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Initial Comments.

A relicensure and complaint survey, #
2020001793, was conducted at Atria At Villages
Of Windsor on . The facility had
deficiencies at the time of the survey.

429.26( &%) FS; 59A-36.006(4) FAC
Admissions - Continued Residency

429.26
{1) The owner or administrator of a facility is

ible for i e appropri
of admission of an individual to the facility and for

ing the i approp: of
residence of an individual in the facility. A
determination shall be based upon an
assessment of the strengths, needs, and
preferences of the resident, the care and services
offered or arranged for by the facility in
accordance with facility policy, and any limitations
in faw or rule related to admission criteria or
continued residency for the type of license held
by the facitity under this part. A resident may not
be moved from one facility to another without
consultation with and agreement from the
resident or, if appticable, the resident's
representative or designee or the resident's
family, guardian, surrogate, or attorney in fact. in
the case of a resident who has been placed by
the department or the Department of Children
and Families, the administrator must notify the
appropriate contact person in the applicable
department.
(2} A physician, physician assistant, or nurse
practitioner who is employed by an assisted living
facitity to provide an initial examination for
admission purposes may not have financial
interest in the facility.
{9A , it resident who no longer meets

A0DC

A01Q

the criteria for continued residency may remain in
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Continued From page 1

the facility if the arrangement is mutuatly
agreeable to the resident and the facility;
additional care is rendered through a licensed
hospice, and the resident is under the care of a
physician who agrees that the physical needs of
the resident are being met.

59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facitity must be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a o~
medical examination by a health care provider at
ieast every 3 years after the initial assessment, or
after a significant change, whichever comes first.
A significant change is defined in rule
59A-36.002, F.A.C. The results of the
examination must be recorded on AHCA Form
1823, which is incorporated by reference in
paragraph (2)(b) of this rule and must be
in with that 3

Exceptions to the requirement to meet the criteria
for continued residency are:
(8) The resident may be bedridden for no more
than 7 consecutive days.
{b} A resident requiring care of a

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care provider,
2. The condition is documented in the resident's
record; and,
3. If the resident's condition fails to improve within
30 days, as documented by a health care
provider, the resident must be discharged from

AD10
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the facility.

©A , ilt resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
faciiity, develops and implements a
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident’s file.

{d) The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at all times.
{e} A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's ficense.

{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ticense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or training.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in rule 59A-36.021, FAC.

AD10

This Statute or Rule is not met as evidenced by:
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Based on observation, interview and record
review, it was determined the facility failed to
evaiuate a resident's appropriateness for the
Memory Care unit and to determine if the resident
was able to safely self-administer his/her
medications in a secured unit, for 1 out of 3
sampled resident records reviewed (Resident
#10).

The findings included:

On at 11:30 AM, an observation and
interview was conducted of Resident # 10. The
resident was placed in the secure Memory Care
Unit West Wing. The surveyor observed the
resident lying on his in bed in his apartment
{apt.). He stated he did not want fo participate in
activities. The Surveyor asked Resident # 10
approximately how long he had lived in the
facility. He stated he didn't live there. He stated
"t come and go." He then began to yelt and get
aggitated when additional interview questions
were asked. He demanded the Surveyor to
teave.

On a review of the resident’'s medical
record was conducted. A review of the
demographics form was conducted. The resident
was initially admitted into the facility on
. He was initially admitted into the

secured Meory Care Unit forthe .

.\ residents, instead of the general
Assisted Living Facility.

Areview of the Florida Health Assessment Form
{AHCA 1823 form) was conducted. The form was
dated . The resident suffers from the
following diagnosis: y and
Behaviors, ,and

AD10

. He is independent with alf
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Activities of Daily Living. The AHCA 1823 form
indicated the resident receives assistance with
self-administration of medications.

On at 02:15 PM, an interview was
conducted with the Activities Director, She stated
the resident becomes upset when she asks him
questions. She says he is . She stated
hie will come out to the activiites, but he usualy
wont participate, She stated she believes he has
developed a series of answers fo |

questions.

A review of the medical chart was conducted.
The physician order dated . The order
states Resident # 10 can seff-administer the
following medications:
a. Reg Str262 mg/15 ml. Take 30 mi
by every 30-60 minutes as needed for

" issues.
b. Lubricant ., . {Instill drops in each

. . as needed for dry

On at 03:35 PM, An interview was
conducted with the Resident Services Director.
She stated she had been having this
conversation with the family. She stated the
resident is a retired physician. She stated it was
their choice to place him in the Memory Care
Unit. She stated this placement was completed
prior to her arrival. She stated she does not
agree that any residents residing in the Memory
Care Unit should seff-administer medication. She
confirms that the resident suffers from periods of

. She stated the medication is stored in
a lock box in his room.

On at 12:00 PM, an interview was
conducted with the Executive Director. She

AD10

acknowledged the findings.
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Continued From page 5
Class Ill

59A-36.011( ) FAC Training - Staff In-Service

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at ieast 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection

(b} New staff must complete the preservice
orientation prior to interacting with residents.
{c} Once complete, the employes and the facility
administrator must sign a statement that the

pl the preservice ori i
which must be kept in the employee's personnel
record.
{d) In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:
1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shail provide or
arrange for the following in-service training to
facitity staff;
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when

offering this training. Documentation of
compliance with the staff training requirements of

AD10

A081

AHCA Form 3
STATE FORM

20-0007

s

3E6611

f continuation sheet 6 of §




Agency for Health Care

PRINTED: 04/09/2020

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11969283

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY

COMPLETED

03/11/2020

NAME OF PROVIDER OR SUPPLIER

ATRIA AT VILLAGES OF WINDSOR

9130 HYPOLUXGO RD
LAKE WORTH, FL 33467

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

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

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A081

Continued From page 6

29 CFR 1810.1030, relating to borne

. . . Mmay be used fo meet this

requirerment.

{b} Staff who provide direct care to residents

must receive a minfmum of 1 hour in-service

training within 30 days of employment that covers

the following subjects:

1. Reporting adverse incidents.

2. Facility emergency procedures including

chain-of-command and staff roles relating to

emergency evacuation.

{c} Staff who provide direct care to residents, who

have not taken the core training program, shall

receive a minimum of 1 hour in-service training

within 30 days of employment that covers the

foliowing subjects:

1. Resident rights in an assisted living faclity.

2. Recognizing and reporting resident .

neglect, and . . The facility must use its
prevention policies and procedures when

offering this training.

(d} Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with rule 59A-8.0095,

F.A.C., must receive 3 hours of in-service fraining

within 30 days of employment that covers the

following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

tiving.

{e) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minimum of 1-hour-in-service training

within 30 days of employment in safe food

handling practices.

{fy All facility staff shall receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty

{30) days of employment.

A081
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1. All facility staff shall be provided with a copy of
the facifity's resident elopement respense policies
and procedures.

2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, it was
determined that the facility falled to ensure that alt
direct care staff had received the required
in-service trainings, 2 out of 3 sampled residents
(Staff B and C).

The findings included:

On a review of the employee
personnel record for Staff B was conducted. 1t
was revealed that Staff B was hired on

. She works on the 03:00 PM - 11:00
PM shift. She provides direct resident care as a
Resident Assistant. The following training
certificates were either missing or incomplete:
a. Rights, Recognizing, Reporting .
Neglect 1 hour training certificate was missing.
b. Nutritional and Safe Food Handling 1 hour
trainig certificate missing.

On a review of the employee
personnel record for Staff C was conducted. 1t
was revealed that Staff C was hired on

. She works on the 11:00 PM - 07:00
AM shift. She provides direct resident care as a
Resident Assistant. The following training
certificates were missing or incomplete:
a. Preservice Orientation 2 hour training
certificate was missing.
b. Control 1 hour training certificate was

A081

missing.
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¢. Rights, Recognizing, Reporting . Neglect
1 hour training certificate was missing.
On at 12:00 PM, an interview was
conducted with the Executive Director. She
acknowledged the findings.
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