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

{8) 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
{ocked 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
edications 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;

3. The ication is i and d

by the health 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
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 faciiity's rules and reguiations 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 focked cabinet; focked cart; or other
focked storage receptacle, room, or area at alf
times;
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2. Located in an area free of dampness and

, except that a
requiring 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
i~ i assisting with i
of or inisterd . 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
ended, the administrator must return all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
atleast 15 days, the resident's medications are
stifl 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

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11966197 B. WING 03/03/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5047 CLARCONA OCOEE ROAD
EDEN MANOR
ORLANDO, FL 32810
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A055 | Continued From page 1 ADBS

AHCA Form 3
STATE FORM

20-0007

e TZRS1

If continisation sheet 2 of 14




PRINTED: 04/01/2022

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11966197 B. WING 03/03/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5047 CLARCONA OCOEE ROAD
EDEN MANOR
ORLANDO, FL 32810
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A055| Continued From page 2 ADBS

witness.

Findings:

obtained).

Class Ili

$8=D| Environ/Other

resident's record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one

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

This Statute or Rule is not met as evidenced by:
Based on observations and interviews, the facility
failed to secure medications that were left in an
unlocked medication cart in a room where the
door was left open and accessible to the 4
residents In the facility.

On , at 8:20 AM, the caregiver/A, stated
the agency staff could work out of the
administrator's office. It was observed while
entering the office, the door was standing open,
and the medication cart was within easy reach of
any residents. The medication cart was
unsecured. When the agency staff opened the
top drawer, pre-poured medication in silver cups
were observed. (Photographic evidence was

On , at 9:08 AM, in an interview with the
administrator, she stated the agencies arrival
threw caregiver/A off guard and she had left the
med cart unfocked. Stated caregiver/A is aware to
not pre-pour medication.

A 152 59A-36.014(3) FAC Physical Plant - Safe Living
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(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe fiving environment pursuant to

section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electricat and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 429.27, F.8,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a matiress no

iess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. to ensure easy access by the resident,

2. Acloset or wardrobe space for hanging

clothes,

3. A dresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside tamp or fioor

famp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

(e} Facilities must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facitity must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
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Based on observations and interview, the facility
failed to provide a safe and clean environment
free from hazards for the residents to live in.

Findings:

On at 8:42 AM, the agency made the
following observations.

The rear yard of the facility was overgrown with
plants and weeds. The fence was falling and
there was broken and uneven concrete. There
were discarded appliances and mold-like
substance gowning on exterior doors,

trash lying about and exposed wiring.

In the screened patio did not have a ramp to
allow wheelchair access for residents, broken exit
door, mold-like substance growing on the chairs,
tayer of dirt covering the entire porch, old
mattresses stored along with old furniture.

The interior of the facility had a large cabinet
blocking the emergency exit from the kitchen into
the common area. The air conditioning vent was
covered in mold-ike substance. The rest room on
east side of the facility smelied bad. There was
poor lighting, missing tile, and peeling walipaper.

On at 2:30 PM, in an interview with the
administrator concemning the physical plant
concerns, stated she understands about the patio
and rear yard, they have stopped using the area
because they don't have a ramp for everyone to
have access. Stated the bathroom lighting is
okay, they have a light over the shower. Surveyor
stressed it would need to be cleaned up.
{Photographic evidence was obtained).
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435.12 Care Provider Background Screening
Clearinghouse.~

{2)(b} Until such time as the | are
enrolled in the national retained print

notification program at the Federal Bureau of
Investigation, an employee with a break in service
of more than 90 days from a position that
requires screening by a specified agency must
submit to a national screening if the person
returns to a position that requires screening by a
specified agency.

{c} An employer of persons subject to screening
Py a specified agency must register with the
clearinghouse and maintain the employment
status of all employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.
{d} An employer must register with and initiate all
criminaf history checks through the clearinghouse
before referring an employee or potential
employee for electronic |, | submission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controlling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facility failed to ensure all staff were listed on the
background screening roster.

Findings:
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Continued From page 6

On . in a record review of Caregiver/A's
file, it documents a date of hire of

On . in & record review of the facility
packground screening clearing house roster, it
does not include Caregiver/A.

On at 9:42 AM, interview with the
administrator, she stated, "l told my daughter to
add her to the roster, not sure why it has not been
completed”.

Unclassified

Initial Comments

An unannounced standard re-licensure survey
was conducted at Eden Manor Assisted Living
Facility, Orlando, Florida, on . Deficient
practices were found at the time of the survey.

59A-36.007(2) FAC Resident Care - Social &
Leisure Activities

{2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in
social, recreational, educationat and other
activities within the facility and the community.
{a) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident's needs, abiliies, and interests.
{b) The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facility must demonstrate residents’ participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group

CZ814

A0O0

A026

discussions, questionnaires, or any other form of
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communication appropriate to the size of the
facitity,

{c) Scheduled activiies must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the
television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose to attend day
programs conducted at adult day care centers,
senior centers, mental heaith centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in common areas where residents
normally congregate.

(d} If residents assist in planning a special activity
such as an outing, seasonat festivity, or an
excursion, up to 3 hours may be counted toward
the required activity time.

This Statute or Rule is not met as evidenced by:
Based on observations and interviews the facility
did not have the required 12 hours of activities
per week,

Findings:

On at 12:12 PM, in an interview with the
administrator, with COVID they don't do much
with the residents.

On at 2:30 PM, no activities were
observed during the time of the survey.

On at 12:46 PM, in an interview with
Resident #2, she stated the facility dees not offer
any actlvities beyond watching television.
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Continued From page 8

On at 12:55 PM, in an interview with
Resident #4, she stated she would like to have
activities, but we don't have anything, no one ask
what we want.

On at 1:05 PM, in an interview with
Resident #3, she stated the only activity we have
is watching television, she would liketo goona
field trip.

Class Ili

59A-36.007(7) FAC Resident Care - Elopement
Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessad at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopement must be identified
s0 staff can be slerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
(a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Famifies pursuant to Section 415.105 or
415.1051, F.8,, is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that inciudes their name and the facility's name,
address, and telephone number. Staff trained

A026
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pursuant to paragraph 59A-36.011(10){a) or (¢},
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all times.
2. The facitity must have a photo identification of
at risk residents on file that is accessible fo alf
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being
at risk for
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.
(b} Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures.
for responding to a resident efopement. Ata
minimurm, the policies and procedures must
provide for:
1. An immediate search of the facility and
premises,
2. The identification of staff responsible for
ing each part of the
response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,
4. The continued care of all residents within the
facitity in the event of an elopement.
{c} Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k}, F.S.

to

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility

failed to conduct two elopement drills per year as
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Findings:
On , the agency attempted to review the

drills was requested.

Class Il

elopement drilis for the facility. The copy of the

On at 12:18 PM, the agency made a
second request for the elopement drills. The
administrator went to her office and came
stating she did not have the required records.
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