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FO000 INITIAL COMMENTS FO000 12025

An unannotnced recertification revisit survey was
conducted in conjunction with & complaint survey,
complaint number 2025010030, trom to

at Avante at Lake Worth, ine. The facility was not in
compliance with the CFR 42, Part 483, Requirements for
Long Term Care Facilities.

FO684 Quality of Care FOB84 | F684 Quality of Care 12025
$8=D
CER(s) 483.25
What corrective action(s) will be accomplished for
§ 483.25 Quality of care those residents found to have been affected by this
practice?

Quality of care is a fundamental principle that applies
1o afl treatment and care provided to facility
residents. Based on the comprehensive assessment of a On medication review completed with NP,
resident, the facility must ensure that residents
receive treatment and care in accordance with
professional standards of practice, the comprehensive How will you identlfy other residents having the
person-centered care plan, and the residents’ choices. potential to be affected by the same practice, and what
corrective action will be taken?

This REQUIREMENT is NOT MET as evidenced by:

Based on interviews and record review the facility on , Director of Nursing/designee completed an
failed to ensure physician's orders were followed for audit of all resident residents receiving o
monitoring and administration for ensure supplemental orders are in place.
1 of 3 sampled (Resident #90)
on , Director of Nursing/designee completed an
The findings included: audit of all resident receiving ,  toensure a

medication review has been completed.

Record review for Resident #90 revealed the resident

was originally admitted to the facillty on What measures will be put into place or what systemic
with most recent readmission on with diagnoses changes will you take to ensure that the practice does
that included in part the following: . not reoceur?

. Dependence on ., Hidradentis
Suppurative (HS), and Type 2 Without
Complications. B the Director of Nursing/ designee completed

education with the licensed nursing staff regarding
supplemental for . monitoring, what to do
The Minimum Data Set dated documented in if a medication is scheduled while a resident is at
Section C a Brief Interview of Mental Status score of .

13 which indicated the resident was .

How wilt the corrective actions be monitored {c ensure

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from corresting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.} Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are made available 1o the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program
participation.
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F0684 Continued from page 1 FO684 | Continued from page 1
ss=D Review of Physician's Orders for Resident #90 revealed the practice will not recur; what quality measures will
the following orders: be put into place?
An order dated Aspart injection
Solution 100 UNIT/ML { Aspart) Inject 5 unit Direstor of Nursing/designee to complete random audit
, one time a day (scheduled for 11:30 AM) 1o ensure resident receiving have supplemental
for that also had supplemental orders orders. weekly x4 weeks then monthly for 2 months or
added to monitor - . until substantial compliance is achieved.
An order dated Semglee Solution Director of Nursing/designee to complete random audit
Pen-injector 100 UNIT/ML Inject 50 unit to ensure a medication review has been conducted for
at bedtime for (with no supplemental resident receiving |, weekly x4 weeks then
orders for . monitoring). ronthly for 2 months or until substantial compliance is
achieved
Review of Medication Administration Record {MAR) from
for Resident #30 documented Findings will be reported monthly at the QA/RIsk
Aspar\ ordered daily at 11:30 AM was not given management meeting until such a time substantiat
5 out of 14 opportunities when the resident was at compliance has been determined.
. .norwas the _ monitored those days.
During an interview conducted on at 12:45 PM
with the Director of Nursing (DON) who was asked about
Resident #90 who is and receiving tong
acting at bedtime and once a day at 11:30 AM.
The DON stated Resideni #90 goes o, by 10:00
AM and returns approximately 3:00 PM three times a
week. When asked when are his . checked, the
DON stated prior to administration of 11:30 AM dose of
. The DON confirmed the supplemental order on
the 11:30 AM dose to check . priorto
dose given. Resident #30 goesto ., Monday,
Wednesday and Friday. The DON is unaware if the
physician is aware of the resident not receiving his
11:30 AM on days (three times a week).
The DON stated he will need 1o clarify the order for
the 11:30 AM with the prescribing physician to
address the resident who is out of the facility three
fimes a week routinefy for . . The DON
acknowledged the nurse documented the 11:30 AM
was not administersd & times during month of | while
the resident was out at
During an interview conducted on at3:47 PM
with Resident #90's Primary Physician (PP) who was
asked about Resident #00, he said he is aware of the
resident receiving |, out of the facillty three
times a week and thathe is and has orders for
fong acting and short acting . The PP stated
that when a resident is on typically they check
the . daily and it Is usually associated
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not typical to check . only once a day, they
usually check it more. The resident was recently
readmitted and maybe there was an order carried over
from the hospital and that is why the resident did not
have more frequent . checks. The PP siated
his Nurse Practifioner does see the patient more often
than him with his supervision. When asked if he was
aware that the resident did not receive his short
acting or . checks (scheduled for
11:30 AM daily) on the three days the resident goes to
 he said he was under the impression the

resident would get the . checked and receive
his uponreturnfrom . When asked if he
was aware the resident has a chair ime for ., at

10:00 AM and usually returns fo the facility around
3:00 PM, he said in his medical opinion he would like
10 see the . be more frequently with a

. more than once a day. The PP stated he
believes it was an oversight that the . were
not ordered and checked three times a day. The PP
acknowledged the facility could have reached out to him
1o clarify the order for and N
checks,

During an interview conducted on at 1:00 PM
with Staff A Licensed Practical Nurse (LPN) who was
asked if a resident has and .

ordered and they gooutte |, whenthe

- l is ordered what would she do, the LPN
said she would consider it a missed dose and check the
when they return from - When asked

about clarifying the order with the physician, the LPN
said that would probably be the best thing to do,
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NOOOO INITIAL COMMENTS NOOOO 12025
An unannounced relicensure revisit survey was conducted
with a complaint survey, complaint number 2025010030
from to at Avante at Lake Worth, Inc.
Federal deficiencies were not found 1o be corrected at
the time of the survey.
Office of Primary Gare and Health Systems Management
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