her N :
{vantage point. The overhead TV above Resident - |
; #265 remained off. | :
{ Review of the Sensory Stimulation Attendance }
i record recelved from the Activity Director on H
. documents on the residentwas ' {
Jinher i no aclivity Indicated. . N
 Review of the Activity Parficipation record i
documented on the resident recelved ;
, Faclity 1D: 100643 if canynusiion sheet Page 3 of 48
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. sensory stimulation, listened to music, and was
i read to, Resident #265 was not observed to have
* moved from the spot between the 2 beds

opposite her bed, .
:on at 10,00 am, Resident #265was |
. observed in her bed in her nightgown, |

‘The lights were out and the window curtains were

- closed.
10N 2/17/16 at 11:00 a.m, Resldent $265 was i
. observed in her 1 bed in her nightgown.
The overhead TV was not on, The lights were out H
; and the window curtaing were closed. N
On at12:16 pm. Restdent #285 was
d ing in bed, in her with
. me TV not on, The lights were out and the
' window curtaing were closed, i
On at 2 15 p.m, Resident #265 was
. in bed in her with
the TV net on. The lights were out and the
window curtains were closed,
Further, observation was made on at :
. 2:20 p.m, of the Activities Director walking down 1
 the first floor hatl recruiting residents ta participate ’
T In an interaclive singing activity on the firstficor |
cutside patio. H
10n 8t 3:00 p.m. Resident #265 was H
i observed remaining in bed, in her nightgown with
the TV not on. Resident #265 was not Included in
the singing activity on the outside patio. !

{ Review of the Sensory Stimulation Attendsnce
racord recelved from the Activity Director on
31 3:20 p.m, documents on ne
Review of the i recordon |
documents no interaction.

i

" Review ofthe 15t Fioor Activity Calendar revenled .
the dayy detivities on , which Resident

Facity 1D: 108011 n \nwmon shoat Pago 4 of 4%
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T

|

! #266 was assessed as having interest in, to ; l

inciude, 10:45 a.m, Moming Streteh; at 2:30 p.m, ' | :
Sing-A-Long and at 4,00 p.m. 2 group walching of |

2TV show, i

i

H

|

On at 10:00 a.m, Resldent #265 was
cbserved in bed in her nightgown, The TVwas |
. hot on and the lights were off and window :

 gurtains closed. 3 :
On . . . at10:45a.m Resident#Z85was | i
observed in her In awheelchalr nextto | [

i her bed. The TV was not on, the lights were out
and the window curtalns drawn,
On 8t 1:27 p.m. Resident #265 was !
1 observed In her Ina wheelchalr naxtte |
* hier bed, The TV was off and facing the other :
way: the lights were out and the windew curtalns |
+ drawn. Anurse and an aide were cbserved in the |
 the resident of the door bed back
+ into her bed. The nurse stated they are getting
the resident back to bed so she can startthe
wbs feeding.

* Review of the 1st Floor Activity Calendar revealed !
the days activities on  which Resldent

| #265 was assessed as having interestin, to
Include at 10:45 a.m. Sit & Fit Exercise. :

- On at 3:20 p.m. an interview was

: conducted with the Activity Director who stated |
they have a “Stim" book and the residents are |

seen dally or 3-5 times a week. She stated !

| everybiody can come {0 a group aclivity that is
scheduled and the residents that are !

o are visited in their atleast 3 vaes

! 3 week and they will turn on the TV for them if H
they can't get out of the . She stated they
target people that really need it because they ¢
can't participsig)themsseives so they take them lo

FORM CMS-2687(02-99) Pravious mom@ M% Event IDIS4XON Facaly 0. 100814 nijuntion sheol Page 6 of 48
frOM // ¢/
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F 241! Continued From page §
enterlainment, take them outside and doword |
games with them. She stated residents with .
{ubes are not eliminated from group activities. :
She stated Resident 3265 has "something” done
every doy however, Resident #265 was not

: observed from lhrough toboout
"of her . pariicipating in any group exercise or:
music activities that were observed to be

. altended by other residents

[thatdid nothave | feeding tubes and who did
nothavethe | lube feedings commencing at 2
PM In the afteooon,

12)0n al 11:30 a.m. Resident 246 was
observed In his bed. His fingemalison |
" both of his hands were observed to be long with |
the right hand worse, with long Jagged sharp ]
! edges and a black unknown substance observed !
- under the nalls of his right hand and a thick i
yellowish spongy substance under the left hand
fingernails. Additionally, the resident looked like

+ he had not been shaven for a few days. The skin
on his grms was noled to be very fragile with
multiple and scratches on both arms, An |
+ inquiry was made if he had accidentally scratched :
" himself with his long fingernalls and he stated his .
skin scratches easlly however, as far he Is aware

i ha has not scratched himself as of yet. The

“ resident stated he thinks he is going to get
shaved “today” and maybe in a day of two they

; will cut his fingernalls. Review of the clinical

i record revealed Resident #46 was inltially
admitted to the facility on with hosmtal !
+ admissions on and ¢

1 witha mdm»sslon back tothe faclluty on;

i

ot 8:57 am. the resident ' s

iOn
. onfioth hands long and )

Fa4

| |

i

Wo-._.

Fachly 1 100011 i 7&!\0!"!0« sheot Pugs Gt a9
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F 241 Continued From page 6 F 241 I
© joged with the black substance remalning under
: the right hand fingernails and the thick yellowish
spongy substance under the feft hand Rngemaris
He remained unshaven.

on at 3:15 p.m. the resident was : |
- obiserved In his 1 bed, He stoted the last
* time he had a shave was last Thursday whilein .
the hospital and he is waiting fora aide !
} (name of alde) to come tomorrow and he knows |
: that she wiil shave him and cut his fingernalls, His |
nalls were observed to silf be long, jagged with ¢ H
the blackish substance under the right hand : i
| fingernails and his loft hand fingernails withthe
thick spongy substance under his nails, The H
' resident stated (name of aide) will help him }
tomorrow. i

Review of the Certified Nurs:ng Ass»swm H
i Tracking Form for *2016 o

+ 2016 revealed under '‘Personal Hyslene H

documentation the resident was recoiving

assistance with ADLs (activities of dally ving) to |

include shaving every shift, Additionally under @
; Nail Care there was no documentation the i
| resident's long finger nails were belng addressed. 5
i !

On at11:15 am. during an interview |
. with Resident #46, cbservation was made of his |
; fingernails which had now been manicured and 1
n his face had been shaven. The resident stated an |
! gide cut his fingarnalis and gave him a shave
yesterday as he held out his right hand stating
. ‘They look pretty good don't they?'
13) upan dining observations in the 2E dining
at 12:38 PM during tray : '
dekrvery it was noted that resldents were being i
1 referred to by the staff as “feeders” and identified t !
accordingAo theit rgom number, not thelr name.

EORM CMS-2567(02:66) WBV!& jols Event D:5axQh | Faciy 500071 1f corfinuation shaat Page 7 of 48
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F 241" Continued From page 7
For exampie, Staff J was heard announcing out
loud from Inside the 2E dining # K,
; who was out in the haliway next to the tray cart,
{"sheis
in return, Staff K stated loudly back at Staff J,
threa residant names to include Resident #2270

| from the hallway dining cart into the dining
those who were listening, "who are the other
feeders?”
! on

delivering 3 tray into . AS she

entered the 1 her. At 1:22 PM she was
‘ heard In the hallway saying, “2028 is a feeder’,

In an interview on
i stated that a feeder Is someone who needs
assistanca by the CNA to eat. During further
interviaw Staff K revealed that she did not find
; anything offensive in calllng residents’ feeders
+ because "that is what they need.”
F250 483, 15(g){1) PROVISION OF MEDICALLY
§s=p  RELATED SOCIAL SERVICE

services 1o attain o maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

* 2% she pointed to a resident.

iat 1:18 PM, Staff K was observed

exited, she was heard asking Iaud|y "xs 201Alsa
feeder?, as the Centified Nursing Assistant (CNA) .

2t12:62 PM, Staff K .

; and stated "they are feeders”. Siaff K then asked ;

i

" The facility must provide medically-refated socisl

F 241,

F280

Ii

A grievance was done for Resident #118 |
regarding , Glasses and
Hearing Aid unanswered requests.

© Resident #118 was seen by mobile eye
care on + Examination
revealed that glasses would not improve |
resident vision due to inboth
eyes. (See attached consult)

|
i

| Z;v_ls REQL T is notmat as | Resident was seen and evaluated by
Based on inferview and record review, twas Dentist on willbe
determined that the faciity failed to provide delivered on ;
; {(Sec attached Forms) L
= EvantID: SAXO1H Pacihy 10: 100871 If continuation sheet Page 8 of 49
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- medically-related social services that included .
: denta) services, hearing, and vision for 1 H
(Resident #118) of 1 sampled residents reviewst f
" for soclal services,

The findings included;

: During an Interview conducted with Resident \
1#118's designated health care surrogate (HCS)
fon at 3:31 PM, I was revesied that
she has been requesting , glasses, and
heating , from social services multiple times .
on previous occassions, but does not recalt a !
i specific staff members name. She stated that she
+ spoke with Staff I, in the business office “today",
- She also stated because of the faciilly's change in |
awnership, resident services are delayad, The
HCS also stated the facility called approximately
; ne month ago and stated they cleaned the .
{ resident’s , but that is not what the HCA
wanted, Resident #118 has . but they no
longer fit due to the reslgonts ongolng weight H
+loss, The HCS stated that she initlally requested a*
dentai evaiuation, heating . and glasses
sbout 34 months ago.

During an interview conducted with the Director of |
| Soclal Servicss on at2:17 PM, she !
 stated that she has been employed at the facility -

for only four months. She further stated that the

facliity had recently changad dental contractors.

During the Interview, the Director Initially, had no
| recoliection of Resident #118's needs for
£ \ hearing aid, or glasses. When

questioned if the HCS for Resident #118 had

spoken to anyone the previaus day, she was |
- unaware. The surveyor informed the Diraclor of
, Social Services that Resldent #118's relative
spoke fo Staff 1. i

removal. (S¢e Attached)
| Resident was seen by

for

1 evaluation of poor bearing. Cerumen

| dissipation was done.
| Grievance was resolved to family
satisfaction.

i

i

Resident was seen by Hearing USA on
. Consult recommended for wax

i
I
i
|
§
!
i
i
i
i
|

b O Euen I10; 54X

AV e—
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F 250 Continued From page 9 F 2505 !
i Dunng an Interview with Staff 1 on 0 An audit of all active Residents was
02:30, she confirmed that Resident #118's HCS i conducted by Social Service Director to
did come to the business ofice !da inquire agal?’ ensure that no other Resident was !
about , hearing and glasses. Staff | . : N : o
stated she told Resident #118's HCA to ses the i identified with "“"‘“sgvl‘l“"“ or dental
Social Services Director on Monday because they -without proper follow up.
were in the middle of a survey.
. : ¢ To ensure compliance, QA Committee
g:xl’cgeznamegﬁgl; “g‘agg’;:‘;g’ of Social will audit sample charts of residents
3 2:35 (in the Director of Social Setvices offce), | identified with having vision hearing [
itwas confirmed that there should have beena | and dental related concerns, Facility will
grievance filed concerning the issues of glasses, | assess the need for hearing  , dental !
- . and hearing  for Resident #118 , | services, and eye care upon admission, |
she Director of Soclal Services located a Dental ; and as needed during ADL's.
, ervices Patisnt Progress Report dated ! Staff sded with in-Servi Jated t
thet documents“patient presents for | tafl provided with in-Service related to
oral prophylaxis foday. Patient seen In comimunicating any noted by ID'
bed...brushed and polished ..." The . . to Social Services immediately for prope
Oirector of Social Services then showed a “Dental +  follow-up. {
Services Dentist Visit List” dated hat {
+ had Resident #118 listed for a consult for “repair :
! eurrent ~needs adjustment” and setof | ° .
first impresslon, When questioned about : i '
documentation in the chart and informing the l
residents HCA, she confirmed that there was ¢ I
| nene. When questioned abolit Resldent #118's i 1
hesring and glasses, the Director of Nursing | ! !
stated they would do a grievance, make 2 hearing . :
and vision appointment and contact Resident !
[#1BSHCA,
Dnring an interview with the Director of Soclal ! i i
Services on i at 11:45 AM, she stated | i
; that an appointment was made for hearing, but i
 she does not remember the date. She also stated |
i that Resxdeﬂt#ﬂ 8§ was already assessed for
glasses. D umemauon was shown for an eye
Event {D; 54xQ11 Faciiy 1D; 100811 i continuation sheat Pags 10 of 49

MINI ST EAT

=Y




- GO UZEPHL From:

FromFLORDA AGENCY MEALTH 5614966026 ’

DEFARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICE!

;9549817229 #

. 1892 #8688 P,/

PRINTED: 02/10/2018
FORM APPROVED
OMB NO. 09380381

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICUA
AND ALAN OF CORRECTION IDENTIFICATION NUMBER;

105021

8 WING

(X2) MULTIPLE CONSTRUCTION
A, BURDING

STREET ADDRESS, CITY, STATE, ZIP CODE

(X3} DATE SURVEY
COMPLEYED

NAJE OF PROVIDER OR SUPPLER
1200 N 36TH AVE
REHABILITATION CENTER AT HOLLYWOOD HILLS, LLC HOLLYWOOD, FL 33024
Qi | 'SUMMARY STATEMENT OF DEFICIE Tm PROVIDER'S PLAN OF CORRECTIO! )
BB L eacHOBAGENCY MUST HE Eekaco.ay FuL ! opmgEx i (GACHCORRECTIVEACTION Shoua e | conpLETon
JAG .  REGULATORY ORLSC IDENTIFYING INFORMATION) .  TAG CROSSREFERENCED TOTHEAPPROPRATE | one
i
F 250 Continued From page 10 F250, |

examination dated that stated “patient :
s nota for surgery. Glasses
i { will not Improve vision.,.” questioned why

! this was not relayed to Restdent #118's HCA, the '

Director of Social Services did aot know.

; Documentation was alsc shown for orders for a

! heating consull dated . eye consuit
second opinion daled candfora
i hearing appointment, on st 1100 AM, |
tdated .. ... .,2ndaresident .
grievance/compiaint for , glasses, and
: hearing - dated When questaonen
" about follow up with Resldent #118 and !

vislon appointment, the Director of Sacial
| Services stated there was no follow up and no
appointment made at this time, She stated the

( dental services usually call them, but she would

9tve thern a call and make the vislon
appointment.

i Duting an Interview with the Director of Soclal

i

Services on at 3:30 PM, the Direcor |

of‘

; provided

re
' dated 11/5/2015, She stated that when she called '

1o make an appeintment they informed her that

Resident#118 was seen on that date, They faxed | i

: over another documentation of eyecare
* examinatlon, dated - documenting
patient was seen on . Examination

. revesied that glasses would not !mpreve patlams
i

vls!on due to the prasence of

eyes." Dacumentation also provided with den(al
setvices dates from a Dental Services compeny
; with appointment dates at 14:00 AM,

&t 11:00 AM, and at 11:00
. AM. The Direclor of Soclal Services stated she

would give Resident#118 HCA a call to Inform

i

ID.S4x0N

Facllly 10, 100014

Ao
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: T T
F 250 Continued From page 11 F 250. X
Durlng a review of he clinical record or Resident B
#M8on it was noted an admission H
date of that included diagnesis of ' i
« and Anorexia. l :
i Record further revealed the resident is { t
: and a total assist for Activities of Dally - !
, Living. f
F 253 483.15(h)(2) HOUSEKEEPING & i Fess;

S8ag . MAINTENANCE SERVICES : | |
! !  RCHH will make every effort to ensure

The facllity must provide housekeeplngland j ‘ Housekeeping and Maintenance

rmaintenance services necessary to maintaina {Seryt : intai

sanitary, orderly, and comortable interior, k H Senflces are provided to maintain a
: sanitary, orderly and conformable

! i  environment.
Thvs REQUIREMENT i5 not met as evidenced

i B
1
i Based on observation and interview conducted t |
on it was determined that the facility - ; |
failed to provide housekeeplng and maintenance :
services necessary ta maintain a sanitary, H
orderly, and comfortable interior in 4 (1 East, 1 I
West, 2 East, and 2 West) of 4 Resident Units.

The findings Includes: ]'
: H

- During an environmental tour conducted on :

fat 10:05 AM and 1:00 PM P

i accompaniad with the Administrator, Enginesr i i

Director, Director of Nursing and Environmental : ( :
Director, the following concerns were noted: i

11 1 East Wing: ) U L) - entrance has
;8. The wooden was ; ] been fixed.
! seratened and chipped. !
1 () sink has been repaired
~ The area on the floor around the | . and cracked tile replaced.

FORM CMS-2567(02. Wa@ Ovasiste é Event ID: SaXQ11 Faciity : 100814 1t continuation sheet Page 12 of 49
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d
, desiivering, black spots. The wall under the
| television had paint peeling and was scralched. |

Tha bottom of the metal was

rusted.

e 1= The tiles on the floor near the i
re cracked. The

were
} was In disrepair with scratches and gauges outof
" the wooden door, The only existing miror atthe |
_sink was desliverizing, black spots, The file on the
was uneven, siightly higher than
me tie on the ﬂoorof the the doorway to !
1. Comdar Hand Reils~ The wooden wall raling |
throughout the 1 East Wing was in disrepair with ~
+ deep scratches and scufls.

g Storage # « An unlocked supply
the haflway contained 10 cases of tube

feedings { and fibersource}, as we!l
as tube feeding supplies. f
h. Solled utility = contalned overflawing

trash In bins and trash on the floor.

. 1. Community shower- dispiayed a call bell cord |
_wrapped around the hand rail |

been replaced. Wall azea under the
television has been fixed and painted.

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE 8 MEDICAID SERVIC OMB NO. 09380391
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AND PLAN OF CORRECTION IBENTIFICATION NUMBER: A BULDING IMPLE
106021
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— :
F 253 Continued From page 12 ! F2s3) |
- sink had missing and cracked tile. There was a | ! !
hole in the floor near the sink. H . !
- The paint on the i | intedanda |
was peeling, Thare was notatrash canin the | : g‘:s b can has bi:;be;:;n;:c;‘:&; |
.. The second bed ' s dresser/night ' P [
+ stand was seratched and worn, i - The bed dresser has been :
i : replaced. i
= The mirror above the Sink was ) mirror above the sink has |
}

) floor tiles near the
:been replaced, bath
has been fixed. The mirror
by the sink has been replaced.

have been painted.

{g) Storage # hasbeen locked
tand appropiate staff given a key.
(h)Building Service Staff and Clinical |
Staff have been inserviced in proper i
trash disposal in Soiled Utiliry. (see
attached)

M al pull ... have

been loosened and Housekeeping :
Department Director has in- :

i
[
i
{ (& Corridor hand rails in 1 East Wing

!  serviced staff on keeping free
1 Kihﬁn Pantry- four dirty " wet floor * signs and untied.
Evant ID; Saxam Facity I0; 100611 I continuotion shept Page 13 of 49
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: f
, , | \
F 253, Continued From page 13 i F283) (j) Wet floor signs have been removed |
1 were stored on the floor next to the countertop. from Pantry. House Keeping staff i
* The retrigerator and freezer gaskets were full of inserviced, Signs moved to Janitors
dirtand debris. ! '8 .
| closet. (Staff in-serviced) |
k. 1EastActivity «~The wooden entry doors i (k) 1 East Activity have |
{
1

wete in disrepair with deep scrapes and scuffs. ' i been repaired.
The back walls had peeling paint, : i

(1) Lock has been replaced and floor

;1. Storage # - had & loose door knob and
dlny floor. cleaned.
2.) 1 West
2 ) 1 West Vln%g‘a doorJam* 5 paintwas chipped (a) door jam's was filled and |
snd the foor at the door was chipped. The g::::‘ie?e rail bumper guard has

raling/bumper guard displayed the metal outside :
of N

mouthwash removed, wet paper towels
removed staff in-serviced to discard all |
used items after residents shower.

(c) entry door has been
fixed, the wall of the bed has been
repaired and painted, metal picture
hangers removed and wall fixed,
cusheons discarded and A/C vent rust

1b. Shewer - contained open bottles of
shampoo (2}, mouthwash, lotion and wet paper
towsis.

|
|
(b)Open shampoo bottles removed, i
i
I
|
i
1

« The entry door was scraped, The
wall of bed 2 displayed 2 metal pleture hangers |
and scrapped walls, There was a chair with tom |
cushions. The air conditioner vent was rusty.

I d. Medication carts- 3 of 3 trash cans were fixed.
| obssrved full of waste products with no cover, {d) Medi waste covers purchased|
: . and installed. Staff inserviced on waste |
3.) 2 East
) level and disposal.
: Haliway Corridors- The corridor handrails i Hallway corridors have been fixed and i
throughoutware worn, : | painted.
‘a Th don head board and faot (@) . Wooden Head boards B
! - The wooden he ard snd foot | :
board of beds B and C were In disrepair with s i and C have been ‘;Phcefd' 'ghfr:de m
scratches and scrapes. A hole was noted inthe | | the een fixed. The
{wall in the . The night table of bed 11sin} . night table of bed 1 has been replaced. | .
d‘srepa\r :
FORM CMS-2567(02:49) Proyidyfs Yorsions Gebpusto Event 10:54XQ11 Faclity 19: 100811 # conlinuation shwet Page 14 of 46
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F253 Continued From page 14
i
3 - The entry door was scrapped. The
| baseboard behind bed B was dirty and chipped.
I The night table for bed C was dirty.

F 263,

' ) door has been fixed. The
| baseboard behind bed B cleaned and
painted. Night table for bed C has been

c. ~ There were staples and nalls in the | cleaned. . {
walls. The baseboard under the window hag O] staples and nails removed }
; black stains. There were numerous small holas in | the wall was painted. Floor tilesin the |
I the flocr tiie in the | | been replaced. t
'd. ~The ) 1 ()  Entry door fixed wall r
chipped and the wall behind bed 8 ls scretched. : ‘ behind bed B was fixed and corner '
The comer guard s i ; guard fixed, |
& The walls had polnt pesling, The ] (e} Walls fixed and painted, !
® walls had paint pesiing, : I ni :
nighr table of bed Awas in disrepalr, N ! night @able bed A has been replaced. ]
1

N3 - The overbed table * s legs were U] 'The overbed table was |
_peeling-paint . 1 replaced. i
| . | | @ * frame was,
{ ?us!ed. The tut;mweas soled, doot frame wes | ! fixed and painted, The bath tub was {
: ! | cleaned. i
h. ~ The walf behind bed A had paint [ (n) behindbed Awas |
. peeling. ; fixed'and painted, |
l Clean Linen Doors- were in disrepair and the ? ) ffm Linen doors handle fixed doori
handie was falling off, ! } daxe |
;. 2 Easl Dlning Activity ~Theeatry | i {j) 2 East Dining .
Chipped. The air vents” | | door entry fixed and painted, air vents ;
' were dusty and the walls palm wag peeling, i f cleaned and walls paitned. !
: : i 4) :

4.) 2 West Wing: :
; ) 2 West Wing : L@ tiles fixed.”
ia, “The has missing | | .
te. i ) fixed, tiles replaced. |
1, The has ' Soiled wheelchair removed and cleaned.:

FORM CMS-2667(02.08) mm“w z e ﬁ Evont ID: sxou
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F 253 Continued From page 15 F2s3, H
{ missing/braken tile. The was : i
uneven with the - Asolled wheelchair .
was observed in the . The baseboard was H
loose. : |
i i (e)Room 225 baseboard outside
c. ~ baseboard outside of ;o ! ired,
metal exposed, : i was repai ]
¢, Shower - toflet seatwas loose. The | | (d)shower seat was fixed, ;
showar i call light was too short. |  call light cord was replaced. f
Pantry pad + belongi (e)Facility staff in-serviced not to place |
©. Pan e personat bel ongings, a H 1 i i
+ Jacket, and more than 4 purses, | personal beloygmgs in Pantry h ]
i ! | {£)2 West Activity ) paper has |
1. 2 West Activity ~ wall paper was bubbled, i : been fixed window sills replaced. :
i ! All other facility in common

| The window slis were stalned,
: areas have been assessed and all
nesessary repairs have been completed,
To ensure continued compliance, the
Director of of Maintenance will
maintain preventative maintenance
manual with a log for daily rounds.

i During an intsrview directly foliowing the '

- environmentel tour on 18t 2:00 PM with |
the Administrator, Engineer Director, !
Environmentat Director, all of the findings above |
were acknowledged. Further Interview revealed

1 that the procedure was for staff reporting broken |

L ilems or items that need to be repaired, the

: Director of Enginsering responded that each

" nursing station has s box in which work arders ¢

" are placed, then he retrieves them daily. The ]
Director of Engineering staled that the staff |
needs a refresher courserin service on howto

. Tepon housekeeping/maintsnance. The

+ Administrator stated that only recently was a

" quality assura'nceh tool developed and

for

F 314 483.25(c) TREATMENT/SVCS TO ) F 314!
550 PREVENT/HEAL PRESSURE SORES

, Based on the comprehensive assessment of
i regident, the facility must ensure that a resident

In addition the Administrator will
make weekly rounds to observe
Maintenance and Housekeeping
provided by facility.

|
|
f
f
i

i
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*who enters the facillty without pressure sores i
does not develop pressure sores unless the i
individual's clinical condition demonstrates that |

i they were Unavoldable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent and

1 prevent new sores from developing.

: This REQUIREMENT is not met as evidenced
by:

; Based on observation, Interview and record |

i review, the facillty foifed to ensure the appropriate |
provision of care was provided for 1 of 1
Residents reviewed for | R

; (Residents #46), as evidenced by falling to
perform care In a manner to prevent the
potential for contamination of the wounds for

! Resldent $46.

£

The findings included;

{ Review of the facility policy for
" Handwashing/Hand Hygiene states In part, |
: ‘Employees must wash their hands for at least
 fiftaen (15) seconds using or
n- 77 isoap and water under the
; Tollowing conditions. Before and alter changing a
dressing'. The Procegure states: Vigorously i
lather hands with s0ap and rub them tagether,
1 reating friction to all surfaces, for at jeast fikeen
: (15} seconds under a moderate stream of running
| walter, at 3 comfontable temperature’, -

Review of the faciiity policy for Care
1 decuments the Steps in the Procedure for J
" non-disposable supplies to include: Wipe H
reusable supplies with as indicated (l.e.
" outsides of containers that were touched by

KRG w , SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION N (%53
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8¢ COMPLETION
a6 REGULATGRY OR LSC IDENTIFYING INFGRMATION) G CROSSREFERENCED TOTHE APPROPRTE 6t
N D NS .
!
F314; Continued From page 16 14,

| 1. Resident # 46 was not affected by cited
" care procedure as evidenced by
{ left heal resolved, left
i " improved and right heal i
| improved, r'
i ;
12 care nurse was provided with ;
{ 1:1 education on proper Lcare i
| procedure to prevent | i
{ avoid cross contamination to include |
| proper handwashing with return !
demonstration. (see attendance sheet |
attached) [
1
i
[

i 3-Competency validation of dressing

changes was performed on both

<care nurses to ensure compliance. (see

competencies attached) I
i

4-Weeldy observations to be
done by DON or designee for the next
three months to ensure proper

care procedure is being followed, reports!
will be taken to QA monthly. (see ;
sample observation attached)

|
i
|

Fuciiy 10 100011
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! unclean hands, scissor blades etc,)
i

!

{ Resident #48 was admitted to the facility on

i with hospital admissions on

! through and with a
readmission back to the facility on L
Review of the clinical recard rovealed Resident
#48 was admited witha ~_ ©

. to the sacral area, an unstageable ieft hee!

B " and a suspecled deep tissue injury |

{10 e rignt neel. :

|
i
|
7
|

Cn at 70:30 a.m., with the consent of
. the resident, observation of care was
- commenced with Care Reglstered Nurse, |
| Btaff A, With the assistance of an aide, the :
; fesident was repositioned 1o his left side and the ]‘
adult brief was removed. It was observed there H
was no dressing on the sacral . The
was noted to be the size of 2 quarters placed side -
, by side with a smaller the approximate
| size of a dime below and to the right of the larger .
. The wounds were observed to be draining
@ srmart amount of dralnage. Staft}
i Atemoved her gloves, washed her hands for 10 ,’
seconds and donned new gloves, She then '
. boured sterlie normal onawad of gauze !
i and proceeded to cleanse the wounds with i
 Initially a dabbing metion end then a swiping
motion over the entire wounds. She dabbed the
wounds with dry gauze, She then removed her
gloves, washed hier hands for 4 seconds and
!‘ donned new gloves. She squeszed
care cintment in'a medicalion cup and with 2
tongue depressor placed the ointmenton the |
. wounds In a swiping motion. She then pickedup ¢
" another wad of gauze and with her gioved fingers
, touching the side of the gauze that was going to
be in contact with the \ She placed the

FORN

FaE
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| gauze over the wounds and secured with an
Omni fix dressing, She than removed her gloves,
| did not wash her hands, and dated the outslde of
¢ the dressing. She then donned new gloves
| without washing her hands and repositioned the
i resident's left leg on a pillow to have access o .
| the left heel. She ramoved her gloves, washed H
* her hands for 6 seconds, donned new gloves and
1 with scissors cut off the Kling wrap dressing over |
{ the left heel. The loft heel Wwas observed to |
: be an unstageabls . She ptaced the usad
| sclssors on the clean care supply fiaid and
 without removing her gloves, washing her hands
and donning new gloves, she cleansed the left
heel with sterile normal safine and drisd i
the area with dry gauze. in reaching for the dry !
; gauze, the plasfic bag containing |
; ointment sitting on the clean field.  * on the ficer. :
: She proceeded fo pick up the plastic bag off the !
floor and placed It back on the clean care |
supply field. She then took a box of gloves sitting
on the clean supply fleld and placed the
« box on the resident’s bed next to the left feg. She '
*then removed her gloves, washed her hands far 4 1
; seconds and donned new gloves, She placed the |
; cintment in a medication cup and then |
with the same sclssors she used o cut off the old |
- dressing with, cut a piece of the Omni fix dressing ;
and secured the Kiing, placed the previousty used ¢
sclssors back on the clean fleld and with a tongue |
, depressor placed the sintment on the
R | covered the with a wad of gauze f
1 and secured with Kiing wrap, She then removed 1
. her gloves, dated the outside of the dressing and |
* washed her hands for 5 seconds. She then :
proceeded to piace the box of gioves sittingon |
the bed next to the resident's left leg, on the !
i supply clean field. She donned new gloves
: 8nd with the same geissors she used to remove |

F314;

'
1
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* the dressing from the left heel, cut off the i
" gressing on the right heel and placed the sclssors

E
back on the clean flekd next to a clean wad of i

; gauze, She then placed the cintmenton
i the right heel with a tongue depressor
 however did rot cleanse the first, She

, removed her gloves, washed her hands for 3 !
* seconds, donned new gloves and picking up the -
» wad of gauze sitting next o the used scissors on |
the clean flefd, placed the gauze over the right {
ihesl ! and secured with Kiing wrap. Using
i the same sclssors she cut a plece of the Omni fix | i
dressing and secured the Kiing, placed the i
previously used scissors back on the clean field,
+ placed the Omni fix dressing over the Kling wrap
, and dated the dressing, She closed up the red
' biohazard garbage bag, took her gloves off and |
: washed her hands for 6 seconds. She took the |
: bag out of the . came back In, washed her |
hands for § seconds and proceeded to pick up ;
paper package of cloan gauze and box of
; Omn! 1ix tape hoiding them to her body then put 3’
"them back on the ciean fleld. She then went out |
,ofthe returned with another red !
: bivhazard bag and placed some of the used
supplies in the bag then picked up the paper.
: package of gauze, Omni fix tape, and ointments, }
" placed them on a white foam tray and placed the i
. box of gloves that had been sitting on the i
 residents bed, on top of the supplies and took the .
biohezard bag aut of the. - She then returned ©
to the  femoved her gloves and '
H washed her hands for & seconds. She then took |
the box of gloves now sitting on top of the :
; supplies and putitin the mck above the sink, ]
picked up the vintments, paper packa.ge of gauze |
and Omni fix tape, went to the care
: tregtment cart, and placed the supplies back into |
 the can. Retumning back to the wentio |
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F 314 Continued From page 20
the sink and rinsed the scissors for 4 seconds
under running water, wrapped them In a paper |
+ towel, returned to the care reatment cart, |
opened the top drawer and placed the SCisS0rs, ;
stifl In 2 paper towel In the top drawer and closed |
the cart. She then documented the lcare
“had been rendered In the Treatment Record.

On at approximately 4:00 p.m. the
: Director of Nurses was apprises of the
' care observation of Staff A with Resident #46 to
which she respended she cannet understand why |
| Staff A did as poorly as she personally watened |
+ her perform care in the past, with no '
1 issues identified, .
F 315 483.25(d) NO PREVENT _ |, :
$8=0  RESTORE |

Based on the resident’'s comprehensive f
+ assessment, the facility must ensure that s H
resident wha enters the facility without an
s not unless the
resident’s clinical condition demonstrates that H
Pt 7 iwas necessary; and a fesident

i
3
T
i

F314;

|

|
i

i
F3150
|
i appointment on s and came
I back with orders to remove

was
don + {see ordes

who is of receives
treatment and services to prevent .
and to restore as much nomal !

“funetion as possible, |

"Tris REQUIREMENT is not met as evidenced

y:
! Based on cbservation, Interview and record
review, the facillty falled to provide foliow up care
; and determine the Indication/necessity of
“use for 1 of 1 residents reviewed for
Use (Resloent #269),

and progress note attached)

!
I
},

i 1- Resident #269 went to a urologist

T
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. The findings include: i | 2- staff was educated on ensuring that |

: . residents who enter the facility without |
; Record review revealed Resident #263 was ! an are not !
* admitted to the facility on with an : IS
Inawemng . with the indication of ! cathe‘r{zcd unless the resident’s !

" retention" noted In the Physician Orders. | condition demonstrates that i
A foliow up Physician's pregress nole does not j catherization is necessary. (see !
:ddress ;‘/"e’ '65"’3?:’& . ?;"s a : ¢ attendance signing sheet attached) ]
Hagnosis/plan nor ¢ resident has an H g .
! indweling present, The Nursing ; 3 Rest:nmveﬂ assessq:iem fox;\m was ;
niole entry's only mention the indwelling i ; updated to reflect residents thatare |
| " twice; once in the admission note and | i admitted with and the
the second time in a nursing entry dated o | diagnosis with proper follow up. 1
?:n urs "%:z:::j:s"&"é ::z:{"xgi‘g"pms | Restorative Nurse educated on the need;
related to the resident's indweling i ; for assessment of a!l‘rcsxc!ents thatare
consults had been made t address | admitted to the facility with an
the resident " s uralogical status i indwelling for proper }

s + follow up and care plan, H

[ st?d h:’n::lrr‘nausm Data Set (MDS) reveals that the ; 4- An audit was conducted of all :
§ {BIMS) summary score of 15, which ingicates j current residents in the facility to !
Resident #269 as able 1o be Interviewed and ensure proper follow up appointments |

Intact. i addiion, the bowel and have been scheduled for the residents |
sect'l:l; s::ws an indweling i without 2 diagnosis to support an i
S preser . ! indwelling < (See !
Reoord review revesled two care plans : ' attached) N
i addressmg © status were Initiated, howeves i 5-A weekly audit will be conducted by :
i @ pian, other than to keep drainage bag below : i DON or designee of oll residents with al
lovel, is not indlcated. i { "to ensure the proper |
i . s

on at 1:43 PM, the ADON (, . | diag are in place for the use of

‘ Durector of Nursing) stated that the reason for i and orders for attempts.

i Retention and that this is an ! ofremoval from MD are in place for |
acceptahle dlagnosis. She stated that there | . those that are not necessas .
should be follow-up regarding the inthe i ! o
chart but was uhable to find any indication
regagging the plan to assist the resident In the :

FORM CMS25871024f Proviows, ulom oo Evem10:5eXG 1 Focilly ID: 100811 1 continuation sheot Page 22 of 49
M@ZZ MOHINISTER P 3/8/ )¢



- - 4 From: To 15614868524 ;0549817228 EI
FromFLORDA AGENCY HEALTH ‘ 16885 vees B, 4
PRINTED: 03/10/201
DEPARTMENT OF HEALTH AND HUMAN SERVICES Foew aiore01s
CENTERS FOR MEDICARE & MEDICAID SERVIC OMBNO. 0936-0397
S“ATEMENTOF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA X2 MULTIPLE CONSTRUCTION
PLAN OF CORRECTION IDENTIFIEATION NUMBER: A BULONG
105021 ewwo__
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, SYATE, 2P CODE
REHABILITATION GENTER AT HOLLYWOOD HILLS, LLC 1200 NIETHAVE
R g HOLLYWOOD, FL 33021
x910 | BUMMARY STATEMENT OF DEFICIENCIES i 3 i PROVIDER'S PLAN OF CORRECTION. i 8
PREFIX {EACH OEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SKOULD BE | COMPETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO YHE APPROPRIATE. DATE
; ! OEREIERCY)
- ; :
F 315 Continued From page 22 U Fas! :
; festoration of her function, She stated i

3 that they have morning maetings and clinical

i meatings regarding residents to discuss care and
 concerns; howaver, this was not identiied, The |
" ADON stated that they need to contact the dactor |

"and make a follow up appolintment and if
indicated, attempt to vemove the » The i i
ADON lack of d ; !

; throughout the chart and that she too could not
|seea clear picture of the plan of care,

i

‘on :3t2:53 PMin an interview with the | {
1 East Desk Nurse stated that the resident has | ;
the for ‘retention and thinks the : ]
resident may have a doctors appointment butis | !

1 not sure and could not locale any additional R )
linformation. She stated that she was not sure as . |
i to what the Physician * s plan Is for the resident. ! ]
_Inan interview on at 2:47 PM with Staff | i
C, she stated she is not sure why the resident ]
. has an Indwelling and does not i
know what the plan &5, if any, ' !
i

{

]

i

l

3

[

i

1

ion the Resident #269 was cbserved

several imas during the day at Physical

and in her the indwelling

At 2:58 PM the resident stated she had a good

day and upon surveyor inquiry regarding the

i indwelling she stated they putitin |

| In the hospital because she was having difficulty |
. However, she Is not sure what they are |

dolng about k now and has net seen the docior o |

garding it since she has been :

i discharged from the hospital, . .
: i

on 14:18 PM, the ADON confirmed | :

that a follow up appointment had been made :
: which was confirmed by {he surveyer In calling i '

ork fod Faciiy I0; 10081 i coniingation shest Pags 23 of 6
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 Continued From page 23 :
' the Physician's office to verlfy, The resident had :
been scheduied on and the receptionist
stated upon surveyor inquiry that the resident
*would be seen on if the facility were
willing to pay for the visit, She was going to
; contact them back and make them aware, The
DON was notified.

F315!

10n at10:30 PMinan inlerview with the .
DON, and Corporate
they acknomedged that Resident #269 should
have had the indwelling fooked Into ! i
‘andlts ity The
stated that they were keeping the
; Bppointment and paying for it through the facility. |
: The DON acknowledged that best practice would :
have been to follow up with the MDD and do 2 trial,
indicated or sat up an appointment with the ;
i Urclogist earlier If Indicated but understood thala |
plan for the continued use of the wag not |
in place. i
' 483.25(m)(1) FREE OF MEDICATION ERROR |
RATES OF 5% OR MORE :

F332
$8=D

E The facility must ensure that itis free of
medication error rates of five percent of greater,

 This REQUIREMENT s not met as evidenced

; Based on observation, interview and record

* review, it was determined that the medication R

| arror rate was 25.8 percent. 7 medication errors

! were identified while observing a total of 27
oppertunities, affecting Resident #268 and

: Resident #264.

Fa1s;

302,
! 1-LPN Staff B was provided with 1:1
i education on med pass. { see attached)

2-Staff C was provided with 1:1
education on med pass to include
administration of different types of
inhalant medications. (see attached)

Event 1D:S4XQ14

A
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The findings include:

“on al 9:40 a.m. medication pass
 observation was conducted with Licensed
: Practical Nurse {LPN) Staff B for Resident #268.
+ Resident #268 was chosen for observation as It
!»was noted ::e had sye drops ordered, After

g the Mo -

| ] Record

: (MAR) for Resident %268, Staff B prepared the

| medications and placed an . cpliand

; plitinto the medication cup and

sy it 100Ks sike this is all the resident gets
vight now, she enly has 2 pilis, do you stif want to
observe the madication pass? Staff B was
advised this medication pags observation will be
included in the number of opportunities required
10 be observed, Staff B than procesded Into
Resident #268's Stated to the resident
she had the Aspirin pill and Iron pilt for her fo

; take.

jon medication reconciiiation was

| iewing the physician arrare ang

: MARSs. The physician orders included

1 g due at 8:30 am., ;

{at8:30 am.,

0 am., 10 ml fiquid daily due at |
i8:30 a.m. ang Tears one drop to righteye !
every hour for dry eyes which would have been

' due at 10:00 a.m, as the medicatlon pass
observation was conducted at 8:40 a.m, With
reconcifiation of the medications it was noteg
Staff B did not administer the iC,

| or | Toars during the

| IMEBICANoN pass observation on . r

i review of the MARS for revealed Staff B
had initi igned offonthe 3 ications that
ware not administared,

. Reﬁp #268 was not avallabie for interview

326 mg due
$ 500 mg twice daily due at |

Furthe:

1
t

325

Faz:

13-All nurses were provided with
j education on med pass.
|

{4~ Observations on med pass being

 conducted three times a week by DON

for designee to ensure compliance of

. med pass policy and procedure for the

{ next three months. Summary of
observations to be reviewed with QA

¢ committee monthly.

5 - Resident # 264 and #268 suffered no
; adverse reactions from cited incorrect
: administration of medication.

i
i
i
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Funtit at 3:40 p.m. and when asked how
i many pills she received during the medication

only received 2 pills, the and the lror plil,
On 02/1 at approximately 4:00 p.m. an
interview was conducted with the phamacy
. consultant who was apprised of the medication
i pass observation conducted on and
1 Staff B failing to administer the 3 medications,
; due at that time. After checking his electronic
{ medication record he confied those
" medications were not discontinued and should
1 have been administered, He stated he could rot
' understand why the nurse would omit those
! medications and they will speak with Staff B
about this Incident.

2) During 8 medication adminlsteation pass
; observation on a1 9:04 AM, Saff C
{ prepared Resident #264's medication as
! prescribed. The medication included;
0.4my/24 hour 1 patch _ao.
Staff C stated as she was getting ready to apply
the newly opened pateh, that the

1 morning care. She then preceeded to apply the
I new patch to the residents ight shoulder at
8:17AM and then dated and initialed the patch.

i Upon interview with Staff C ot 10:00 AM she
j ; stated that she had not walted 1o remove the
{ patch untll the new one was being placed
because she mlsjudged the time and ﬂgumd she
wats getting ready to give the resident ' s
- mediations, but that it took much longer than

pass observation on she conflrmed she

i

prevlous pateh had been remaved at 7:65 AM for :

'

F332
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F 332 Continued From page 26

expected and that the resident did go without the !
medication during that time, '
i

Ugpon interview with the Pharmacist, on at
11:12 AM he states that based on the current
1 ordet, the old patch should have i
| been removed Just prior to the new patch being

placed

3) Durlng a medication administration pass
i bservation on at 2:04 AM with
Resident 3264 Staff C was chserved to
" administer Inhatants back to
back, in the foltowing order with less than 35
. seconds between each to include: |
{ Handheld 18meg capsule 1 capsule; H
* Diskus Aer 1 puff inhaled and Combinvent |
. 11 puff inhaled. Staff € failed to shake {
ithe and inhalants before
" administering. !
i

! In an interview with the Pharmacist at at|
11:15 AM he stated that all of the medication H
inhalants should be shaken before used becauss |

* they are In suspension form and the ingredients
must be uniform throughout, before
administering. This ensures the resident recelves

| the appropriate mixture and dose of the
medication,

in addition, upon review of Resident #264's H

| Medication Record, he statad that the residentis |
on three types of Inhaler medications which

. should be delivered In a specific order, He stated

{ that the first type to be glven is the Agonist, |

the i the sacond inhalant to be. .

administered Is the Ant Cholinergic, the Spiriva |

{and third medication to be adminigtered Isthe |

mhaler the . Healsostated that |

Fasz:

Gvan 10:84XQ11
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F332 Continued From page 27 . Fam !
after the tinhaler the nurse should have | é
* the resident rinse their mouth and spit it out after ' i |
the . He stated that there needs o be a i
2-5 minute pause between sach inhalant i
medication.

* Lastly, In the Metered Dose Inhaler's (MDI'S) : |
form provided to the surveyor by the Pharmaclst H i
. and inserviced to the staff after the surveyor's : |
1 interview with the Pharmacists states o shake | E !
canister six times before each inhatation; give  : {
MOF's in this sequence! i dilators fiest and ! i
Steriods last; atter Steriod, rinse mouth; and to
{ walt one minute between puffs of the same ;
' medication and 5 minutes between different ! :
medications. i :
F 362 483.35(b) SUFFICIENT DIETARY SUPPORT Faez,
SS-E PERSONNEL . ' The Meal Schedule was reviewed and
| revised based on resident needs.
The facillty must employ sufficient sy i I " : .
pe'snnne[tyoompmem toycarry out xheamuons of 1 [ The Dictary staff was in-serviced on the

the dietary service. { importance of following the meal J

i i schedule. E
| ! !
: | Dictary staffing was reviewed and job {

Trus REQUIREMENT is not met as evidenced | tasks were revised as nceded to ensure :

that the current meal schedulertimes

aased on observations, interviews and record R ! wwill be followed. !

review the facility failed o ensure meals ware H i

i provided timely and as scheduled for 4 of § i i
" Resldent Wings (1 and 2 East and 1 and 2 West), 3 :
speclfically sffecting Resident #45, #60, #118, H H
i #188 and one additional unsampied resident. i i

The findings include:

; * 1) During dining observalions on L itw t : i
noted mat 1he tray schedule provided for 2 Eas(

F . B9 Pf wbuavv\- Opsolet Eveat i wo},{ . Fachiy 1D: 100011 it coptinusiion sheat Pege 28 of 45
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F 362 - Continued From page 28 F 362!
read 11:40 AM for first tray deliver and 11:50 AM : H
f°!' 1‘;2?;&"‘;:“’;}“"“’?);‘3:?"33 ?'2 ved 1 ol | A daily check will be conducted by the I
& “ , the first of ‘00d carts arrived o ¢ ;. i .
i the 2 East dining dhaliway. Food service : i Foo.d Scr.vxce D‘h"ector f" desxgr{cc n
+ delivery was being conducted by StaffJ, Kend | ; conjunction witli ongoing monitor by
varlous centified nursing assistants, At this time, 1 the Consultant Dietition on routine |
when Resldent #45 was observed being moved f visits to ensure the meal schedule is t
- out the of dining second tme since 11:35 | followed.
{ AWM and placed In the haliway just outside the H H " H
" dining . @8 her tray did not errive per Staff K, | ! [
AL 12:53 PM the Administrator walked by and saw H s otith i
 the resident sltting outside the dining s the j A consultant Dietitian and new CDM i
hall. He inquired i the resident had eaten and i ! were hired to assist with plan of
the food was good. The resident shook her hand | j correction and implement systems N
and stated no and continued speaking in . { issues to ensure compliance.
i Spanish. Staff K then infarmed the Administrator ' ; /

that they were going te get her a tray, however, it !

was never asked of or assigned to oblaln the tray i !
 during this dining. At 1:22 PM the resident ! H I
i recelved her lunch tray and was taken back into | ! z
" the dining Teat. : i

. On > @t 1,40 PM, Resident #60 was 1

| observed in the 2 Ess! haliway screaming she

" wants lunch as she strolied back and forth with
her wheelchalr dressed in a patient gown, She
was yelling that she was hungry. At 1.48 PM the !

+ second hot food cart amived to the 2 East and the |

' food was distributed to the residents ©. At 1:50 H
PM Resident#118, who was siiting cutside the

. dining since 11:35 AM, was taken

{ via wheelchair to her eatlunch. Further !

‘ observations rovealed that the last tray was :
served at 2:01 PM and retrieved at 2:14 PM from

i the resident in .

2)0n ‘2t 8:34 AM, Staff L was . i
observed standing with four residents in
: wheelchaijrs cutside of the partially curiained off

FORM CMS-2567(62-38) yus Version, ;m Tven! ID:SaxQn Encily 1D; 10067 M continuplion shoet Page 29 of 49
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F 362, Continued From page 2¢
. dining : the 2 West Wing. Resident #1686
was observed calling out for food, “come,

inquiry Staff L closed the dining

+ further 1o obstruct the view. She stated that the

 residents In the hall near the elevator are wailing

“for 2nd dining, She said that they had moved

, Resident #186 from the dining table a few

i moments ago because it Is not fair for her to see

- others eat. She stated that this is normally how it
Is done. Sha stated thet she could see how the

; smeli of the food would be & tease and that she

! may want to eat teo, She then entered the nurse
* 5 statlon and cafled downstalrs to see if the

. residents * tray could be brought up sarly,

The Corporate € and 2

« West Desk Manager then walked over to the

sident and spoke with her. He stated her iray
would be coming. in an interview on at

i 8:48 AM the Administrator acknowledged that this

; I8 not the best system for residents, He stated
the trays should come up at the seme time,

| although space could be of concern, He'

! suggested maybe that activitles could be provided
while residents are walting and done in another

Corporate Consultant agreed. Staff L then came
certfiad nursing assistant downstairs for the
been wheeled back to the dining placed
atthe third table with two others residents who

‘ were in the midst of eating. Resident #186 then

; until her food arrived at 08:56 AM on the second

: then delivered her tray to the table and assisted
her with eating at 9:01 AM,

. resident's tray, In the meantime, the resident had ;

come...| want food, food, food...”. Upon surveyor :

[

i

space, out of the stream of the dining . The |

over to the surveyar and stated that she sentthe

i

faid her head down on the table and steyed there
 fray cart defivery. The cerlified nursing assistant

F 362,

|
|

/;L/.;?Na/tev@&
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F 362 Continued From page 30

i

- 3) Review of the lunch dining schedule, provided
. by the facility, documented for those residents
who eat in thelr the first lunch cart tray
delivery on the One East unit was {0 arrive at .
12:05 p.m. with a second lunch cantto arrive at !
{ 12:30 p.m. On 02/15/16 at 12:05 p.m. observation
 of the One East lunch tray defivery was :
commenced however the funch trays did not i
arive. At 12:30 p.m. cbservation of the second |
lunch cart tray delivery was commenced however .
the funch cart trays did not arrive, On at .
12:66 p.m. both Junch cart trays had not been |
+ delivered to the One East unit, :
ion at 1:00 p.m, while surveyor was
standing at the One East Nursing Station 8
resident’s family member wes overheard stating
* 10 the desk nurse "When are the lunch trays
+ afrlving, my mother Is hungry? Can { take her to
the dining is it too late? Have they closed |
that down already?” The desk nurse was H
, ebserved o calf the kitchen to see if they were |
i still accepting residents in the dining :
lunch and it was confirmed they were. The desk
nurse then stated o the family member, "if you
, want to take your mother to the dining
| will get her food there," The first funch cart trays
! were not delivared to the One East unit untl 1:10 ;
p.m., an hour and § minutes after the scheduied
time of 12:05 p.m. B
F 363 | 483.35(c) MENUS MEET RES NEEDS/PREP IN ,
Sswi | ADVANCE/FOLLOWED i

Menus must meet the nutritional needs of !

i

residents in with the
: dietagy allowances of the Food and Nutrition

FORM CMS-2507{07.4 )inmm Event 1D:54XQ1
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PREFIK | {EACH CORRECTIVE ACTION SHOULD 88 compLENON
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: i
F 362, I
]
! ]
i H
i |
i !
! .
| i
' |
i |
{ !
: i
H !
i |
f |
i ;
| |
H i
I ;
. 1
| |
F 383i
{ The dinner menu was adjusted for
/16 t ensure the residents received |
dequate protein for the day. !
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F 363 , Continued From page 31 F363; ]
| Board of the National Research Councll, National -  The current 4- week meny cycle was
| Academy of Sclences; be prepared in advance; : reviewed by the Consultant Dietitian. All
and be followed, ! menus have been adjusted to meet
: ini dards. All therap and!
“This REQL T is not met as } lly altered diet extensions
by 1 have been reviewed and revised as
Based :n ot:s:’zwatiw.eig(;shwlev'\‘l'.a and’ ;ecord ! needed to ensure all residents receive the
review, it was determined that the resident i 3
g correct diet as ordered,
J 3 y . .
. approved menu was not being followed, [ The Dietary staff was in-serviced on
| The findings include: . following the menu with proper
H i portions and menu extensions.
During the observation of the lunch meal service | Daily monitor by the Food Service
n the maln kitchen on at 113 : " Director or designee will be conducted i
 8ccompanied with the Administrator it was i
* revealed that the approved menu was not being l to ensure the approved menus are {
as evidenced by the following: | followed each day. :
i 1) Observation of the Chicken Enchilada revealedA L
! that it appeared to be an egg roll appetizer (2 rolls | : A consultant Dietitian and new CDM
per serving). Further review revealed that the were hired to assist with plan of
 packaging box was labeled “Chicken Egy Roils”. I correction and implement systems
{ Further Investigation of the box revealed i issues to ensure compliance.
! documented Nutrifion Facls that 1 egg rof i pliance.
contained only 8 grams of protein which
i3t 1.6 grams of proteln per resident |
H servlns interview with the Food Service Manager ! i
at the time of the observation revealed that he : :
was unaware that the approved menu entree H H
* protein serving to the residents did not meetthe 4 | !
ounca (28 gram) portion and only 16 grams (2
; ounce) of entree protein was being served, |
{ Interview with the Administrator at the time of the | |
observation reveated that the entree being served i
i was nota chicken enchilada, }
' 2) Observation of the lunch tray line revealed that ! ! :
the 4 cynce of salad was not prepared for all : ! ‘
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PREFIX
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F 383 Continued From page 32
regular therapeutic and mechanically altered

salad was not prepared by dietary staff and that

; be foliowed by the dletary staff for lunch meal
! preparation.

! the 4 ounce serving portion of portlon of canhed
* pineapple was not prepared for ali regular, and
' therapeutic diets. The Food Servica Manager
! stated that the salad was not prepared by dietary |
staff and that there was an error as to which

the lunch preparation.

: 4) Observation of the lunch tray fine revealed that
the dinner rolls were not purchased or avallable

| for all regular, thetapeutic and mechanically
altered diets. The Food Sarvice Manager stated

to which lunch menu was to be followed by the
dietary staff for unch meal preparation.

+ 5) During an interview conducted with the Food
Service Manager at the time of the observation of

: the lunch meal service it was revesled that he
was unaware the puree diets to be served is for
ail fond menu items In 2 pureed form. The

« manager was unaware the the rice was to be

* pureed and that a vegetable juice and cooked

the selad menu ftems.
F 384 | 483,35(d)(1)-(2) NUTRITIVE VALUE/APPEAR,
§S=E PALATAELE/PREFER TEMP

! Each resident receives and the facllity provides
food prepamd by methods that conserve nuttitive

! giets. The Food Service Manager stated that the |

there was an error as to which lunch meny was fo

, 3) Observation of the funch tray line revealed that |

1 lunch menu was to folowed by the dietary siaff for

that the issue with the dinner rolis was an error as |

: vagetable should have been prepared in place of |

. F363

!

i
f

i

i Fase:
; I
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F364 Continued From page 33 F 3541; The facility will prepate cooked ]
; value, flavar, and appearance; and food that is vegetables by methods that will conserve
| palatable, attractive, and at the proper < autritive value, flavor, appearanceand ¢
temperature. ! palatability. !
i ) |
; This REQUIREMENT s not met as evidenced E ‘The Dietary staff who prepares i
é' donob " & nterview, | vegetables was in serviced on proper |
3sed on observation and interview, It was { i % it
determined that the facilly faled to prepare | : °°;’ king methods to ?“sf?if}f’m“ve |
, cooked vegetables by methods that conserve | Vaiue, appearance and palatability. i
 nutritive value, flavor, appearance; and that food f I
is palatable. ! : Ongoing monitoring by the Food V
o X 1 | Service Director or designee will be
. Yhe findings include: : | conducted to ensure that vegetables
Durlng the Kitchen sanitation tour on cati ! are cooked by methods that conserve :
8:50 AM, accompanled with the facility's Food f nutritive value, flavor, appearance and |
: Service Manager, it was noted that three farge ! i palatability. |
::hansxaf caf;:ts were observe: bo‘;ng hcn t;‘ap of - ¢ Ongoing monitor by the Consultant ‘
@ stove. The surveyor questioned why the ! | pyias: T
carrots were being cooked apprnx!mately 3 hours | : Dietitian on routine visits will be .
prier to the boginning of the resident's unch meai | | conducted as well. J
service. The Food Service Manager stated that | i |
vegetables are cooked early and some of them i i
pureed and then rehested for meal service. The | i A consultant Dietitian andnew CDM |
; tanager then stated that the vegetables are then | i were hired to assist with plan of ;
{ covled c:howgear;d a‘re (ﬁhﬁaxed/re'-cooked 3.:_1;{ . | correction and implement systems |
_ptier to the beginning of the meal service, The i i 1
* surveyor again questioned the Food Service H i issues to ensure compliance. i
i Manager and it was discussed by the surveyor | !
. that continued cooking and heating of the carrots H i
would resuit In foss of nutritive value, appearance, H
and palatablluty The Food Service Manager : .
i cooking and t i !
ihe carrots 1or the iunch meal service. . |
. Observation of the lunch meal by the survey team | H
' 8t 12,15 PM revealed that the carrots appeared H .
and mushy in L ltwa i
* alsa gited (ha( the majority of the lun:h mea!s N : :
Evont 1D S4XGH Fachity 10; Y0001 i contiraation aheet Paga 34 of 49
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f i
F 384 Continued From page 34 F 364 H
observed by the surveyors revealed that there : t
was poor consumption of the carrofs by the |
residents, ¢
F 369 . 483.35(g) ASSISTIVE DEVICES - EATING F 368, '
s5«D ' EQUIPMENT/UTENSILS i ]
The facility must provide special eating equlpmem § !
+and utensiis for residents who need them. : ' ;
i !
H 1, " . " . !
ms REQUIREMENT is not met as evidenced i The facility will provide adaptive eating |
equipment/utensils as ordered. ;
Based on observation, interview, and record ! The Occupational along with ;
review, it was delermined that the facilty failed to ; i I the facility's full-time Registered !
| provide physician ordered adaptive eating . T ryienits . N H
' utensils (Rocker Knife) for 1 (Resident #87), of 1 3 Dlleutum have reviewed all "Aadems !
sampled residents who require adaptive eating | i with current orders for adaptive eating |
| gtensiis. : } utensils. An audit was conducted of the
‘ B ¢ tray tickets to ensure all residents with a
The findings include: ; | eurrent order for adaptive eating
i Duﬂng the observation ot tunch meal In the main | ! utensil(s) are on the tray ticket to
dining 1 12:15 PM, it was ‘ indicate to the kitchen staff which {
: noted the the lunch meal card for Resident#87 | adaptive utensil(s) are to be provided to
. documented adaptive equipment to include: . I each resident. !
Buitt-up Fork, Buiit-up Speon, and Rocker Knife. : |
An observation of the residents lunch meal i ! ;
revealed that she was given the built-up spoon P
fork, however the Rocker Knife was not included, i
i The resident was observed having difficulty 1
cutting foods with the use of the fork and stated t
1 to the surveyor that she is never given the Rocker i
* Krife with meals, The Assistant Director of
Nursmg {ADON) was notified at the time of the §
ion and it took § minutes |
“to lotste a Recker Knifs in the kitchen, The ! i
ADON stated to the surveyor the the faciity does * i
inot have a sufficient supply of the Rocker Knife, i
FORM CMS-2567(0) )mvm Evon) 1D B4XQ11 , Facliy il 100511 uconunv tion sheet Page 35 of 49
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propeny.

This REQUIREMENT is not met as evidenced
oy:

el
Based on observation and Interview, it was
determined that the facility falled to dispose of
garbage and refuse properly.

“STATEMENT OF '3 JERICLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING
105021 [ ———————
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODL.
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REMABILITATION CENTER AT HOLLYWOOD HILLS, LL.C HOLLYWOOD, FL 33021
(X4 10 H SUMMARY STATEMENT OF DEFICIENCIES N ] PROVIDER'S PLAN OF CORRECTION i X8}
FREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX {BACH CORRECTIVE ACTION SHOULD BE © COMPLENION
TAG | REGULATORY OR LSC IDENTIEYING INFORMATION} ‘ TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
{ DEFICIENCY)
F 369 ; Continued From page 35 F 368,
i During an cbservation of Resident #87 on ! )
. 3t 8:50 AM It was noted that the resident An inventory was taken of all adaptive
| reee|iv§:i hRer :;eaiga;t meal in the o !:nce cating utensils to ensure that any utensil
+ agaln the Rocker nife was not included onthe  * that N 4
| breakfast tray, The resident again was observed hat is currently ordered is available for
 having difficulty cutting breakfast foods with the use.
 fork, The slert and oriented resident again stated
that the Rocker Knife is not being lm:!uged wilh The Dietary staff was in serviced on
rmeals "all of the time" and “needs the Rocker ireading 1 ‘ .
Knife with meal to be able to cut foods.” The : i emy ;mg' he tr:g's ‘:Fkﬂs gropcrly "f“h
: resident alsa stated that she keeps informing the - 1empnasis on adaptive cating utensils.
| staff that she Is ot recelving the Rocker Knlfe {Daily monitor by the FSD or designee
| with meals. The Administmntfor was sumﬂl;\ened to i will be conducted to ensurc all residents
! the residents confirmed that the lwith an order for adaptive eati i
‘ resident's Rocker Knife was not Included on the . are provided to themp ; deam:ig rensils
breakfast tray. The resident also stated tothe | as ordered. '
Administrator that the Rocker Knife is nol . . :
included with most of the meals and keeps A consultant Dietition and new CDM ~{
infosming statf that she Is not receiving the were hired to assist with plan of
. guckor Knife, , it i correction and implement systems
H  an Interview was conducied with the  {ssues to ensw i
; Director of Skifled and It was revealed | re compliance.
 through documentation provided that the resident | i i
had a current order for a Bulit-up Fork & Spoon i
and Rocker Knlfe with meals and was ordered by |
the physician on . : ¢
F 372 - 483.35(1)(3) DISPOSE GARBAGE & REFUSE F 372 i
$9=F PROPERLY t e i
, i Facility disposes of garbage and refuse i
{ The facility must dispose of garbage and refuse iproperly. i

: Dumpster arca and surrounding ground
area leading to the dumpster were
icleaned. An ongoing cleaning schedule
{was developed to maintain compliance,

Evant 1D S4XQTY
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F372 Continued From page 36 . F 372% t2i All the ground areas leading to the |
! ! umpsters and around the ds }
Lo . 1 umnpsters
] The findings include: ! [ were cleaned, i
| ¢
feine tha Kitchen sanitation tour conducted on ¢ : !
” accompanied with the Food Service i 3, The ground area around the |
. Manager the following concerns were noted s ] dumpsters was cleaned. i
v 1) The ground area |eading to the dumpster and I N
around the dumpster was nated to have ; : 4 The Company that provides garbage |
numerous large areas of foul smelling standing pick up was contacted to review i
| water, : ! agff(emﬁm of datly garbage schedule to !
; : make sure garbage is pi i :
2) Other ground areas Jeading to the dumpster i fand ensuug;‘ at tghe e‘z&:k:iup : aily i
‘and around the dumpster were noted (o have & overdl psters GO oot
build-up of green algae type substance and black | erilow. i
. mold type substance. i 1Larger dumpsters were ordered to i
; Javoid overflow. |
. 3) The ground area around the durpsterwas | lOn oing cvalaation b 1
p i 1 going cvaluation by the :
| noted to be littered with garbage and trash. ihous.eke eping, maintenance and Food i
4) The dumpster was noted to be 50 full that the iServices Director will be conducted for
. containers of trash were hanging outoverthe ¥C°mPhﬂﬂ°€ to maintain proper disposal
: gides, in the front of the dumnpster and the 2 large | of parbage and refu :
lids were not able to be closed. : E gabeg se properly. i
. 5) Interview with the Foad Service Manager at the ; {The Administrator will slso conduct
time of the observation revealed that the ground i andom rounds to ensure compliance.
area around the dumpster is abways in this : : !
condition and that the dumpster capacity is too i | 3/18/16
; small 10 handle the amount of trash/garbage that i :
the facliity generates per day. . :
431 483.50(b). {d). {e) DRUG RECORDS, F 431 !
$5<E | LABEUSTORE DRUGS & BIOLOGICALS § 1-Staff was in serviced on proper
: H 1 storage drugs and biologi
_The faclity must employ of obtain the services of ! } mdﬁc mbgsfc&, bmlogxcals o N
i 3 flcensed pharmacist who establishes a system dicats ing an ‘
 of records of recelpt and disposition of al ! medications. 3/18/16
controlled drugs in sufficient detail to enable an ‘
A
FORM CMS-2587) ) Froviow, e &3 Evori 10: S4XQ1Y Facliay 10 160611 it continuation sheet Page 3T ot48
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T 7 T
Fa31 i Continued From page 37 { Fadn B
accurate reconcliation; and determines that drug - 1
| records ars in order and that an account of alt 2-All closets containing tube i
i drugs is d and il feedings were locked and secured for
| reconciied. proper storage. ]
I
i | Drugs and biologicals used in the facility must be 1
| labeled In accordance with currently accepted 3-Daily rounds made by DON or :
{ pmlesslonal principles, ar;d ml;ue the designee to ensure all doors are locked !
| appropriate accessory and cautionary dal i i
{ instructions, and the expiration date when a; all supplies are keptin safe i
i applicable. storage. |
!
In secordanca with State and Federal laws, the 4 - Storage # (1 East) hasbeen |
[ f:gg? must store all ‘L“n%se:’;"a;:"’sba's in ! locked and appropiate staff givena |
© controls, and penit only authorized personnel Lo i key.
_have sccoss lo the Keys.
{b) Storage & (2 West) has
The facility must provide separately locked, been locked and appropiate staff
| permanently affixed compartments for storage of given a key.
comrolled drugs listed in Schedule Il of the
g don and 1
i Conu'ol Act of 1976 and other drugs subject to :
: , except when the faciilty uses einglo unit
package drug distribution systems in which the
: quantity stored is minimat and a missing dose can
i be readily detected.
N ]
; This REQUIREMENT is not met as evidenced
y:
| Based on observation and interview, the faciiity
* talled to ansure the safe and secure storage of h
[ medication and resident tube feedings and H
supplies, |
i !
: The findings Include: ;
H /) : :
% L[j oI ;-gz;a}e;:’_ [ wmjmw me\ ago 36 of 45
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H 7 T T
F 431° Gonlinued From page 38 1 OFast,
observation on 2L8:20 AM, S Cwas |
noted to be standing at the medication cart {

reviewing a palch packaging when
she was interrupted by the DON {Director of
Nursing) and 1 East Desk Manager. They
instructed her to enter the Resident
#264, AL8:27 AM, Staff C was observed placing
the Ziploc plastic bag with the pharmacy label to
Hinclude: the resident's name, medication and
| other pertinant information, along with greater
1than 10 . patch packages for
Rosident #264 In her miedication book on top of
the medication cart and closing it. Shethen |
| walked into the | the medication v |
| the medication book on top of the medication |
i
|
i

{cart. Upon surveyor Intervention at 8:31 AM, she
fetumea 1o the cart and retrieved the medication
1o begin the medication pass observafion.

| Upon interview with Staff € 8t 10:00 AM she

| stated that she had not realized it but understood

it needed to be placed inthe {ocked cart and not
1 l

! accessiblo to others.

; Upon intarview with the DON during the moming
of . she stated that she acknowlodged she |

 had Interrupted Staff C ' s process by asking her !

to step into the resident’ s by doing 50, l

Staft C did not follow the policy and procedure for |

securing medications. i

i

H conducted of the facility on i ¢
Land 1 PM, ‘accompanied with the Administrator, :
' birector of Nursing, Director of Housekeeping, H
| !
{

; 2) During the environmantal obsarvation fours
i at 10 AM

* and Director of Maintenance, the following
concams were noted:

2. Storage #.(1Eash-An )
df red SUpDY Inthe . 1
Even 1D:SEXQN Fagilly 10: 10001 f continustion shost Poge 39 of 48
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F 431 Continued From page 39 L Faat, !
i main haliway contained 10 cases of Cd
feedings ( and Fibersource), as

well 35 10 cases at tube feeding Kits. The supply
located along the hallway of 1 East and
the entry door to the not equipped with
a Iecking mechanism. Numerous mobile
| residents are focsted within
c!ese proximity of the

b. Storage # {2 West)- An B

unlocked/non-secured lin the main
; haliway contained approximately 20 cases of tube .
i feedings Protamin, Dk

Nuuen 2nd Med Pass). Thete were also 3 cases ,
- feed suppfies Kits, This storage |
' located in proximity of humerous i
where moblle residents i
reside,
Interview with the Director of Nursing and
. Administrator at the tme of cbservation revealed
, that they were unaware that these storage
{ were unlockedinon-secured and that they were
: required to be secured at all fimes.
F 44148365 CONTROL, PREVENT [XH
ss=F SPREAD, LINENS ; :

Tne facliity must establish end maintain an
| Contro! Program designed to provide a

i i

Facility has established and maintains an

safe, sanitary and comfortable environment and | effective .Control program, |
1o help prevent the development and transmission; [ H
- i
; iof ... and ; ; {a) Two utility hooks were installed one :
(@ | Control Program jon dxrty side of wash areaandoneon
"Tha facility must establish an | Control © : clean side of wash area to hang
 Program under which it - i keep them off of the floor. ;
(1) Investigates, contrels, and prevents it :
in the {acility; ‘ H

! (2) Dgcldes what procedures, such as isolatien,

Event 10; $4XQ1 Faelity 102 100813 " conunmmn shpet Pagh 40 of 45

y{/M AU ) Wi ST 7o 3018/




- 09 28R From:

FromiFLORDA AGENCY HMEALTH 5616065025 ’ 16:40 #6868 P,

PRINTED 03110/20‘!3

DEPARTMENT OF HEALTH AND HUMAN SERVICES ROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB N 093&0391
‘STATEMENT OF DEFICIENGIES | (X1) PROVIDER/SUPPLERICLIA X2 MULTIPLE CONSTRUCTION 3) DATE SURVEY
AND PLAN OF CORRECTION DERTIFIGATION NUMBER: 4, BULOING COMPLETED
105021 B WING s
NAME OF PROVIDER OR SUPPLIER STREET AGDRESS, GITY, STATE, ZIP CODE
1200 N 36TH AVE
REWABILITATION CENTER AT HOLLYWOOD HILLS, LLC HOLLYWOQD, FL. 33024
0w | SUMARY STRTEMENT O DEFICIENDIES © PROVIDER'S, PLAN OF CORRECTION )
SKUA% | (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFX (ACH CORREGTIVE ACTION B | CoMRETON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APPROPRIATE oATe
) DEFICIENCY)
i : :
F 441} Connnued From page 40 " R4 1

! should be applied to an individual resident; and }
1 {3) Maintains a record of incidents and corrective |

 actions refated to { H
- (b)The cell f
{6) Preventing Spread ef ¢ (b)The ccnl;ng area of the clean wash |
(1) When the Control Program ; . | dryer ibeen fixed
determines that a resident needs isolation to 4 and painted.
prevent the spread of ,, the faciiity must [ B
... the resident. i i N .
(2)Tre acilty must proibit employees witha | ‘, (¢) Laundry staff was in- serviced on |
- Communicable ‘skin i the proper cleaning of Laundry carts, -
 from direct contact with remdems or their food, it | Laundry carts are being cleaned after
] direct contact wil transmit the ; | every use and logged. {sec inservice
, (3) The facility must require staff to wash thelr ¢ sheet)
| hands after each direct resident contact for which | 4 .
hand washing is Indicated by accepted i (d)Laundry staffwas in- serviced on
professional practice. ; proper cleaning of lint compartment,
: lint compartment is being checked i
1 (¢) Linens ! 1 AM/PM by supervisor to assure proper !

| personnel must handle, store, process and  cleani . .
transpon llnens so as 1o prevent the spread of eaning and logging. Administrator
” ; randomly is checking the dryers for

! lint buildup,

Th\s REQUIREMENT is not met as evidenced

by:
| Based on cbservation and interview, it was ]
 determined that the facility failed to maintainan |

. control program In the facility's leundry |
area and failed to ensure that medical equlpmem :

i
was properly sanitized after utiization. 1 I
i The findings Included: :

1) During observation of the environmental tour of i
the facifity laundry service atea on at

10;30 AM, accempanied by the Environmental ;
Digector, the following controt issues

FORM CMS-258] WPIW Bveat ID:S4XQ1Y Faeilty 10° 100831 1t continuatipe sheet Page 41 ot 49
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F 441 : Continued From page 41
{ were noted:

'
{a) Sciled
the clean wash
{b) Numerous large areas of palnt was hoted to
1 be peeling from the ceiling surface of the clean

: {2} were noted to be stored in

wash dryer - There was a potential
1 that the peeling paint could | on resident clean
* finen.

' (c) Three of three laundry carts used to transport
ciean linens were noted 1o have a heavy build up
; of trash on the bottom of each cart, Upon
interview during the tour, the laundry staff stated
that they are not cleaning the carts after each
use,
(d) Observation of the lint compartment of five of
- tive commercial dryers was noted o have an
| excessive bulld up of lint/trash. The Director
 states that the fint iraps are 1o be cleaned and
" provided documentation of cleaning a minimum
of three times 2 day, Review of the dryer cleaning |
| documentation sheet revealed the fast cieaning
was initialed for 8:00 AM on i, During the
tour, interview with laundry personnel confitmed
, that sha initialed without cleaning.
i (&) Observation of the clean linen folding area
revealed that the trash contalner was full and
_ overfiowing, Further observation revealed that the
; overflowing trash was coming Into direct contact
+ of stored clean finen.
(f) Observation of the ceiling located in
the clean linen storage area noted that the vent
| and surrounding ceiling area had a build up of a
black mold like substance and bulld up of
condensation that could possibly drip down and
; contaminate clean finen that was stored
! undemeath.
{g) Observation of the clean linen storage area
_revealed a personal Jjacket stored on a rack

|

i

i
i
|
i
[

i

f

i

i 7
F 441 i
1

i

i

t‘ ¢)All trash cans have been replaced thh

ew trash can step- on type with closing

lid.

i

|

¢

](f)‘v’cnt sorrounding clean linen area was ;

;

|

i

;

Icleaned and condensation was corrected, |
i

|

i

linen area all personal items must be
stored in lockers. Staff informed and
iHousekeeping Supervisor will enforce.

{g) No personal items are allowed in clean{
]

!
|
i
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8= ACTIVITY

The facility must provide one or more
. designated for resident dining and activities.

i These st be well ighted; be walf

|, with nonsmeking areas identified; be
adequately fumished: and have sufficient space
1o accommodate ail activities.

!
This REQL

is not met as

) "STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
PREFX EAci BeFIENGY RUST BE PRECEOED BY FULL PREFX ! (EACH CORRECTIVE ACTION SHOULD BE. comPLETON
TAG . REGULATORY OR LBC IDENTIFYING INFORMATION) YAG ‘ CROSS-REFE“ENCED ‘éﬁgyﬂi APPROPRIATE ot
; ;
T T
¥ 441 Continued From page 42 : F441
* housing clean finen.
{h) Observation of the door leading outside the (h) Door leading to outside door of clean
ciean finen storage area revealed a large gap linen storage has been repaired . H
under the door. There was potential for ! 8 id :
redents/animal entry as well as debris blown from | i
the outside Inside. '
2) During a medication pass cbservation on i 2) Staff was provided with an in-service on
at 8,18 AM, Staff C was observed fo | the o
‘ clean : cuft with a Clorox Bleach | e ulpropert decom‘am_mmon of reusable
| wipe sparsely for 10 seconds and quipment. (see signing sheet attached)
! discard the wipe while she allowed the !
© pressure cuff dry. In additlon, following resident Dmly rounds to be completed by the
: use of the stethescope and eutf Control Nurse to ensure
* with Resident#109, the reusable resident care ‘tafis following prober procedus '?“
equipment was no! decontaminated and/or g proper procedure for
sterilized between residents, as per the facvmy N cquipment.
ohcy titted, "Cleaning and ' i
ident-Care ltems and . i
Further, the manufacturer's guldelines states to
wipe by thoroughly wetling the exterior of the t
| equipment or surface; allow the surface tostay
" wet for the 3 minutes and then dispose of used |
, wipe and gloves.
F 454 483.70(g) REQUIREMENTS FOR DINING & F464] The lunch schedule has been changed

for the 2nd floor West wing and East
wing so that 2 East cart comes out first.
The carts with the east wing trays will
be brought up one after the other so
that residents in that area can be served |
at the same time. No more than 17 :
residents will be permitted to sit in the

5 tables designated to accommodate no .

|
H

Event iD: SeXQ

%wu

Faciity ID: 100614

S H 1K STRATOr

tPage 43 of 49

more than 20 residents,
L} oor\lln
7 ? It



FromFLORDA AGENCY MEALTH 6614966826 s 1614 #668 P, i
PRINTED: 03/1 otzowe
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SEi VICES OMB NO, 0938-0381
ENT OF DEFICIENCIES PROVIDER/GUPPLIERICLY MULTIPLE CONSTRUCTION X3} DATE SURVEY
N Lo OF GORREETION T FIEATION prir ﬁ’;"mg COMPLETED
105021 L T S——— | 6211812016
WAME OF PROVIDER OR SUPPLIER ‘STREET ADDRESS, CITY, STATE, 25 CODE
1200 N 36TH AVE
REHABILITATION CENTER AT HOLLYWOOD HILLS, LLC HOLLYWOOD, FL. 33021
xa SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION )
PREFIX . (EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEACTION SHOULD as | Coumeon
we REGULATORY OR LEC IDENTIFYING INFORMATION) ' TaG CROS&REFERENDE&‘Q (':rvu)e APPROPRIATE } oATE
F464. Continued Frompage 43 N F484 A new rehab dining program has been
Based on observation and interview, the facility ! implemented in oxder to assist up to 7

* falied to ensure residents had odequate space i q . . N
{ during dining to accommodate them comfortably + residents with their meals in a separate
} without during the lunch meal, as ared.

| evidenced By obsetvations of crowded dining E Staff educated on meal times and
: [ assisting residents to their assigned

in the second floor East and West Wings,
The findings nclude: dining area prior to food carts arriving. 318016

i
i
i
|
J
|

ion at 14:57 AM observations in the
*dining behind the nurse * s station :
on the second floor West Wing, revealed 18 X
residents in the dining 1 16 of those 18 }
 residents seated in wheelchairs. {
i The dining i abserved to have five 36 X
36 tables; two tables across from the nurse’'s '
station and three tables along the giags windows. . s
|

. There were 2 residents In a wheelchair seated at |
i the first table; 3 residents seated (2 residerts ina 1
 wheelchair and 1 resident seated ata regular H
' chalr) st the second table; 4 residents seated (aft |
4 residents seated inwheelchalrs) atthe third |
table; 4 residents seated (2 residents in 3 :

_ wheelchair and 2 residents seated at a regular
i { ehal ) at the fourth {in the middie of the dining i
} table and 3 residents sealed (2 residents in
a wheelchair and 1 resident seated ata regular |
chalr) at the fifth table, In addition, there were 3 |
residents seated in wheeichalrs in the dining '

from the second tabls, however

! these 3 residents were not seated at & table, [
|
H

Further observatlons revealed 2 residents seated
in wheelchalrs at a 12 x 60 table, located by the
1 window left of the efevator, A resident was sealed ;|
!in & wheelchair was observed In front of the
elavator and two other Residents were seated In -
, wheelchalrs facing the dinlng . !
! there was not enough accommodate ‘
thesgyesidents in the dining area.
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F 464 Continued From page 44 ]

| At 12:33 PM observations revealed as the dietary |
* employes pulled the tray cart out of the elevatar
on the second floor, he asked an side to move
Resldent #107 who was sealed In frant of the
 elevator, out of the way for him to be able toget |
“the next tray caxt out of the elevator safely. The
Unit Supervisor was observed to be standing by
the elevator near the tray cart as it was pulled out | i
of the elevator. The dietary employee parked the ] !
tray cart In front of the nurses station lowards the | N
East wing. The first tray cant was defivered 1o the |
¢ West wing. ’
I

' At 12:39 PM an observation was made of the Unil | ;
Supervisor moving Resident #107 next to the H
 West Unit double door, away from tha dining :

1 area. :
| At 12:40 PM a resident was observed wheeling : '
1 himself into the dining parking himself . i
at the fost table, it was noted that after the ¢
residant parked at the first table, therewas s 2 ]
 fest distance between the resident's wheelchalr
| and the nurses station counter. Observation was !
| made throughout the dining time that the staff had”
{to slop and walt for others {residents and etafl)
belore moving Into another task or serving . ;
another resident due o the crowded !

i }

At 12:42 PM an aide was observed pushing ' l
, another resident in @ wheelchalr Into the dining ! )
1, endas she was wheeling the resident Into . H
 the dining askad the resident, who had . :
parked himseif at the first table, to move forher i .
50 she could whest another resident Into the ] .
dining . The resldent refused and another

1 resident soated at the table was wheeled cut of
the dining ‘ accommedate the residents .
tequest to glay at that table. . H
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At 12:42 PM the second tray cart was observed (o
arrive to the second floor West Wing, Staffwas ¢
. abserved to be bumping Into each other and into i H
[ residents in the dining ! i

AL12:45 PM observations revesled sides wers
moving residents that had not had their lunch tray | ;
from the crowded dining the haliway and ; |
the front of the elevator. i |
At 1:06 PM an observation was made of a i i !
resident In a wheelchair in the dining : : i
; the fourth and fifth tables garbling and
| mumbling out ioud. The Resident was obssrved
i o be removed from the dining 1:55 PM
without eating or being fed.
AU 111 PM observalions revealed 9 residents !
seated In wheeichairs by the space to the lefl of
; the elevator and in front of the elevator wailting for |
f their meal trays to arrive. Residents in the dining
ke observed by the residents parked | I
by the elevator from this vantage point. :

1AL 1:3¢ PM observations revealed the aides were
: moving residents in and out of the dining '
accommodate those who had as yet not received |
their lunch,

" In addition, those residents who were removed
from the dmlng before thelr lunch trays arrived
were in clear view of other residents being selved
and eating their lunch, i * A new exit door has been purchased and
F469 483,70(h){d) MAINTAINS EFFECTIVE PEST . F QEQX the existing air curtain that is in working |
$8=D ; CONTROL PROGRAM { order will be maintained on at all times
to minimize any potential pests from
; entering the kitchen,

:
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F469. Conlinued From page 48 F 489 4 pest Control company conductedan |

1 program so that the facllity is free of pests | o vict N N
| :ﬁzt‘;: d:vﬁg Y P on-site visit to service the entire

kitchen for any existing pests. The
schedule was changed from monthly to
twice 2 month and as needed if more

Thls REQUIREMENT is not met as evidenced visits are needed,
Based on observations and Interview, it was ! { Ata mini i~
 determined that the facillty falled to maintain an il l:: lx‘xlx‘;x?lfnn;x:: L;,n ;rem;l);::g:i\gle

i ! effective pest contral program in the main Kitshen

: to ensure that the area was free of pests. company to ensure the kitchen will be

free from pests.
The findings include:
A daily check will be conducted by the
Food Service Director or designee to
monitor for pests in the kitchen area.

During the Kitchenffood service sanitation tour |
conducted on at 8:52 AM, accompanied !
, with the Food Service Manager, it was noted that

| numerous flying insects were observed In food
production, food serving areas, food storage : ! "
areas (dry storage and walkdn refrigeraton), 3 I:;W.“?w:‘m E’F“‘“ and

| compartment sink area, and dish machine area. +Administrator will incorporate kitchen

i Approximately 15 - 20 Individuai observations | rounds in to their rounds schedule.

werg m?‘e in medse areas. it was noted during |
the tour that axit door focated near the 3« : Two blue lights designed to attract
compariment sink area was wide openand | flyes were a% ded to tgh ¢ kitchen area.
covered with jarge plastic sheets that did not fit - B
, the door open properly. There were numerous .

| gaps in the door opening the would allow pests to ¢ i !

{ enter the kitchen area. The Food Service i { :

 Manager stated that the pest conirol in the main  + i
kitchen is an on-going problem, : . i

i Interview with the Director of Maintenance and
! review of the last 8 month service by the | H
contracmd pest control company revealed that ¢ i
' the kitchen areas are serviced on a ragular basis, ¢
but there was ne decumentation of on-going i 1
issues in the main Kitchen,

FORM CMS-; wz 89} Versions Obpoisie Event iD:S4X011 Fachity 1D: 10881 #f continus Page 47 of 49
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F 514 Continued From page 47 F514:
F 514 483.75()(1) RES F 514,
ss=p RECORDS COMFLE\'E/ACCURATE/ACCESSIB
LE
The facility must maintain trc‘!mu:al records on eacn 1-Staff was provided with education on
resident in with accop! . A tati £ PRN
0 9 N PYOP‘QI locumentation of
; standar s and practices tha:,z:;e complete: and ! medications. (see attendance attached)
I systemahwly organized. \
| The clinical record must contain sufficient : 2-A weekly audit tool was created to
" information to identify the resident; a record of the ensure accuracy of all pra medncaucn
resident’s assessmeats; the plan of care and doc ion, audit to be cond
senvices provided; the results of any on 2 daily basis by nurse coordinators
; :;zagggri‘:: :::gsemng conducted by the State; . : for three months and to be turned in
; : i weekly 10 DON or designee. ( see
i sample attached)
Thls REQUIREMENT is not met as evidenced
by:
Basad on record review and interview, the laemly
falled to maintain accurate and complete clinlcal . N
records as evidencead by falling to reconclie 3-Reports of all inaccuracies to be
medication with the Controlied Drug discussed in monthly Q.A.
; Record for 1 of 5 sampled residents ( : ings with appropiate follow-
! 269) revigwed for Unnecessary Medicatlons. i up needed i
The fi nd\ngs Included: | !
. Review of the Contralled Record fore for i !
Resident #269 revealed "Each dose signed for | :
here requires charting on the medication record”. | ;
; Review of the cllnical record for Resident #2569 H
i revesled a Physiclan's orderdated .. . for ¢
5 mifligrams (mg}; ane tablet (tab) by .
- mouth every 4 hours (hrs} as needed for pain. '
Review of Resident #2698 's 2016 ) H
Medication Administration Record (MAR) i
. Jevealed 5 mg one tab was

FORM CMS-2567£02.98) P '3 Evpnt D S4XQ1 Faaly i0; to081¢ "mﬂl’ﬂkﬂl( Page 480 4§
[Z(. /V IAIE T T /f /




FromELORDA AGENCY MEALTH

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

£614066026 ’ 15142

wsea P

PRINTED: 03/10/2016

REHABILITATION CENTER AT HOLLYWOOD HILLS, 1.LC

SYATEMENY OF DEFICIENCIES X1} PROVIDER/SUPPLIER/ICLIA (X2} MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING
105021 B, WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, SYATE, ZIP COOE

1200 N 3BYH AVE
HOLLYWOOD, FL. 33021

DOMFLETED

02/18/2018

documented 3s administered twice on
and once on for a total of three doses o!
documented as administered,

Review of Resident #269 ' s Controtled Drug
Record for the § mg 1ab revealed one
tab was documented as administered on
. at4:00 PM; one tab on at4:15 PM; cne
tabon &t 8:45 PM; one tab on
I ax 10 PM; one tab on 8L 6:00 AM, one
(tabon at 11 AM; one lsbon at

“on the

During an Interview with the Director of Nursing
N} on at 12:41 PM, the DON was
; i apprised of the Inaccuracy of the
: medication reconciiiation between the
 MAR and Controlled Drug Record for Resident

document alf 1 drugs given on the

'8 MAR

Conlmlled Drug Record as well as on the resiclem

1

3:15 PM; and one tab on at4:40 PMfor |

@ total of sight doses of documented f

- as adminisiered, of which § were not documented | |
6 MAR,

!

i
i

!

#269, The DON confirmed that the nurses are to
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DEFICIENCY) l
NOOO INITIAL COMMENTS N 000
An un any oun ced Revlic emsurc survey was This plan of correction constitutes our
at written allegation for compliance for the
Rehablmauon Center at Holtywood Hills. The deficiencies cited. Our submission of the :
facllity had deficiencies at the time of the visit. Plan of Correction is not an admission
K that the deficiency exists or that one was '
gsusa 59A-4,107(5), FAC Follow Physician Orders N85¢ | cited corseetly, This plan of corrections
* All physician orders shal be followed o5 submitted to meet requirements ;
 prescribed and if not followed, the reason shall be established by state and federallaws. !
! recorded on the resident's medical record during :
that shift.
b
* This Statute or Rule is not met as evidenced by
Based on observation, interview and record
; review, It was determined that the medication
* grror rate was 25.9 percent, 7 medication errars
were identified while observing a total of 27
’ opportunities, affecting Resident #268 and
| Resident #264.
The findings include; 4
) On at 9:40 a.m, medication pass . ‘
observation was conducled with Licensed 1-LPN Staff B was provided with 1.1,
; Practical Nurse (LPN) Staff B for Resident ¥268. education on med pass. ( see attached)
Resident #2688 was chosen for observation as it . 318016
was ncled she had eye drops crdered After :
the Record 53
- (MAR) for Resident #266, Staff B prepared the RECE!L X
i medications and placed an pill and i
pill into the medication cup and MAR 18 2016 1
" stated it looks like this Is af the resident gels |
tight now, she only has 2 pills, do you still want to BY: 1
observe the medicalion pass? Staff 8 was SRR S S = .
* advised this ion pass observation will be
“TCA ol 3020-0001
i A ‘;I R # SIGNATURE NILE ATE
/YA POHsT: o /f//f.
STATE FORM 7 g Sexan llco»llm ‘shoul Yol €2
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! Included In the nurnber of opportunities required |

! to be observed. Staff B then proceeded into

, Resident #268's stated 1o the resident
shehadthe  pilland iron pillfor herto

{ake.

ion medication reconcillation was
conducted by reviewing the physiclan orders and
MARS, The physician orders Included 1328
i mg due at 830 am., 325 mg due i
at8:30am., € 500 myg twice dally due at
. &30am., 10 m) liguid daify due at [
1 :30 am, and Tears one drop to right eye
i every hour for dry eyes which would have been
due at 10:00 a.m, as the medication pass i
, abservation was condutied at 8:40 a.m. With .
; recongliiation of the medications itwas noted :
i Statf B did not administer the G, P
or Tears during the :
: icatlon pass observation on . Further
; feview of the MARS for tevesled Staff 8
t had igned off onthe 3 ons thet i
were not administered, i
| Resident #268 was not avallable for interview 1
Luntl at 3:40 p.m. and when asked how ¢
| many pills she received during the medication
- pass cbservation on - she confirmed she
only received 2 pils, the and the iron pill,
iOn : at approximately 4:00 p.m. a8 .
} Interview was conducted with the pharmacy 1
_ consultant who was apprised of the medication '
! pass obssrvation conducied on an
Staff B falling to administer the 3 medications,
_ dus at that time. After checking his elestronic
i medication record he confirmed those
medications were not discontinued and should '
hava been administered. He stated he could not :
| understand why the nurse would omit those ¢
. medications and they will speak with Staff &
. about this iacident. Yy

:;‘Ac:;:g;;uwm f( VM an . sexan F comiinwatign shegt 2 0142
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i
. {
! ;
2) During a medication administration pass 2-Staff C was provided with 1:1 ;
obsetvation on i 80 9;04 AM, Staff C education on med pass to include
' prewii:e:_i:em 262’64': mledhl:atin; as administration of different types of
prescribed. The medication Included; inhalant medicati
‘ - 0.4mgi24 hour 1 patch Q. medications. (see attached) -
! Statt C stated as she was getling ready to apply
the newly opened + pateh, that the 1

_ previous patch had been removed at 7:55 AM for
i motning care. She then proceeded to apply the
new palch to the resident’s right shoulder at
. 98:17AM and then dated and inltialed the patch. !
i

* Upon interview with Steff C at 10:00 AM she
stated that she had not walted to remove the

1 patch untll the new one was being placed i
because she misjudged the ime and figured she
was getling ready to give the resident’s

: medigtions, but that it took much longer than i
expocted and that the resident did go without the
medication during that time.

{ Upon interview with the Pharmatist, on at :
11:12 AM he states that based on the current '
Nitreglycerin order, the cid patch should have

_ been removed Just prior to the new pateh being {
placed,

3-All nurses were re-inserviced and

: 3) During a medication administration pass ] > i
o provided with education on med pass. |

cbservation on at 9:04 AM with
| Resident #264, Statf C was observed to e
' administer three inhatants back (o s

back, In the following order with less than 35
seconds betwepn each to include: Spirva :
Handheld 18049 capsule 1 capsule; .

;:f:e’::g‘;ﬂaﬂozmo‘ % V(Jm% Wm )\, Z\X’Q“ il% | defd2
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. Diskus Aet 1 puff inhaled and Combinvent 4-Observations on med pass being
L. ..1puffinhaled. Staff C failed to shake conducted three times 2 week by DON
the “and tnhalants before 8 X by i
administering, or designee to ensure compliance of :
1 med pass policy and procedure for the |
In an interview with the Pharmacist at at next three months. Summary of
11:15 AM he stated that il of the medication ob: i ~ ;
servations to b
 mhaants shauld e shaken before used because ations ‘fl'e‘”e‘”ed withQa |
| they ar form and the monthly. ;
: must be unlform throughout, before i
| administering. This ensures the resident raceives 5 - Resident # 264 and #268 suffered no
| the appropriate mixture and dose of the adverse reactions from cited incorrect
edication, . N L
administration of medication.

. in addition, upon review of Resident #264's I
Medication Record, he stated that the resident s .
on three types of Inhaler medications which i
i should be delivered in a specific order, He stated !
mal the first e o be glven i the Agonis!,
1 the second inhalant o be
; admlntslered is the Antl Cholinergic, the
"and third medication to be administered Is the .
Hinhaler, the Advalr, He aiso stated that :
 after the | inhaler the nurse should have
the resident rinse theilr mouth and spit it out after
the . He stated that there needs tobe 3
{ 2-5 minute pause between each inhalant
medication.

i Lastly, In the Metered Dose Inhaler's (MDV'S)
form provided to the surveyor by the Pharmacist
and inserviced to the staff after the surveyor's

; interview with the Pharmacists stetes to shake
canister six times before each Inhalation; give
MDI's in this sequence: dilators first and

i Steriods last; after Steriod, rinse mouth; and to
wait one minute between puffs of the same

medication and § minites between different

medigations.

/)
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Ncaz 59A-4.110(3), FAC Dietary Serv - Supervisor
$5=0 Qualifications

(A Dietary Services Supervisor shall be a persen
fwho!

* (a) Is @ qualified dietitlan as defined In
paragraphs 55A«4, 110(2)(a), (b}, F.A.C.. or
1 {b) Has successiully completed an associate
; degree program which meets the education
" standard established by the American Dietetic
Association; or
 (¢) Has successtully completed & Dietetic
| Assistant correspondence or class
© pragram, approved by the American Distatic
Assotlation; or
{d) Has successfully completed a course offered
i by an accredited college or university thet
i provided 80 or mere hours of correspondence of
In food service supenvision,
and has prm work experience as g Dletaay
in & health care
i consultation from 8 quallfied dietiian; or
(¢) Has tralning and experience in food service
supemsucn and management in the miltary
service equivalent in content to the pragram in
namsraph 3)(B), (c) or (d); or
_ (f) ts 8 centifled dietary manager who has
i successfmly compilated the Distary Manager ‘s
* Course and Is certified through the Certifying
* Board for Dietary Managers and is malintaining
| thelr certification with continulng clock hours at 45
* CEU' s per three year period,

, This Statute or Rule is not met as evidenced by:
Based on m:crd review and Interview, k was

Services effective
A consultant Dietician and
hired to provide support.

Ongoing evaluation will be

is maintained as defined by
guidelines,

The Facility’s Full-time Registered
Dietitian was appoinied in writing as
the Director of Food and Nutrition

by the Facility Administrator to ensure
a Qualified Dietary Services Supervisor !

FORM APPROVED
Jor Health Care Adminisuation
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X0 SUMMAHY STATEMENT OF DEF(CIENC!ES 0 PRO‘AO ER'S PLAN OF CORRECTION X8
PREFIX {EACH ICIENCY M PULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ! COMPLETE
TAG | HEGULATORY OR LSC IDENTIFYING INFORMTION) TRG i CROSS REFERENCED YE%‘;EAWROFRMYE , DATE
T T
N 054 Continued From page 4 Nos4 |
i
Class it ;
N8z i

CDM were
conducted

regulatory

by the
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) 'SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION T e
PREFIX | (EAGH DEFICIENCY MUST SE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE  J COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 6 CROSSREFERENCED T0 THE APPROPRIATE ote
DEFICIENCY)
NO082 Continued From page § N082
" tacility, as the Dletary Services Superviscr, falled
to meet the requirements es a Certified Distary
Manager, who has successfully completed the
| Distary Managers Course and certified through
the Centifying Board for Dietary Managers and
maintain cedification with the clock hours at 45 |
{ CEU's (Continuing Education Units), :
, The finding Include: .
H N " . '
During the review of the employee file of the The Facility's Full-time Registered ]
facility’s designated Dietary Services Supsrvisor it Dietitian was appointed in writing as the .
was revealed that the file did not conlain a current Director of Food and Nutrition Services |
valid certificats of completion of the Distary effective ervices
Manager's Course and certification by the Board A " L
for Dietary Managers, Further review of the file - consultant Dietitian and CDM were
| revealed the facillty's job description for the hired to provide support in the kitchen. :
gletary Services Si_yparvisor required‘ a Ce;t‘ilied Ongoing evaluation will be conducted by,
letary Manager. Foliowing the employee file the Facili ini H
review, an Interview conducted with the Quji;;{;%ésmzlsm}tor ;o ensu;e a. :
Administrator revesled that the faciiity's Dietary aiitied Dietary services Supervisoris
Services Supervisor allowed his dietary managers maintsined as defincd by regulatory
license expire and had not renewed the license. guidelines, ,
, Further interview with the Administrator revealad H
thal once the issues were revealed, the facility's h
full yme Registered Dietitian was appointed in .
; writing of her promotion to Director of Food f
Services And Nutrition, effective '
Class
N 101; 400.141{1)(), FS; 53A-4.118(2). FAC Resident N 101
S50 Medical Records 1-Staff was provided with education on
400.141()) FS proper t?ocumentanon of PRN
i Keep full records of resident admissions and medications. (sec attendance attached)
discharges; medical and general healh status,
including medical records, personal and soclal
. history, and identity and address of next of kin of

[
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NAME OF PROVIDER OR SUPPLIER
REMABILITATION CENTER AT HOLLYWOOD Hi

STREETADDRESS. CITY, STATE, ZiP COBE
1200 N 35TH AVE
HOLLYWOOD, Fi, 33021

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

{EACH CORRECTIVE ACTION SHOULD

D
PREFIX
7 TROBS-REFERENCH

PROVIDER'S PLAN OF CORNEC’NDN i
£0 10 THE AOPN)PNATE
FICHEN

N 101 ; Continued From page 6

* other persons who may have responsibility for the
aifirs of the resident; and Individual resident
! care plans, including, but not imited to,
prescribed services, service frequency and
 duration, and service goals. The recofds must be
open to agency inspection. The ficensee shall
mamta in clinical records on each resident in
with accepted p
and pracuces. which must be comp!ete,

end

systemahcally organ!zed

| 59A-4.116(2) FAC

; Bach medical record shall contain sufficient

! Information to clearly identify the resident, his

. disgnosis and treatment, and results, Medical

. records shall be complete, accurate, accessible
and systematically organized.

This Statute or Rule is not met as avidenced
Based on record review and interview, the facliity
failed to malntain accurate and complete clinical
" records as evidenced by falling to reconclle
: medication with the Controlled Drug
i Record for 1 of 5 sampled residents (Resident #
269) reviewed for Unnecessary Medications.

The findings included:

Rev!ew of the Controlied Record form for
i Resident #2689 revesled "Each dose signed for
. here requires charting on the medication record”.
+ Review of the clinical record for Resident #2638
2 revealed a Physician's order dated for
§ milligrams (myg); one tablet (tab) by
mouth every 4 hours (hrs) as needed for paln.
: Review of Resident #268 ' s
* Medication Administration Record (MAR})
1 revealed § mg one tab was
. documented as admumstersd wice on

N0t

audit to be

a

2-A weekly audit tool was created to
ensure accuracy of all prn medication

sample attached)

on a daily basis by nurse coordinators
for three months and to be turned in
weekly to DON or designee. ( see

3-Reports of all inaccuracies to be
discussed in monthly QA meeting with :
appropiate follow up as needed. :

STAYE FORM

/N

n B0 G

AOH 17 1S TH pras
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N 101 Continued From page 7 N 101 !

and once on for a total of three doses of
P documented ag administered. .
| Review of Resident #269 * s Controlled Drug
i Record for the S mg tab revesled one
" tab was documented as administered on i
at 41 00 PM; one tab on at4:16 PM: one :
i at 8:45 PM; one tab on
3{10 PM; one tab on 21 6:.00 AM! one |
tabon at 11 AM: one tab on at
3‘15 PM; and one tab on at4:40 PM for
atotalof eight doses of . documented i
as administered, of which 6 were not decumented
on the 2016 MAR,

i
' Durlng an Interview with the Director of Nursing
{DON) on at 12:41 PM, thea DON was
apprised of the inaccuracy of the
medication reconciliation between the :
; MAR ano Controlled Drug Recerd for Resident t
DON confirmed that the nurses are to i
documenx alt : drugs given on the
Controlled Drug Record as well as on the resident
‘s MAR,

Class it

N 110 400.141(1)(h) FS; 59A4.122(1) FAC Physical N 110 A Pest Control company conducted an
- Safe, Clean, on-site visit 1o service the enme
400,141(1)(h) FS kitchen for any existing pests, The :
| Maintain the faciity premises and equipment and schedule was changed from monthly to
" conduct its operations in a safe and sanitary twice 2 month and as nieeded if more
manner. visits are needed.
i

| 59a.4.122(1) FAC

The iaclﬁty shall provide a safe tlean, :
, and home» ke which :

ARCA Form 3020—000 J
STATE FORM )/\_9{ L sexas I continuatign shest 3 of 42
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N 11Di Continued From page 8

| belongings 10 the extent possible.
i
| Based on observations and interview, it wag

to ensure thet the area was free of pests,
The findings Include:

| canducted on
production, food serving sreas, food storage

the tour that exit door located near the 3«
compartment sink area was wide open and

| enter the kitchen area. The Food Service
{ Kitchen is an on~going problem,

i

- review of the last & month service by the

but there was no documentalion of on-going
. issues in tha main kitchen.

Class Hl

i allows the resident 1o use his or her personat

This Statute or Rule is not met as evidenced by:

| determined that the facility falled to maintain an
effective pest contro! program in the main kichen

¢ During the kitchen/foud service sanitation tour
at 8:52 AM, accompanied
| with the Food Service Manager, it was noted that
» pumerous flying insects were observed In food

areas (dry storage and walk-in refrigerator), 3
compartment sink area, and dish machine area,
Approximately 15 - 20 individual ohservations
were made in these areas. It was noted during

. covered with large plastic sheets that did not fit
! the door open properly. There were numerous
gaps In the door opening the would aliow pests to

| Manager stated that the pest control In the main

Interview with the Director of Malntenance and

i contracted pest control company revealed that
the kilchen areas are serviced on » regular basls,

Atz minimum, 2 bi-monthly schedule
will be maintained by the Pest control
company 1o ensure the kitchen will be
free from pests.

A daily check will be conducted by the
Food Service Director or designee to
monitor for pests in the kitchen area.

The Maintenace Director and :
Administrator will incorporate kitchen *
rounds in to their rounds schedule.
‘Two blue lights designed to attract flyes
were added to the kitchen area.

|
|
|
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Zan . SUMMARY STATEMENY OF DEFICIENCIES
PREFIX * {EACH DERICIENCY MUST BE PRECEDED BY FULL,
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION)

CROSS-RES

o PROVIDER'S FLAN OF CORREGTION i
PREFX {EACH CORRECTIVE ACTION SHOULD B¢
G FERENCED Y0 THEAPPROPRIATE |
DEFICIENCY)

X
* GOMPLEYE
PAYE

N 111’ Continued From page 9
N 111 58A-4.122(2), FAC Physical Environment -
$$+E" Specifics

The facliity shall provide:

, {2) Housekeeping and malntenance services

| necessary to maintaln a sanitary, orderly, and

{ comfortable interior;

1 (b) Clean bed and bath iinens that are in good
condition;
{¢) Private closet space for each resident;

{ (d) Furniture, such as a bed-slde cabinet, drawer

space;
(6) Adequate and comfortable lighting levels In all
aress;

: {f) Comforiable and safe temperature levels; and

| (8) The maintenance of comfortable sound lavels,
Individual radios, TVs and other such transmitters
belonging 1o the residentwill be tuned to stations

. of the resldent s cholce.

i

| This Statute or Rule Is not met as evidenced by
Based on observation and interview condyeted on

itwas determined that the facility failed

to provide housekeeping and maintenance

| services necessary ts malntain a sanitay,

; orderly, and comforlable interior in 4 (1 East, 1
West, 2 East, and 2 West) of 4 Resident Unlts.

The findings Included;
.

| During an environmentat tour conducted on
at 10:06 AM and 1:00 PM
with the Engineer
1 Dirsctor, Director of Nursing and Environmental
| Director, the following concerms were noted:

| 1.) 1 East Wing:

‘a. ~ The wooden was
scratched and chipped.

N1
N1t

(@
been fixed.

rentrance

has |
3/18/16

AHUA Form 3026-00
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N 11, Continugd From page 10 N1
: i sink has been repaired and.
b, ~ The area on the fiaor around the g:icked tile replaced. P !
sink nad missing and cracked tie. There was a | P " B
hole in the floor near the sink. .
() hasbeen paintedanda 1
IS i= The paint on the & H
1 was peeling, There was not a trash canin the trash can has been placed in the bath
: . The second bed * s dreaser/night + The bed dresser has been replaced.-
{ stand was scratched and wom.
! p The mi bove the sk (d)Room 119 mirror above the sink has :

- . he miror above the gink was been replaced. Wall acea under the :
desilvering, black spots. The wall under the . N H
(e'evislon%\ad paint peelino and was seratched, television has been fixed and painted. !

| The bottom of the metal ‘was
* Tusted,
- The tiles on the fioor near tha {e) floor tiles near the !
§ Was In disrep: irng:g :racrcehd.s and t of been ceplaced, bath
j Was in disrspair with scratches and gauges out of " .
! the woaden door, The only existing mirror at the room d?ol: :as been fxed. The mirror H
sink was desilverizing, black spots. The tile on the by the sink has been replaced, !
“was uneven, sliahtly higher than :
R8 tie on the floor of the the doorway lo :
the SO H
i .
f. Corridor Hand Ralls~ The wooden wall railing (9 Corridor hand rails in 1 East Wing !
, Yiroughout the 1 East Wing was in disrepair with have been painted,
} deep scratches and scuffs.
1
9. Storage # - An unlacked supply (g) Storage -# has been locked
it 1 N ;.
fe‘ e‘g;g: (way contained ag :?‘::fs%’!:gi as well | and appropriate staff given a key.
les. ) ;
1 88 tibo feeding suppiles (W)Building Service Staff and Clinical |
h. Solied utifty - contained overflowing Staff have been in serviced in proper
trash in bins and trash on the fioor, trash disposal in Soiled Utility.
|1, Communtty shower- displayed a call bell corg [OFM] were loosened and or :
* wrapped around the hand rail. replaced to be hanging by the floor Staff |
in-serviced.
AHCA Form 30200007,
STATE FORM 0 W saxqn f consingation sheet 1% of 42
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N 111 Continued From page 11 N1t ]
| Kitchen Pantry- four dirty “ wet fioor * signs () Wet floor signs have been removed I
< were stored on the floor next to the countertop, from Pantry. House Keeping staff
 The refrigerator and freazer gaskets were full of inserviced. Signs moved to Janitors i
¢irt and debrls,
closet.
ik 1EastActivily  ~The wooden entry doors (k) 1 East Activity have
* were in disrepair with deep scrapes and scuffs. been repaired. ‘
The back walis had peeling paint. !
:Q S":‘VQQE ~ had a loose door knob and (i) Lock has been replaced and floor .
ity ioor. cleaned. :
Z ) 1 Wast Wing:
- The door Jam * s paint was chipped, @) door jam's was filled and | I
and the floor at the door was chipped. The painted. The rail bumper guard has becn’
 ralling/fbumper guard displayed the metal outside fixed, |
of . :
6. Shower contalned R (b)Open shampoo bottles removed, i
1 0. Show - ined open botlies o mouthwash removed, wet paper towels |
: tsohﬁg!v;o 2 (2), mouthwash, fotien and wet paper removed staff in-serviced to discard all |
‘[ items from shower when finished :
’ i of g T"‘? anzdeor wa?c fm:ed The bathing a resident ]
wa of bed 2 displayed 2 melal picture hangers © entry door has been fixed, :
< and scrapped walls. There was a chalr with tom ’
: cushions. The air conditioner vent was rusty, the wall of the bed hés been repaired
and palnted, metal picture hangers s
: d. Medication carts- 3 of 3 trash cans were removed and wall fixed, cushions !
" observed full of waste products with no cover. discarded and A/C vent rust fixed, N
(3) 2 Bast () Medication waste covers purchased N
: . and installed, Staff in serviced on waste
 Hallway Corridors- The corridor handrails level and disposal. :
throughoutwere worn.
i {a) Wooden Head boards B |
- The woeden head board and foot :
board of beds B and C were In distepalr with and C have been replaced, The holc'm
 seralehes and scrapes, A hole was noted in the the been fixed. The night
wall In the . The night table of bed 1 is In table of bed 1 has been replaced. ‘
| disrepair,
KRR TR
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4&4 Ow/l/qﬂ

1 eont lion sheot 12 of 42
SN el




= = G 08I2EPM; From:

FrOomFLORDA AGENGY WEALTH

Agancy for Heslth Care Administration

To:

5614065026

156148680
4 4G

4668 P.0BE/0DS

PRINTED: 03/10/2016
FORM APPROVED

STATEVENT OF OEFICIENCIES | (K1) PROVIGERISURPLIERICLIA {X2) MULTIPLE CONSTRUGTION {X3) DAYE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A SUILOING: COMPLETED
100814 8 WING 021872016
NAME OF PROVIDER OR SUPPLIER STREETADDRESS. CITY. STATE, 2IP CODE
1200 N 3STH AVE
REHABILITATION CENTER AT HOLLYWOOD Hi HOLLYWOOOD, FL. 33021
)i SUMBARY STAYEMENT OF DEFCIERCIES : PROVIDER'S PLAN OF CORRECTION T oy
PREFIX (EACH DEFICIENCY MUSY BE EOED BY il PﬂEFlK {EACH CORRECTIVE ACTION SHOULD SE I COMPLETE
TG REGULATORY OR LS5 DENTIVING I SRMATION) A0 CROSI-REFERENGEQD YO THEAPPROPRIATE | DATE
DEFICENCY)
N 111 Continued From page 12 N1 R
. i
. (O] door has been fixed :
b, be' The entry door was scrapped. The basebosrd behind bed B cleaned and :
* basaboard behind bed B was dirty and chipped. ainted. Night table for bed C b ;
+ The night table for bed C was diy. e 8 as been ;
. e - There were stoples end nalls In the () staples and nails removed |
. walls. The baseboard usder the window hed the wall was painted. Floor tilesin the |
* black stains, There were numerous small holes in been replaced H
. the fioar tile in the placed. !
The orls «) Entry door fixed, wall |
* ehippe and tha wll bhind bed B s seraiched. behind bed B fixed, corner guard fixed,
* The torner guard s
- The walls had paint peeling, The €) - Walls fixed and painted,
mgh( table of bed Awas in disrepair. night table bed A has been replaced, :
t
~The ovarbed table ' s legs were f The overbed table was :
peel!ng paint. replaced. i
® ' frame was |
9. “The * s door frame was
' rusted. The tub was solled. s fixed and painted. The bath tub was :
| cleaned, :
h - The wall behind bed A had paint () wall behind bed A was ﬁxedé
 peeling, and painted,
1 L Clean Linen Doors- were in disrepalr and the (i) Clean Linen doors handle fixed, doors i
handie was faliing off, fixed.
X }. 2 East Dining /Aetlvlt:d The-The er;;ry j) 2 Bast Dining 5
door to the chipped. The air ven| entry fixed and painted, air vents cleaned
. were dusty, and the walls paint was peeling. and walls painted,
:4.) 2 West Wing:
‘a, -The has missing (a) tiles fixed, «
; e, ® fixed, tiles .
‘b, “The has replaced. Baseboard was fixed. Soiled
missing/broken tile, The was wheelchair removed and cleaned,
RHEA Form S075-0607
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N 117’ Continued From page 13 N1 ;
{ uneven with the . Asoiled wheelchair ;
was observed in the The baseboard was
. loose.
! {c) +baseboard outside :
<. » baseboard outside of repaired, :
metal exposed, i
| !
! d. Shower - toilet seat was loose. The (d)Shower seat was fixed, call
shower call light was too short, light cord was replaced.
i e Pantry ~ had personal belongings, a (e)Staff in-serviced in all floors notto |
* Jacket. and more than 4 purses. place personal belongings in Pantry |
- (See in-service)
f. 2 West Activity ~ wall paper was bubbled, ( o :
The window siifs were stained, (D2 West Activity paperhas |
; been fixed window sills replaced. 1 3/18/16
! During an interview directly following the i All other facility in common
envirgnmental tour on at 2:00 PM with i
, the Administrator, Engineer Director, arcas have b“‘? a;“m endall Jeted. !
. Environmenta Director, all of the findings above | nessesary repairs have been completed.
i were acknowledged. Funther interview reveaied To ensure continued compliance, the |
that the procedure was for s reporting broken Director of Maintenancewill maintain
. ftems or itams that need to be repalred, the apreventative maintenance manual
 Director of Engineering responded that each ith a log for dail ds. In 2dditi .
| nursing station has a box in which work orders with a log for daily rounds. In addition |
" are placed, then he retrieves them dally. The the ADM will make weekly rounds to
. Director of Engineering stated that the staff observe Maintenance and .
 needs a refresher coursein service on how to in vided. .
j report housekeeping/maintenance, The Housekeeping provi )
Administrator stated that only recently was a H
quallty assurance tool deveioped and '
T for
: Class Hii
1- Resident #269 went to a urologist
N 201 400.022(1)(1), FS Right to Adequate and N201 appointmenton / / andcame
SS=D Appropriate Health Care back with orders to remove
. The right to re%ive aueqﬂuata and sppropriate | ol
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i health care and pro(ecbve and support services,
¢ Including social services; mental health services,
if available; planned recreational activities; and

and ive services i
with the resident care plan, with established and
recognized practice standards within the
communlly, and with rules as adopted by the
agency.

. This Statute or Rule Is not met as evidenced by:
Based on observation, interview and record
review, the facillty falled to ensure the appropriate

provision of care for 1 of 1 residents
reviewed for . (Residents #46),
as evidenced by failing to perform care in

a manner (o prevent the potential for
contamination of the wounds for Resident #45;
and 1ailure to reassess the need for a

consult for 1 of 1 sampled
rasnﬁen(s (Resndank#zss), reviewed for

: The findings Included:

Raview of the facilty policy for
Handwashing/Hand Hygilene states in part,

1 ‘Employses must wash their hands for at least

‘ filteen (16) seconds using or

: | non-antimicrobial soap and water under the
 following conditions: Before and afler changing a

i dressing'. The Protedure stales: 'Vigorously

¢ lather hands with soap and rub them together,
 creating friction o all surfaces, for at least fifteen
(15} seconds under a moderate stream of running
waler, at a comfortable temperature’.

Review of the facility policy for Care
the Steps in the for
non-dispasable supplies to |m:luda Wipe

reusable supplies with ias indicated (ie,

was discontinued on
/1 . (see order and progress
note attached)

2- Staff was educated on ensuring
that residents who enter the facility
withoutan ~ are
not catherized unless the resident’s
condition demonstrates that
catherization is necessary. (see
attendance signing sheet attached)

3- Restorative assessment form was
updated to reflect residents that are
admitted with and the
diagnosis with proper follow up.
Restorative Nurse educated on the
need for assessment of all residents
that are admitted to the facility with
an indwelling for
proper follow up and care plan.

4- An audit was conducted of all
current residents in the facility to
ensure propex follow up
appointments have been scheduled

to support an indwelling
" . (Seeattached)

|

for the residents without a diagnosis .
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; outsides of contalners that ware touched by . e
" uncieen hands, seissor biades etc.) 5-A weekly audit will be conducted |
by DON or designee of all residents !
! 1) Resident #46 was admitted to the facility on witha to ensure the
B S with hosp:ta! admissions on e .
, through with proper diagnosis are in place for the .
{ readmission back la the facility on use of and orders for *
 Review of the clinical record revesled Resident attempts of removal from MD are in
; #46 was admitted with @ H
' to the sacral area, an unstageable left heel place for those that are not necessary,’
and a suspected deep tissue injury
o the fight heel. '
. 10:36 withth . 1- care nurse was provided with
:On at 10:30 a.m., with the censent o 1:1 education on proper
the resident, observation of care was rocedure prop care
, commenced with . Care Registered Nurse, procedure to prevent X and;
! Stalf A. With the ass 1ance of an aide, the avoid cross contamination to include '
resident was repositioned to his left side and the proper handwashing with return ;
1 adult brief was removed. It was cbserved there demonstration. (see attendance sheet
was no dressing on the sacral . The attached)
was hoted to be the size of 2 quarters placed side H
| by side with a smalier | the approximate i
size of a dime below and to the right of the larger 2-Comi N . !
. The wounds were observed to be draining " petency vf"‘ deat:;m of dressing !
" a small amount of drainage. Staff changes was performed on both |
Aremoved her gloves, washed her hands for 10 care nurses to ensure compliance. (see .
: seconds and donned new gloves. She then competencies attached)
poured sterile nermal sallne on a wad of gauze
and proceedad to cleanse the wounds with 3-Weekly " observations tobe
initiafly 2 dabbing motion and then a swiping done
: motion over the entire wounds, She dabbed the :}? ne by DiN or designee for the next
wounds with dry gauze. She then removed her Tee months to ensurc proper
gloves, washed her hands for 4 seconds and care procedure is being followed, ferS
donned new gloves, She squeezed . wound will be taken to QA monthly. (see sample
. care ointment in a medication cup and with a observation attached)
tongue depressor placed the olntment on the
; wounds in 8 swiping motion. She then picked up
! another wad of gauze and with her gloved fingers.
, fouching the side of the gauze that was going to
{ be in contact with the. , she placed the
AHCAForm aozc-wm
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1 gauze over the wounds and secured with an

« Omni fix dressing. She then removed her gloves,

. did not wash her hands, and dated the outside of
the dressing. She then donned new gloves

- without washing her hands and repositioned the

. resident's left leg on a pillow to have access to
the laft heel. She removed her gloves, washed
her hands for 6 seconds, donned new gloves and
with scissors cut off the Kling wrap dressing over

" the left heel. The left heet was observed to
be an unstageable . She placed the used

- sclasors on the clean | care supply field and
; without removing her gloves, washing her hands
" and donning new gloves, she cleansed the jeft

| heel with sterlle normal and dried
the area with dry gauze. In reaching for the dry

- gauze, the plastic bag containing

- ointment sitting on the ciean field, | on the floor.

f She proceeded to pick Up the plastic bag off the
floor and placed it back on the ciean care
supply field. She then took a box of gloves sitting
on the clean supply field and placed the

! box on the resident's bed next to the left leg, She
then removed her gloves, washsd her hands for 4
seconds and donned new gloves. She placad the

cintment in a medication cup and then

i with the same scissors she used to cut off the old
drassing with, cut a place of the Qmnl fix dressing

! and secured the Kiing, placed the previously used

! seigsors back an the ¢lean field and with a tongua

, depressor placed the cintment on the

Lo coveredthe with & wad of gauze

. and secured with Kiing wrap, She then removed

* her gloves, dated the outside of the dressing end

3 washed her hands for § secands. She then
: proceedad to place the box of gloves sitting on
the bed next to the resident's ieft leg, on the

i supply clean field. She donned new gloves
and with the same scissors she used to remove

‘ the dressmg from the left heel, cut off the

N2»
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dressing on the right heel and placed the scissors

- back on the clean field next 1o & clean wad of
gauze. She then placed the sintment on
the right heel with a fongue depressor
however did not cleanse the first. She

! removed her gloves, washed her hands for 3

' seconds, donned new gloves and plcking up the
wad of gauze sitting next to the used scissors on
the clean fleid, placed the gauze over the right

. heet and secured with Kiing wrap, Using

{ the same scissors she cut a plece of the Omnl fix

; dressing and secured the Kiing, piaced the

- previously used scissors back on the clean field,
placed the Omni fix dressing over the Kling wrap
and dated the dressing. She closed up the red

" bichazard garbage bag, tock her gloves off and
washed her hands for 8 seconds, She took the

, bag out of the , came back In, washed her

1 hands for § seconds and proceeded to pick up

< the paper package of clean gauze and box of
Omni fix tapa hoiding them to her body then put
them back on the clean fleld. She then went cut

cofthe returred with another red
bichazard bag and placed some of ihe used
supplles in the bag then picked up the paper

- package of gauze, Omni fix tage, and olntments,

i placed them on a white foam tray and placed the

; box of gloves that had been sitting on the

' resident's bed, on top of the supplles and took the
bichazard bag out of the - She then returned

1 back to the i ramoved her gloves and
washed her hands for 5 seconds, She then took
the box of gloves now sitting on top of the

. Supplies and put it in the rack above the sink,

1 picked up the ointments, paper package of gauze

- and Omni fix tape, went o the care
treatment cent, and placed the supplies back into

1 the cart. Returning back to the -wentto
the sink and rinsed the sclssors for 4 seconds
under running wale .. !them ina paper

N 201, Continued From page 17 N201
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| towel, returned to the | care treatment can,
; opened the top drawer and placed the scissors,
1 stillin & paper towe! in the top drawer and closed
: the cart. She then documented the care
had been rendered in the Treatment Record.

On at approximately 4:00 p.m, the
Director of Nurses was apprised of the
care abservation of Sta#f A with Resident #46 to
. which she responded she cannot understand why
1 Staff A did as poorly as she personslly watched
| her perform care in the past, with no
I Issues identlfied,

2. Record review reveated Resident #26¢ was
admilted to the facility on an
ingwelling , with the indication of

I retention” noted in the Physician Orders.
Afollow up Physician's progress note doas not
address the resident's status, a
diagnosis/plan nor if the resident has an

, indweliing present. The Nursing

« nole entry's only mention the indwelling foley

twice; once In the admission note and

the second time In a nursing entry dated .
No nursing entries show that the physiclan was
contacted to discuss the foliow up care or plan
re|aled to the resident's Indwelling

‘ consults had been made o address
me resident ' s yrological status

The Minimum Data Set (MDS) revesls that the
: rasident has a
[ {BIMS) summary score of 15, which indlcates.
Resldent #268 as able to be Interviswed and
intact, in addition, the bowel and
section shows an indwelling

5614965026 . 1647 weas P,
PRINTED: 03/1022018
. FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES | (X3) PROVIDER/SUPPUERICLIA X2) MULYIPLE CONSTRUCTION (X3) BATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 5. BUROING: COMPLETED
10081% BWNG o 0211812016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2@ GODE
4200 N ISTHAVE
REHABILITATION CENTER AT HOLLYWOOQD M) HOLLYWOOD, FL 33021
x4 ID SUMMARY STATEMENT OF DEFICIENGIES () PROVIDER'S PLAN OF CORRECTON | ol
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTWEACTION $i L commtre
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TG CROSS-REFERE ENCEDTO 7‘0'4)5 Ao b
'DEFICIEN
N 201 Continued From page 18 N 20t i

" foS s e

s




FromFLORDA AGENCY HEALTH 5614065925 1

for Heaith Cars Administration

;8549817229 # i/

reeo B,/

PRINTED: 03/102016
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

100611

X2y MULTIRLE CONSTRUCTION
A BUILOING:

8. WING

{X5) DATE SURVEY
COMPLETES

02118/2016

REHABILITATION CENTER AT HOLLYWOOD Hi

NAME OF PROVIDER OR SUPPLIER SYREEY ADDRESS, CITY, STATE, 2IP CODE
1200 N 35THAVE
HOLLYWOOD, FL 33024

KD - SUMMARY STATEMENT OF DEFICIENCIES i
PREFIX | (EACH OEFICIENCY MUST BE PRECEDED BY FULL H
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}

I PROVIDER'S PLAN OF CORRECTION )
PREFX ' {EACH CORRECTIVEAGTION SHOULD BE |, COMPLETE
TAG +  CROSS-REFERENCED YO THEAPPROPRATE ' OWTE
DEFICIENCY)

N201- Continued From page 19

; Record review revealed two care plans

| addressing * status were initiated, however,

i & plan, other than 1o keep drainage bag below
fevel, Is not indicated,

O 2t 1:43 PM, the ADON (Assistant
Director of Nursing} stated that the reason for
Retention and that this Is an
acceptabte diagnosis. She stated that there
{ shouid be follow-up regarding the inthe
chart but was unable to find any indication
regarding the plan o assist the resident in the
restoration of her . function. She stated
that they have morning mestings and clinical
- meetings regarding residents to discuss care and
| concerns; however, this was not identified, The
| ADON stated that they need tc contact the doctor
and make a follow up appointment and if
Indicated, attompt to remove the . The
ON the lack of i
throughout the chart and that she too could not
see a ciear piclure of the plan of care.

I 2t 2:83 PM in an Interview with the
1 East Desk Nurse stated that the resident has
the for eatentlon and thinks the
resident may have a doctors appointment butis
not sure and could not locate any additional
informatien. She stated that she was not sure as

' to what the Physician ' s plan is for the resident.

in an interview on at 2:47 PM with Staft
1 C, she stated she is not sure why the resident
! has an indwelling and doas not
: know what the plan Is, if any.

.On . the Resident #269 was observed
! several times dyfing the day at Physical
" and in her ro jith the indwelting

At 2:58 PM thy dent states she had a good

N2
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day and upon surveyor inquiry regarding the
indwelling she stated they putitln
. In the hospital because she was having difficulty
. However, she is not sure what they are
doing about It now and has not seen the dogtor or
regarding it since she has boen
dtscharged from the hospital,

at 4:18 PM, the ADON confirmed

[ tnax 2 follow up appointment had been made
which was confirmed by the surveyor in calling

i the Physician's office to verify. The resident had
been scheduled on and the receptionist
stated upon surveyor Inquiry that the rasident
would be seen on 1f the facliity were
willing to pay for the visit. She was going to

; contact them back and make them awere. The

H DON was notified,

: On _ 8¢ 10:30 PM In an Interview with the
DON, i and Corporate C
they acknowledged that Resident #269 should
have had the Indwellmg tooked into
andlts d. The A
stated that lhey were keeping the
_ appointment and paying for It through the faculty

i i The DON acknowiedged that best practice would
* have been to follow up with the MD and do 8 triai,
i If Indlcated or set up an appaintment with the

| Urologist earlier if Indicated but understood thata
plan for the continued use of the Was not

 in place.

- Class ilt
glsmi 400.022(1){n), FS Right to be Treated with Dignity

. The right to be treated courteously, fairdy, and
with the fullest measure of dignity and to receive

N 201
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" a writtgn statement and an oral explanation of the
services provided by the licenses, including those
required to be offered on an as-needed basis

; This Statute or Rule is not met as evidenced by:

| Based on observation, interview and recerd s

 review the facllity falled to ensure residents were :

" treated with dignity with respect for thelr i
individuality and preferences for 1 out of 1 .
sampled residents (Resident #265) as evidenced
by fallure to include Resident #265 in prefemred |
activities, as assessad upon admission; failure to
provide activities of dally living (ADL) to Include

{ nail care and shaving for 1 out of 1 residents

; (Residant #46), reviewed for ADL care: and
failure to address residents in a respectiul
manner on the second fioor east wing during

| dining observation.

;

\ The findings Include:

i Review of the facllity policy titled Quallty of Life +
! Dignity, states, ‘Residents shall be sssisted in i
attending the activitles of thelr choice...’ :

Rasident #265 was admitted o the facility on
0172016 with dlagnoses to include and
Dysphagla, requiring a feeding tube for
nutrition and hydration, :
; ;
| 1. Review of ge il Ar:uAvlcryﬁf@tsysAesslmér;:t dated DResident was assigned to a sensory |
complel Y an il 58/s! 7. i
| aocuments the curront activity Interosts of s"mgl"“?;‘ Progam ina :l‘;““ﬁg"’“? of
Resident #265 Inciude Exerclse, Being Outdoors, 5 to 8 residents and in smaller time
| Watehing TV, Movies and Music. The increments to better meet the residents
i Summary/Program includes, Resident will receive . needs,

p group to
' enhance and/or maintaln his or her leve! of i
-soclalization and interaction with others, Resident
il byyescorted to and from activities as needed.

i
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N203. Continued From page 22 N 203 i
‘on between 1100 s.m. through 2:00 2) Audit was conducted of all active |
p.m. multiple obsarvations were made of residents to insure that the activities
zc;z%e?wzssbst)n e:cih :bservallon. ﬂ: bed that are being provided are adequate |
nt was observed in her . " i N i
; with her night gown on, facing the overhead TV vith d?e“ cogn mgn and functional N
l which was not turned on, The - were status in order to improve their quality ;
| turned off and the window drapes wefe pulied oflife. (Audit form attached) ,
| closed. At2:30 p.1m. the rasident was observed in
her , In bed, having | tube feedings 3) To ensure that all resident are
infused via pump, next to the bed. She remained N et '
in her mgmg ow: fecing the TV which was not attending the proper activities based on .
 turned on and the temalned off and their evaluation Staff was in-service on :
| window drapes closed. Review of the resident's pew activity calendar and a list of !
ge"gécﬂ‘ fe”'?e ’:"V!zgle" Shes"gﬁewe; 2 P“‘I‘Uzed residents with their assign activities |
ings via pump slarting - area will be provided weekly to nurse
( 1 P! Y ;
go;cludng at 6 AM for a total of 16 hours per coordinator, (staffin-service attached) '
i f?;v&ew of the 1st Floor Activity Catendar revealed 4) Daily rounds will be conducted by l
the schaduled activities on  which activities director or designee to ensure |
Resident #265 was assessed as having Interest N . :
'in, 1o include at 10:45 a.m, Move & Groove Your attendance and any absenteeism will be |
Body Exercige! at 2:30 p.m, Creative Art; and at commaunicated immediately to IDT for :
4:00 p.m. a group watching of a TV show. further intervention. H
Re fihe S If any resident doesn't wish to H
view of the Sensory i i
record received from meActMty Director on pate on any day their |
documents on the resident assigned activities an activity staff
participated in Group activity (no time was member will prov:de appropriate
; documented), however Resident #2656 was activities in i
, observed to be In bed as noted during s
1 observatxms In her nightgown facing the
; ovethead TV which was not turned on, Review of
' tne Activity Participation record documented on
the resident was watching TV.
On i @t 10:00 a.mn. Resident #265 was
observed fo be up in a whesichalr in street
ciothes parked between the 2 beds opposite her
ARCA Form 30200847
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N 2033 Continuved From page 23 N203

bed. She was observed to be facing the over
head TV however, the TV was not on. The fights
were out and the window curtains were closed,
;On at 11:19 a.m, Resident #285 was

| observed sitting in the same spat, with the TV stil
not on, The lights were out and the window
curtains ware closed. 1

[ On at 130 p.m. Resident #265 was !

| observed in her in the same spot with P
2 nurses at her side working on connecting the i

tube feeding.

+On at 311 p.m. Residert #265 was

" observed In her in the same spot.
The TV was on for the resident in the next bed

! however Residsnt #265 could not see it from her

. vantage poinl. The overhead TV above Resident
#2685 remalned oft.

! Review of the Senscry Stitnulation Attendance i

' record received from tha Activity Director on i
, documments on the resident was

in her i no aotivity indicated.

: Review of the Activity Panicipation record
documented on the resident received

. sensory stimulation, listenad to music, and was

; tead to. Resident #2656 was not observed to have

| moved from the spot between the 2 beds

* opposite her bed,
On at 10:00 a.m. Resident #265 was
ohsevved In her bed in her nightgown, {
: The lights were out and the window curtains were H
! ciosed.
on at 11:00 a.m. Resldent #265 was
, observed in her bed In her nightgown,

The overhead TV was nat on. The lights were out
and the window curtains were closed,
: On at 12018 pom, Resldent #265 was
b in bed, in her with 4
, the TV notgn. The lights were out and the

AMCA Fomn 3020-0001
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N203 Continued From page 24 N2o3 !
| window curtains were closed. !
lon at 2:15 p.m, Resident #265 was
N 3 P

ing in bed in

the TV not on. The lights were out and the

window cuntains were closed,
+ Further, cbservation was made on at .
©2:20 p.m. of the Activities Director walking down '
- the first fisor hall recruiting residents to participate .
| In an interactive singing activity on the first flaor |

o,

| outside patf

[ On at 3:00 p.rm. Resident #265 was

) o g In bed, in her ni with
the TV not on. Resldant #265 was not Included in |
the singing activity on the ouiside patio, {

Review of the Sensory Stimulation Attendance !
record received from the Activity Dirpetar aq i

2t 3:20 p.m., dacuments on ne i
lon. Review of the Particip 1 tecord on !
documents no interaction, ) !

Review of the 15t Floor, Activity Calendar revealed
the days activities on . which Resident
#265 was assessed as having Intarest In, to :
include, 10:45 a.m, Morming Stretch; at 2:30 p.m, Y
. Sing-A-Long and at 4:00 .M. 8 group watching of | i
2 TV show,

1
i ;
iOn 3t 10:00 a.m. Resident #265 was ‘
| Obswrvea in bed In her nightgown. The TV was i
{ noton and the lights were off and window B
| curtalns closed, :
‘on at 10:45 a.m. Resident #265 was i

ebserveq in her in a whealehalr next to

her bed. The TV was not on, the lights were out .
: @nd the window curtains drawn, i
S On al 1:27 p.m. Resident #265 was :

observen i her in a wheeichalr next to

her bed. The TV was off ang facing the other

way, the lights were out and the window curlains

Podlod S ez
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drawn, Anurse and an alde were observed in the
the resident of the door bed back
. Into her bed. The nurse stated they are gsiting
 the resident back to bed so she can stert the
tube feeding.

| Review of the 1st Floor Activity Calendar revealed
{ the days activities on  which Resldent

' #205 was assessed as having Interest In, to

i Include at 10:45 a.m. SR & FIt Exercise.

On at 3:20 p.m. an interview was
conducted with the Activity Dlrector who stated
they have a “Stim” book and the residents are

" seen dally o 3-5 times a week. She stated
everybody can come to & group activily that is

: scheduled and the residents that are

i 2are visited in their atieast 3 times

i B week and they will turn on the TV for them If

H they can't get out of the . She stated they

; arget people that really need it because they

[ can't participate themselves so they take them to
enterainment, take them outside and do werd
games with them. She stated residents with :
tubes are not efiminated from group activities. i
Sho stated Residont #265 has "somathing” done
every day however, Resident #265 was not '
observed from i through to be out : H

| of her , participating in any group exarcise or '

1 music activities that were observed to be .

I attendad by other oo I residents

tthatdid nothave i feeding tubes snd who did

‘nmothavethe | tube feedings commencing al 2
PMin the afternoon.

2)0n at 11:30 a.m. Resident #46 was
. observed in his bed. His fingemails on
+ bath of his hands were obsarved to be long with
+ the right hand worse, with long jagged sharp s
| edges and a black unknown |

AP ST ) o sexan ¢ egatiusion shaet 20 f <2
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| under the nalis of his right hand and a thick i
: yellowlsh spongy substance under the left hand i
i fingernalls. Additlonally, the resident fooked like B
he had not been shaven for a few days. The skin
on his arms was noted to be very fraglie with
! multiple and scratches on both ams, An
inquiry was made If he had accidentally scratched
himseif with his long fingernalls and he stated his ;
1 skin scratches easily however, as far he Is aware !
" hs has not scratched himself as of yet. The :
resident stated he thinks he is going to get '
: shaved “today” and maybe In 2 day of two they ;
> will cut his fingernails, Review of the clinical '
record revealed Resident #46 was inltially ‘
1 admitted to the facility on with hesplta! :
i adrissions on through :
with 2 readmission back to the facma/ on :

! On 4t 8:51 am, the resldent ' s 1
i fingernalis on both hands remained long and .
jagged with the black substance remaining under A

i the right hand fingernails and the thick yeliowish |
spongy substance under the left hand fingernails. :
He remained unshaven,

i
On at 3115 p.m. the resident was
observed In his bed. He stated the iast

: ime he had a shave was last Thursday while in
the hospital and he is wailing for a side
. {name of aide) to come tomorrew and he knows

{ that she will shave him and cut his fingermalls. His

: nails were observad to stilf be long, jagged with i

; the blackish substance under the right hand 4

! fingarnalls and his left hand fingernails with the
. thick spongy substance under his nalis. The

: | resident stated (name of alde) will hetp him
tormorrow.

the Centified Nursing Assistant ; |
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Tracking Form for 2016 and
2016 revealed under ‘Personal Hygiene'
dacumentation the resldent was receiving
assistance with ADLs (activitles of dally iiving) to

i Include shaving every shift. Additionally under

1 Nail Care there was no documentation the

{ resident's long finger nalls were belng addressed.

on at 11:15 a.m. during an interview

- with Resident #46, observation was made of his

: fingernalls which had now been manicured and

| his face had been shaven, The resident stated an
alde cut his fingernalls and gave him a shave
yesterday as he held out his right hand stating
“They look pratty gopd don't they?

3} Upon dining observations in the 26 dining
s at 12:38 PM during tray
oenvery, it was noted that residents wera being
referrod to by the staff as “feeders” and Identifled
| according to thelr , not thelr name.
| For example, Staff J was heard announcing out
 loud from inside the 2€ dining taff K,
" who was out In the hallway next o the tray can,
"“sheis " as she pointed to a resident.
relurn, Staff K stated loudly back at Staff J,
1 three resident names 1o include Resident #270
. and stated “thoy are faeders”, Staff K then askad
- from the hallway dining cart Into the dining
' those who were iistening, "who are the other
; teeders?”

on a1 1:18 PM, Staff K was observed
delivering a tray into tray, As she
i exited, she was heard asking ioudly, “is 201Ais a

: foeder?, as the Certifiad Nursing Assistant (CNA)
enlered the  her, A 1:22 PM she was
* heard in the hallway saying, "2028 Is 5 faeder”. §
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in an interview on 8t 12:52 PM, Steff K i
stated that a feeder is someone who needs H
; assistance by the CNAto eat. During further i
< interview Staff K revealed that she did not find .
+ anything offensive In Calling residents’ feeders .
. because "that is what they need.”
Class it
H ]
N4D7. 400.141(1)(i), 'S Distary Services N407 ;
S5=E { Every licansed tacllity shall comply with al ;
+ applicable standards and rules of the agency and
:ﬁ:lr, sency The dinner menu was adjusted for '
to ensure the residents received !
(i} If the licensee furnishes food service, provide a adequate protein for the day.
. wholesome and nourishing diet sufficient to meet
' generally accapted standards of proper nutrition
for its residents snd provide such therapeutic
diets as may be prescribed by attonding .
* physicians. In making rules to impiement this The current 4- week menu cycle was
paragraph, the agency shall be guidad by reviewed by the Consultant Dietitian.
) by ly All menus have been adjusted to meet
! groups and with ini dards. All th i .
4 P .
« knowledge of dietetics. and mechanically altered diet ;
This Statute or Rule is not met as evidenced by: extensions have been reviewed and
Based on obsarvation, interview, and record revised as needed to ensure all residents
review, it was delermined that the resident receive the correct diet as ordered. ;
approved meny was not being followed, 1
. :
| The findings include: -
A consultant Dietitian and new CDM
Duﬂng the observation of the lunch meal As:drvu:e were hired to assist with plan of
in the main kilchen on at 11:30 rrection and implement systems
| accompanied with the Administrator it was icsosues to :xnsur c’ ¢ opm liane eY
* tavealed that the approved menu was not being 3 .
as evidenced by the following: : ;
A g !
RHCAFomm 302 7‘
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N407 Continued From page 29 N407

: 1) Observation of the Chicken Enchilada revealed

{ that it appeared o be an eqg roll appetizer (2 rolis

1 per serving). Further review revealed that the
gackaglng box was labeled "Chicken Egg Rolls".

urther investigation of the box revealed . . !

documented Nutrition Facts that 1 egg roll The Dietary staff was in-servicedon
contained only 8 grams of proteln which following the menu with proper portions i

at 1.6 grams of protein per resident and menu extensions.

i serving, Interview with the Food Service Manager Daily monitor by the Food Service !

; :{.‘:‘mﬁ m&::e:’p:?:mﬁﬁ Q"J?}LT Director or designee will be conducted to]
protein serving to the residents did not meet the 4 ensure the approved menus are followed |
ounce (28 gram) portion and only 16 grame (2 each day. :

: ounce) of entree proteln was baing served,

1 Interview with the Administrator at the time of the :
observation revealed that the entree being served i
was not a chicken enchilada. |

2) Observation of the lunch tray line revealed that !
| the 4 ounce of salad was not prepared for all
{ regular, therapeutic and mechanicafly altered
diets. The Food Service Manager stated that the |
salad was not prepared by dietary staff and that | 3/18/16
; there was an error as to which lunch menu was to i
1 be foliowed by the dietary staff for lunch meal .
* preparation,

3) Observation of the funch lray line revealed that
i the 4 ounce serving portion of portion of canned
| pineapple was not prepared for all regular, and
therapeutic dists. The Food Service Manager
stated that the salad was not prepared by dietary
staff and (hat there was an error as to which
! tunch meny was to folowed by the dietary staf for
I the unch preparation.

4) Obsetvation of the lunch tray line revealed that
the dinner rolls were not purchased or avallable K
* for ail regular, therapeutic and mechanically .
altered diets/JThe Food Service Manager stated

{
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N 407, Continued From page 30

that the issue with the dinner rolis was an error as
to which lunch menu was to be followed by the
dietary staff for lunch meal preparation.

5) During an interview conducted with the Food
Service Manager at the time of the observation of
tne funch meal service it was revealed that he
was unaware the puree diets to be served Is for
all food menu items in a pureed form. The
manager was unaware the ths rice was to be
pureed and that a vegetable julce and cooked

1 vegetable shouid have been prepared In place of

! the salad menu items,

Class itt

NZ815 408,809; 435.02(2); 435,06 FS Background
88=C; sereening; prohiblted offenses

* 408,808 Background screening; prohibited
offenses.-
{1) Level 2 background screening pursuant to
chapter 435 must be conducted through the
agency on each of the following persons, who are
i i t

H r the purp o

| conducting screening under chapter 438:
(a) The ficensee, if an individual,
{b) The administrator or & similarly titled person
who is responsible for the day-te-day operation of

; the provider,

! (¢) The tinancial officer or similarly titled individual
who Is responsible for the financial operation of

. the licensee or provider.

i (d) Any person who is a controlling interest If the

i agency has reason to believe that such person
has been convicted of any offense prohiblted by
5. 435,04, For each controliing interest who has

. been convictad of any such offense, the licensee

* ghafl sifbenit to the agency 3 description and

N 407

NZa15

added in the employee file.

The RCHH policy was reviewed with the;
HR Manager and Department Heads.

All employees are required to have an
AHCA Level IL A reference check will
also be obtained, If a former employer is

not willing to comply with a reference
check request, this information will be

1

i
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. explanation of the conviction at the time of

3 license application.

| {e) Any person, as required by authorizing

. statutes, seeking employment with a licensee or

! provider wh is expected to, or whose

{ tesponsibiiities may require him or her to, provide

| personal care o services directly to clisnts or

" have access to client funds, personal propenty, or

< living areas; and any person, as required by
suthorizing statutes, contracting with a licensee
or provider whose responsibilities require him or
her to provide personal cars or personal services
directly to cllents. Evidence of contractor

X screening may be retained by the contracior ‘ 5

| amployer or the licensee.

(2) Every 5 years foliowing his or her licensure,
emplayment, or enlry into a contract ina capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background

. fescreening as a condition of retaining such

: license or continuing in such employment or

i contractual status, For any such rescreening, the

| agency shall request the Depariment of Law

| Enforcement to forward the person ’ s fingerprints

+ o the Federal Bureau of investigation fora

| national cAminal history record check uniess the
person * s fingerprints are enrolled in the Federal
Bureau of Investigation ' s national retained print

notification program. If the fingerprints of

such a person are not retsined by the
Department of Law Enforcement under s,

1 943,05(2){g) and (h), the person must submit

i to the D

of
| Law Enforcement for state processing, and the
: Department of Law Enforcement shali forward
the fingerprints to the Federat Bureau of

Investigation for a national criminal histary record

S Ul
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check. The fingerprints shali ba rotalned by the

- Depaniment of Law Enforcement under s.

1 943.05(2){g) and (h) and enrolied in the national

1 fetained print _ . nolification program when

| the Depantment of Law Enforcement begins
panticipation in the program, The cost of the state
and nationat criminal history records checks
required by ievel 2 screening may be bome by
. the licensee or the person fi ingerprinted. Untit a
\ specified agency is fully implemented in the
clearinghouse created under s, 435,12, the

i agency may accept as satistying the

| requirements of this section proof of compliance

* with levet 2 screening standards submitted within
the previous 5 years to meet any provider or
professional flcensure requiraments of the
agency, the Department of Health, the
Depariment of Elderly Affairs, the Agency for
Persons with . the Depariment of
Children and Families, or the Department of
Financial Services for an appucan( fora

of authority or pi of
authority to operate a continuing care retirement
:o)n_:rmunlw under chapter 651, pruvtded that
he

offenses for the prior screenmg ars equivalent to
: those specifisd in 5. 435,04 and this section:
1 (b) The person subject to screening has not had
! @ break In service from a position that requires
; lovel 2 screening for more than 80 days; and
1 {¢) Such proof Is accomparied, under penalty of
i perjury, by an atestation of compliance with
1 ehapter 435 and this section using forms
i providad by the agency.

| {3) All fingerprints must te provided in electronic
| format, Screening results shall be reviewed by

| the agency with respect to the offenses specified
: s, 435.04 and this section, and the qualifying or

NZB15
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| disqualltying status of the parsen named In the

{ request shall be maintained in a database, The

{ quallfying or disquallfying status of the person

+ named In the request shall be posted on a secure

" website for refrieval by the licensee or designated
sgent on the licensee ' s behalf.

{4) In addition 1o the offenses listed in 5. 435,04,
all persons required (o undergo background
screening pursuant to this part or authorizing
statutes must not have an :awalting final
disposition for, must not have been found guilly
of, regardiess of adjudlcation, or entered a plea of

; nolo conlenders or guilty 1o, and must not have

: been adjudicated delinquent and the racors not
have been sealed or expunged for any of the

; following offenses or any simliar offense of

; another jurisdiction:

[ ;a’)oAny authorizing statutes, if the offense was a
el

ny.
i (b) This chapter, if the offense wes a felony.
gc) Section 409,920, refating to Medicald provider
raud.
(d) Section 408,8207, relating to Medicaid fraud,
{8) Section 741,28, relating to domestic violence.
(f) Section 777.04, relating to attempts,
+ solicitation, and conspiracy to commit an offense
! listed In this subsection. .
(o) Section 817,034, relating to fraudulent acts
through mall, wire, radio, slectromagnetie,
photoelectronic, or pholooptical systems,
{h) Section 817.234, relating to false and
fraudulent Insurance claims,
(i) Section 817.481, relaling to obtalning goods by
using a false or explred credit card or other credit
davice, if the affense was a felony.
+ (i) Section 817.50, relating to fraudulently
bialning gocds o services from a health care

|
NZB1s i
{
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! (k) Section 817,505, relating to patient brokering.
1 {1) Sectlon 817,588, refating to criminal use of
. persenal identification Information.
{m) Section 817.60, relating to oblaining a credit
card through fraudulent means,
{n) Section 817,61, relating to fraudulont use of
' credit cards, if the offense was a felony.
: (0) Sectlon 831.01, relating to forgery.
1 (p) Section 831,02, relating to uttering forged
 Instruments.
; (q) Section 831,07, relating to forging bank bilis,
| checks, drafts, or promissory notes,
(1) Section 831.09, relaling to uttering forged
+ bank bllfs, checks, drafis, or promissory notes.
() Section 831,30, relating to fraud in obfalning
medicinal drugs,
() Section 831,31, refating to the sale,
delivery, or with the
Intent to seli, manufecture, or deliver any
- counterfoit controlied substance, if the offense
; was a felony,
(u) Section 895,03, refating to racketeering and
callection of unlawtul debts.
1 (V) Section 896.101, relatng to the Fiorida Money
* Laundeting Act,
If, upon rescreening, a persun who is currently
employed or contracted with a licensee as of
' 2014, and was screened and qualified
under ss. 435,03 and 435.04, has a disqualifying
offense that was not a disqualllying offense at the
time of the [ast screening, but Is a current
disqualifying offense and was committed before
the last screening, he or she may apply for an
exemption from the appropriate lleensing agency
and, if agreed to by the employer, may continue
{o perform his or her duties untll the licensing
agency renders a decision on the application for
exemptlon If the persan Is eligible to apply for an
: exemption and the exemption request Is received

NZB1S
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by the agency no later than 30 days after receipt
of the rescreening results by the person,

(6} A person who serves as a controlling Interest
of, is employed by, or contracts with a licensee on
1 2010, whe has been screened and

qualified according to standards specified In's,
435.03 or 5. 436.04 must be rescreened by
31, 2015, in compliance with the following
sehedule, If, upon rescreening, such person has
. @ disqualifying offense that was nota

. dnsqualoiymg offense at the time of the last

but is a current dl offense

l and was committed before the last screening, he
" or she may apply for an exemption from the
appropriate licensing agency and, If agreed to by
the employer, may continue to perform his or her
duties untit the licensing agency renders a

; decision on the appiication for exemption If the
person Is eliglble 1o apply for an exemption and

| the exemption request is recelved by the agancy

i | within 30 days after receipt of th rescreening

! results by the person. The rescreening schedule

! shall be:

(s} Individuals for whom the last screening was

condueted on of before , 2004,

must be rescreened by |, 2013,

(b) Individuals for whom the last screening

conducted was belween . 2006, and
\ 2008, must be rescreened by

31,2014,

(c) individuaie for whom the fast screening

i conducted was between
1 through , 2011, must be rescreened by
15,

'
(G) The costs associated with obtaining the
raquired screening must be bomne by the licensee
or the person subject to screening. Licensees

NZg1s
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| may relmburse persons for these costs, The

1 Department of Law Enforcement shall charge the
: agency for screening pursuant to s, 943.053(3).

! The agency shall establish a schedula of fees to

" cover the costs of screening.

(7)(a) As provided in chapter 435, the agency
may grant an exemplion from disqualification to a
< person who is subject to this section and ywho:
1 1. Does not have an active professions! 58
or certification from the Depariment of Health; or
1 2, Has an aclive professional ficense or
certification from the Department of Health but Is
_ not providing a service within the scope of that

license or cenification,
{b) As provided In chapter 435, the appropriate
baard within the De of Health,

or the department itself If there Is no board, may

| grant an exemption from disqualification 1o a

} person who is subject to this section and who has
received a professional license or certification
from the Department of Health or & regulatory
board within that department and that person is

. providing a service within the scope of his or her

 licensed or certlfied practice.

{{8) The agency and the Department of Health
may adopt rules pursuant 1o ss. 120.536(1) and
120.54 to implement this section, chapter 435,
and authorizing statutes requiring background
screening and to implement and adopt criterla

: refating h))retainlng fingarprints pursuant to s,

5(2).

{9) There is no reemployment assistance or other
monetary liabifity on the pari of, and no cause of

_ aclion for damages arlsing against, an employer

' that, upon notice of a disqualifying offense listed
under chapter 435 or this section, terminates the

i
i
i
P
1
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! person against whom the report was issued,

: whether or not that person has filed for an

! exemption with the Department of Health or the
© agency,

i

1435.06 Exclusion from employment.-

i (1) if an employer or agency has reasonable

| cause o balleve that grounds exist for the ﬂenlal

x or of any

! a result of background screening, It shall nodfy

* the employee In wiiting, stating the specific

i record that indicates noncompliance with the

1 standards in this chapter. it 1s the responslb«rty of
the affected employes to contest his or her
- disqualification or to request exemption from
- disqualification. The only basls for contesting the
 disquatification s proof of mistaken identity.
{2)(a) An employer may not hire, select, or
otherwise allow an employee to have eontact with
any + porson that would place the

i employee in a role that requires background
sereening until the screening process is
completed and demonstrates the absence of any

; grounds for the denlal or termination of
employment. if the screening process shows any
grounds for the deniat or termination of
employment, the employer may not hire, select,
. or othierwise aliow the employee to have contact

’ with any person that would place the
employee in & role that requires background
sereening unless the employee s granted an
exemption for the disqualification by the agency
as provided under s, 435.07.
{b) If an employer becomes aware thal an
employee has been for a disqualifying
offense, the employer must remove the employee
from contact with any person that
places the employee in @ role that requires

N2g16
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- (6) The employer must terminate the employment

1 of any of its personnal found to be in

H with the min) of

1 this chapter or place the employee in a position

! for which background screening Is not required
unless the employee is granted an sxemption
from disqualification pursuant to 5. 435.07,
{d) An employer mey hire an employee te a

+ position thet requires background scresning
before the employee completes the scresning
process for training and orientation purposes.
Howaver, the employee may not havs direct
contactwih - " -persons untll the
screening process is completed and the
employee demanstrates that he or she exhibits
a0 behavlors that warrant the denlaf or
termination of employment,
(3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the

N o complete the G,

i Including fingerprints If required, must be

; disqualified for empioyment in such position or, 1

| empioyed, must be dismissed,
(4) There Is no reemployment assistance or other
monetary liability on the part of, and no cause of
actlon for damages against, an employer that,

| upon natice of 5 conviction or . fore

| disqualifying offense fisted under this chapter,

| tarminates the person against whom the report

| was Issued of who was , regardiess of

| whather of not that person has filed for an

| exemption pursuant to this chapter,

i

| 435,02 Definitions.-For the purposes of this

100611 B, WING 02/18/2016
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N2815i Continued From page 38 NZ815 !
background screening until the Is resolved
in a way that the employer determines that the H
is stilf eflgible for under T
this chapter,
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i

| Chapter, the torm:

1(2)" Employee * means any person required by
faw to be screened pursuant to this chapler,
inciuding, but not Iunlmd to. persons who are

- This Statute or Rule is not met as evidenced by:
" Based on interview and emplayee record review,
the lacmty failod t6 ensure the Human Resources

! checks ondlor initiated a new Agency for Health

{ Care (AHCA) Lovel Il background screening

. pursuant to chapter 435 that must be conducted
through the agency on esch of the following
persons, who are considered smployees for the
; purposes of conducting screening under Chapter

| 438, for 4 out of 10 employee records reviewed
{Staf E, F, G, and H):;Whoae responsiblities may
require him or her to, provide persanal care or
services directly to residents,

i The findings include:

On at 11 AM employee record reviews
revealad the following documentation:

1) Staff €, a Licensed Practical Nurse, hire

1 dates and an AHCA Level ||

H eligibllity

i date as .

2) Staff F, a Centified Nurse Assistant, hira
date- and an AHCA Level i

eligibliity

idateas .

| 3) Staff G, a Reglsterad Nurse, hire date-

! an AHCA Level If
eligibllity

s date as

1 4y SlaffH, 3 Certified Nurse Assistant, hire

i
|
i
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:
| date- snd an AHCA Level il |
i ing eligibility B
i dateas ;
On at 11:15 AM employee record H
i

. review revealed Staff E, F, G, and H's job

. applications each documented a list of previous

. employers whom they worked for between the
dates of their AHCA Level It background

* screenings and thelr hiting date the faclilty.

A review of the facllity's Purpose and Policy for
Referonce Checks issued by Human Resources
and effective as of s indicates “RCHH
oblain additional applicant-related information
that helps determine the applicant's overall
employability, ensuring the protection of the
current people, property, and information of the

. organization.” Further review of the facllity's policy
on Referonce Checks Indicates "Effective

* Immedistely, reference checks are fo be

* conducted on every job applicant and the

* Reference Check templale must be utiized.”

: {Copies of policy obtained).

On_ + the employee record review of
St E, F, G, and H's files found no
documentation that indicates verification of
reference checks conductad on their former
places employment. In an interview with the
Director of Human Resource on at
: 11:30 AM she confirmed there were no reference
| ehecks conducted for Staff E, F. G and H.
1
jon ot 11145 AM, an interview was
 conducted with the Administrator and the Director
’ of Human Resource. They acknowiedged the
! error of failing to not follow their policy on job
relerence checks and nol lmuatlng a newAHcA

file,

‘The RCHH policy was reviewed with the
two HR Managers, All employees have
had a reference check and are on their

ARCAFg.
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RICK SCOTT

GOVERNOR
ELIZABETH DUDEK
SECRETARY
, 2016
Administrator
Rehabilitation Center At Hollywood Hills, LLC
1200 N 35th Ave
Hollywood, FL 33021
RE: Recertification & Relicensure Surveys
Dear Administrator:
On i, 2016 through ;, 2016, Recertification and Relicensure surveys

were conducted in your facility by representatives of this office.

The purpose of this visit was to determine if your facility was in compliance with requirements
for nursing homes participating in the Medicare and/or Medicaid programs. Your facility was
found not in substantial compliance with the participation requirements.

Enclosed are the providers copies of Form CMS-2567 (Statement of Deficiencies and Pian of
Correction) and State (3020) Form. These forms reference the deficiencies that were identified
during the visit. You will not receive a copy of this letter and attachments in the mail; you
will only receive this faxed report.

A Plan of Correction (POC) for the deficiencies must be submitted to this Field Office 10 days
after your facility receives the faxed Form CMS-2567. Failure to submit an acceptable POC
within ten (10) days after receipt of the faxed statement of deficiencies may result in the
imposition of remedies. You will be notified by telephone or fax if your POC is found to be
acceptable. If your POC is found to be unacceptable, you will be informed in writing. The
correction date indicated by the facility shall be after the date of survey exit. Deficiencies
shall be corrected no later than , 20186,

Your POC must contain the following:

. What corrective action(s) will be accomplished for those residents found to have been
affected by the deficient practice;

. How you will identify other residents having potential to be affected by the same
deficient practice and what corrective action will be taken;

. What measures will be put into place or what systematic changes you will make to
ensure that the deficient practice does not recur; and,

. How the corrective action(s) will be monitored to ensure the deficient practice will not

recur, i.e., what quality assurance program will be put into place.

Delray Beach Field Office
5150 Linton Boulevard, Suite 500 Facebook com/ACHAFlorida
Delray Beach, FL - .cor/AHCAFiorida

" Tuitter.com/ARCA_FL
SlideShare net/AHCAFlorida

Phone:(561) 381-5840; Fax:(561) 496-5924
AHCA MyFlorida.com
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Recommended Remedies:

Please note that this letter does not constitute formal notice of imposition of alternative

sanctions or termination of your provider agreement. Shoulid the Centers for Medicare &
Medicaid Services determine that termination or any other sanction is warranted, we will
provide you with a separate formal notification of that determination.

Remedies will be recommended for imposition by CMS if your facility has failed to achieve
substantial compliance by the revisit. Informal dispute resolution for the cited deficiencies will
not delay the imposition of the enforcement actions recommended. A change in the
seriousness of the noncompliance found may result in a change in the remedy recommended.
When this occurs, you will be advised of any change in remedy.

«  Civil Money Penalty, in an amount and duration to be determined by CMS.

» A mandatory denial of payment for new admissions will be imposed i, 2016 if
substantial compliance is not achieved by that time.

« Termination of Medicare Agreement. We are recommending to the CMS Regionai Office
and/or State Medicaid Agency that your provider agreement be terminated on ,
2016 if substantial compliance is not achieved by that time.

If, upon the subsequent revisit, your facility has not achieved substantial compliance, the CMS
Regional Office or State Medicaid Agency will impose the other remedies indicated above, or a
revised remedy, if appropriate.

| Dispute R n:

In accordance with §488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process. To be given such an opportunity, you are required to
send your written request, along with the specific deficiencies being disputed, and an
explanation of why you are disputing those deficiencies, to:

Attention: IDR Coordinator
Agency for Health Care Administration
2727 Mahan Drive, Mail Stop 9-A
Tallahassee, Florida 32308
FAX (850) 414-6946

or
Phone number: (850) 412-4301
IDRCoordinator@ahca.myflorida.com

The IDR request must be sent during the same 10 days you have for submitting a Plan of
Correction for the cited deficiencies. An incomplete informal dispute resolution process will not
delay the effective date of any enforcement action,
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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
http://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 fo the representative. If you have questions, please
contact this office at (561) 381-5840.

Sincerely,

Arlene Mayo-Davﬂ/&f\AA}\R

Field Office Manager

AMD
Enclosure
REWB



