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Initial Comments.

A re-icensure survey and a generator monitoring
was conducted at Cascade . , .. Assisted
Living Facility on . The provider had
deficiencies at the time of the visit.

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7) The facility shall notify a licensed physician
when a resident exhibits signs of or

o . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or | . The notification
must ocour within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designes of the need for health care services and
must assist in making |, for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident's
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services fo treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission fo the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the guantity and quality of
resident diets in accordance with Rule

A0DC

A025
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59A-36.012, FAC.

change.

additional services.

provider (#10).

Findings:

(b} Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a generat awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant

(e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to document the circumstances
surrounding 1 of 2 sampled residents going to the
hospital and failed to ensure that same resident
received a medication prescribed by a health care

Review of resident #10's record revealed her
diagnoses included
that she required assistance with

seff-administration of medications.

and and

A facility note indicated she returned to
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Continued From page 2
the facility from the hospital. There was not a note
indicating why and when she went to the hospital.

A hospital med list had
one tablet by every night.

5mg,

On at 10:39 am, the resident said that
during a doctor’s visit the doctor noticed a
medication was missing from the resident's
medication list sent with herto the |

On at 1:56 pm, the resident's family
member said an incident occurred in which the
facility dropped the s off the resident’s
med list. The family member said she addressed
it with the DON, who blamed it on the pharmacy.

Review of the resident's MOR
revealed she received the . up untit
she went to the hospital then upon her return it
was not given to her for the remainder of the
month

On at 2:45 pm, the DON confirmed there
was not a facility note regarding the resident
going fo the hespital. She said the resident was
out with family on when they fook her to
the hospital for . inher froma
recent

On at 3:50 pm, the DON was unable to
provide an expl ion as to how the icati
was dropped off the fist and subsequently not
given to the resident,

Class It

59A-36.008(7) FAC Medication - Labeling and
Orders
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(7) MEDICATION LABELING AND ORDERS.
{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.S., and
Rule 64B16-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individual container:
1. The resident's name; and,
2. The identification of each medicinal drug in the
container.
{b) Except with respect to the use of pill
organizers as ibed in on (2), no
individual other than a pharmacist may fransfer
medications from one storage container to
another.
{c} If the directions for use are “as needed” or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed" prescription, the
circumstances under which it would be
appropriate for the resident to request the

ication and any limitati must be
for example, “as needed for |, not to exceed 4
tablets per day." The revised instructions,
including the date they were oblained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
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the resident’s health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facitity may then obtain a revised label from the
pharmagcist or place an “alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e) A nurse may take a medication order by
telephone. Such order must be promptly
in the resident's icati

observation record. The facility must obtain a
written medication order from the health care
orovider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f} The facility must make every reasonabie effort
to ensure that prescriptions for residents who
receive assistance with self-administration of

ication or ication ins ion are filled
or refilled in a timely manner.
{g) Pursuant to Section 465.0276(5), F.S., and
Rule 61N-1.006, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a heaith care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident’s name for whom they were dispensed,
and the date they were dispensed. if the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in & container that bears a
iabel containing the following:
1. Practitioner's name,
2. Resident's name,
3. Date dispensed,
4. Name and strength of the drug,
6. Directions for use; and,
6. Expiration date.
{h) Pursuant to Section 465.0276(2)(c), F.S.,
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before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to ensure medications were refilled
in a timely manner to ensure doses were not
missed for 2 of 2 sampled residents (#9 and #10).

Findings:

1. Review of resident #9's record revealed her
diagnoses included Non- .,
[ ’ and
. and she required medication
administration.

On at 10:25 am, resident #9 said she ran
out of her high . medication a
couple of times recently. She stated she did not
experience any negative effects as a result.

On a heaith care provider ordered
80 milfigrams {mg) -

. 25 mg, 1 tablet by

every mormning.

Review of the resident's | Medication
Observation Record {(MOR) revealed “09"
(other/see nurses notes) was charted for the
medication on and with documentation
on the MOR that indicated “on order" and “not in
cart. ordered this day".

On at 3:45 pm, the DON said the
medication was on order from the pharmacy
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Continued From page 6

however, there was no facility documentation of
this and no documentation to indicate the facility
notified the resident's doctor of the delay in
refilling it.

2. Review of resident #10's record revealed her
diagnoses included | and | and
that she required assistance with
seif-administration of medications.

On a heaith care provider ordered
.\ 75 mg, 1 tablet by daily.
Review of the resident’s MOR
revealed "09" was charted forthe . ., . . on
s s . s and . The only
documented explanation was "on order” on

There was no documentation to indicate the
faciity made any efforts to obtain a refil prior to
the medication running out.

On at 3:50 pm, the DON said the
medication was not given on those dates
because it was on order from the pharmacy.

The facility's undated medication refilis policy
indicated the designated associate person
contacts the dispensing pharmacy to obtain a
refili at least seven days prior to running out of
medication. Medications are never to run out
uniess directed by a physician.

Class Il

429.52(1 & 7} FS; 59A-36.011( ) FAC Training
- Staff In-Service

429.62(1)
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{1) Each new assisted living facility employee
who has net previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon compietion, the
employee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee's personnel record.

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

(2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours to ail 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 o interacting with residents.

{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.

{d) In addition to topics that may be chosen by

A081
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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. Facifity
administrators or managers shall 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
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

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION ADENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11910115 B.WING 04/10/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
160 ISLANDER COURT
CASCADE
LONGWOOD, FL 32750
(X430 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A081| Continued From page 8 AD081

AHCA Form 3
STATE FORM

20-0007

bl JLBYT

If continuation sheet 9 of 14




Agency for Health Care

PRINTED. 06/05/2023
FORM APPROVED

prevention policies and procedures when
cffering this training.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 53A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
foliowing subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
fiving.
{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
handfing 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.
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 personnel record review and interview,
the facility failed fo ensure 3 of 4 sampled staff
{A, B, C) completed the 2 hours preservice
orientation training to include facility type and
services offered by the facility prior to interacting
with the residents as required.

Findings:
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1. Med Tech A's personnel record review
revealed a hire date of . There was no
documented evidence of the 2 hours preservice
orientation training was completed on file with
specified topics required above.

2. Caregiver B's personnel record review
revealed a hire date of . There was no
documented evidence of the 2 hours preservice
orientation training was completed on file with
specified topics required above.

3. Caregiver C's personnel record review
revealed a hire date of . There was no
documented evidence of the 2 hours preservice
orientation training was completed on file with
specified topics required above.

On at4 PM, an interview with the
Business Office Manager and Administrator
confirmed the findings. It was provided
documentation of a 2-hour preservice orientation
training with employees, but it did not include
specific topics required such as facility type and
services offered by the facility.

Class Ili
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