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Initial Comments.

A capacity increase survey was conducted at
Autumn House on . . No
deficiencies related to the increase in capacity
were identified,

Complaint investigation #2019017387 was

conducted at Autumn House Assisted Living on
. . Deficiencies related to the

complaint were identified at the time of the visit.

59A-36.008(6) FAC Medication - Storage and
Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
iocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.
{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:
1. The facility administers the medication;
2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;

. The ication is and dos
by the heaith care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;
4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;
5. The facility determines that, because of

A0DC

A055

AHCA Form 3

20-0007

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TILE (x5 DATE

STATE FORM

LW

i continuation sheet. 1 of 8




Agency for Health Care

PRINTED: 04/22/2020

FORM APPROVED

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

AL 11964507

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY

COMPLETED

02/06/2020

NAME OF PROVIDER OR SUPPLIER

7999 SPYGI
VIERA, FL

AUTUMN HOUSE

32940

STREET ADDRESS, CITY, STATE, ZIP CODE
LASS HILL ROAD

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

AD55

Continued From page 1

physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or
6. The facitity's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in rule 59A-36.006, F.A.C.
{c} Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
locked storage receptacie, room, or area at alf
times;
2. Located in an area free of dampness and

., except that a i
requiring refri fon must be kept
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;
3. Accessible to staff responsible for filling
pifi- j assisting with ini
of or inisterd ication. Such
staff must have ready access to keys or codes to
the medication storage areas at afl times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed.
{d) ication that has been di: i but
has not expired must be returned fo the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's health care provider.
{e) When a resident's stay in the facility has
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ended, the administrator must return all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. I, after notification and waiting
at least 16 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).

{fy Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.

{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return
dispensed medicinal drugs to the dispensing
pharmacy pursuant to rute 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to notify a resident's designee, allowing at
feast 15 days for a response, before destroying
medicalions after discharge (#3).

Findings:

Review of the admission discharge log revealed
resident #3 was admitted to the facility on

. Adischarge date of was.
recorded in the log with no reason or discharge
{ocation documented.

Review of the record for resident #3 revealed she
was admitted on to a “30-day
stabilization” program the facility provided,
Review of the health assessment, dated
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. . L and

N . She required assistance with
self-administration of medications. The
Medication Observation Record for

revealed 12 medications for resident #3.

Continued review of the record found a letter
dated from resident #3's son describing
attempts to meet with the administrator regarding
retrieving the medications and belongings of
resident #3. A phone cali on was
described in which the family member arranged
to pick everything up on . The letter
described that the administrator informed the
family member by phone on that the
resident's were already destroyed, and
that the administrator said she would get to
the family member regarding picking up the other
medications and personal belongings. After
further attempts to make such arrangements, the
farily member went to the facility on to
tearn that all of the resident's medication had then
been destroyed without prior notification fo the
family.
A record for recorded 11/21/19 as
the date 50 pilis of 0.5mg were
N " and by 2 staff A
progress note on signed by the
administrator record “alt medications destroyed
as per facility policy." The time between the
discharge date of and the destruction of
the on was 11 days. The time
between the discharge date of and the
destruction of the remainder of the resident's
medications on following the phone call
with the family member was 27 days. There was
no evidence found that the family was notified in
writing and aflowed 15 days for a response prior
to destroying or discarding the medications for
resident #3.
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Continued From page 4

On at 3:06PM, the Marketing Director
confirmed that no written notification was
provided to the family to allow for the family to
retrieve the medications prior to destroying the
medications for resident #3.

Class Il

58A-36.015(1) FAC Records - Facility

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
tegally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the ted | ion. For of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

(a) The facility's license displayed in a
conspicuous and public place within the facility.
{b} An up-to-date admission and discharge log
fisting the names of all residents and each
resident’s:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | ;and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
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intending to return pursuant to rufe 58A-36.018,
F.A.C. If the resident dies while in the care of the
facitity, the log must indicate the date of

{c} Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(®).

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in rule 59A-36.013, FA.C.

{f) For faciiities that have a surety bond, a copy of
the surety bond currently in effect as required by
rule 59A-36.013, FA.C.

(g} The adrission package presented to new or
prospective residents (less the resident's
contract) described in rule 59A-36.006, F.A.C.

{h) If the facility advertises that ;t provldes speciat
care for persons with or
related , acopy of alt such facility
advertissments as required by section 429.177,
F.8.

(i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in rule
59A-36.007, FA.C.

(1) All food service records required in rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facifities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ticense or certificate to operate.

{k} All fire safety inspection reports issued by the
iocal authority or the State Fire Marshal pursuant
to section 429.41, F.S., and rule chapter 69A-40,

A180

AHCA Form 3
STATE FORM

20-0007

s

LW

f continuation sheet § of 8§



Agency for Health Care

PRINTED: 04/22/2020

FORM APPROVED

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

AL 11964507

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY

COMPLETED

02/06/2020

NAME OF PROVIDER OR SUPPLIER

7999 SPYGI

AUTUMN HOUSE
VIERA, FL

32940

STREET ADDRESS, CITY, STATE, ZIP CODE
LASS HILL ROAD

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

A180

Continued From page 6

F.A.C., issued within the last 2 years.
(1) All sanitation inspection reports issued by the
county health depariment pursuant to section
381.031, F.8., and chapter 64E-12, F.AC.,
issued within the last 2 years.
{m) Pursuant fo section 429.35, F.S., all

survey, i ion and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.
{n) The facility's resident etopement response
policies and procedures.
{0} The facility's documented resident elopement
response drills.
{p) For faciities licensed as fimited mental health,
extended congregate care, or limited nursing
services, records required as stated in rules
59A-36.020, 59A-36.021 and 59A-36.022, FA.C.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on the admission-discharge log review and
interview, the facility failed to ensure an accurate
and up-to-date log was maintained for 2 of 4
sampled residents.

Findings:

Review of the admission-discharge log revealed
resident #3 was discharged on . There
was no location or reason for discharge noted on
the tog. Further review revealed resident #4 was.
noted to be discharged on to another local
assisted living facility. No reason for discharge
was noted.

On at 3:30PM, the marketing director

stated resident #4 did not go to the assisted living
facility noted on the admission-discharge log. She
stated he went to the hospital and then to another
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focation. She confirmed there was no
documentation for resident #3.
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