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Initiat Coraments

An unannounced Relicensure, Complaint
{#2024012177) and Generator Monitoring survey
was conducted at The Cabana at Jensen Dunes
on - . Deficiencies were
identified at the time of survey.

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

429.26 Appropriateness of placements;

examinations of residents.-

{1) The owner or administrator of a facility is

T ible for ining the appropri

of admission of an individual to the facility and for
o N . of

9 P
residence of an individual in the facility, A
determination must be based upon an evatuation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
in law or rule related to admission criteria or
confinued residency for the type of license held
by the facility under this pari. The following
criteria apply to the determination of
appropriateness for admission and continued
residency of an individual in a facility:

{a) A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.

{b} A facifity may admit or retain a resident who
requires the use of assistive devices.

{c) A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facifity and the resident,
additional care is provided by a licensed hospice,
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and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.

{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (¢}, a
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision, For purposes of this paragraph, the
term "bedridden” means that a resident is
confined to a bed because of the inability to:

a. Move, turn, or reposition without total physical
assistance;

b. Transfer to a chair or wheelchair without total
physical assistance; or

c. Sit safely in a chair or wheelchair without
personal assistance or a physical .

2. Aresident may continue to reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3. if a facility is licensed fo provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days,

{2) Aresident may not be moved from one facility
1o another without consultation with and
agreement from the resident or, if applicable, 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.
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{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

59A-36.006
{4) CONTINUED RESIDENCY. Except as foliows
in paragraphs {(a) through (¢) of this subsection,
criteria for continued residency in any ficensed
facility must be the same as the criteria for
admission. As part of the continued residency
critetia, a resident must have a -to-
medical examination by a health care practitioner
at least 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 the
practitioner's form or on AHCA Form 1823, which
is i by reference in {2)(p)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant fo
Section 429.26(1)(c}, F.S.
{b) Aresident requiring care ofa
may be retained provided that:
1. The resident contracts direcly with a licensed
horme health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuant to a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident’s
record; and,
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3. ¥ the resident’s condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.

{CYA . ill 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 ficensed
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 legat
representative if applicable, and the facility agree
o continued residency;

3. Allicensed hospice, in consuliation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and these
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident's fite.

{d) The facility administrator is responsible for
itoring the i appropri 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 license.

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

{g} Continued residency criteria for facilities
holding an extended congregate care license are
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described in Rule 50A-36.021, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, it was determined that, the facility failed to
provide an updated Resident Health Assessment
{AHCA Form 1823) to reflect resident change in
condition for 1 of 2 sampled residents (Resident
#1)

The findings included:

During an interview on at
approximately 11:40 AM Staff H (Health and
Wellness Director) was asked to provide
Resident #7's file.

Record review of Resident #7 with date of
admission on revealed a Health
Assessment (AHCA Form 1823) dated
, documented as follows:

a) Medical Diagnoses: Protein calorie
Type 2 {DM2)
b) Nursing treatment as: hospice service
¢) Special diet as: pureed
d) bedridden

)

e, B.ord, , left heel

Furthermore, review revealed third party
documentation (obtained at surveyors’
intervention) documented as follows:
a) Supplemental orders signed by Advanced
Practitioner Registered Nurse (APRN) and dated
. speech evaluation and treat to
upgrade diet diagnosis (DX) |, |
b) Supplemental orders signed by APRN and
dated , diet upgrade to reguiar with
thin liquids. Patient passed speech/swallow
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Continued From page 5
evaluation.
c) Supplemental orders signed by Physician and

dated
evaluate and treat for

An observation on between 8:15 AM
and 8:35 AM surveyor observed Resident #7
drinking juice using a straw. During an interview
on at 8:19 AM this Surveyor asked
resident's wife if Resident #7 was on a special
diet and she stated pureed diet and sometimes
soft food like oatmeal.

Furthermore, she was asked if her husband had
any mobility while in bed and she stated very
minimum. Resident's wife was asked if her
husband had any | on his left heel,
she stated it is getting better and hospice was
taking care of.

During an interview on at
approximately 10:50 AM Staff H, was asked if she
was aware of the significant changes going on
with Resident #7 and she stated no. Staff H
stated she was going to coordinate with hospice
going forward to make sure that the Health
Assessment (AHCA Form 1823) gets updated.

Class il

59A-36.007(6) FAC Resident Care - Third Party
Services

{6) THIRD PARTY SERVICES,

{a) Nothing in this rule chapter is intended to
prohibit a resident or the resident's rspresemative
from independently arranging,

paying for services provided by a third paﬁy of the

A010

A031

AHCA Form 3020-0001

STATE FORM

EXKO11

i coninuastion sheet 6 of 15



PRINTED: 02/17/2028

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11969008 B WING 01/13/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1537 NE CEDAR 8T
THE CABANA AT JENSEN DUNES
JENSEN BEACH, FL. 34857
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) T CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A031] Continued From page 6 A031

resident's choice, including a licensed home
health agency or private nurse, or receiving
services through an out-patient clinic, provided
the resident meets the criteria for admission and
continued residency and the resident complies
with the facility's policy relating to the delivery of
servioes in the facility by third parties. The
facility's policies must require the third party to
coordinate with the facility regarding the
resident's condition and the services being
provided.

{b) When residents require or arrange for
services from a third party provider, the facility
administrator or designee must allow for the
receipt of those services, provided that the
resident meets the criteria for admission and
continued residency. The facility, when requested
by residents or representatives, must coordinate
with the provider to facilitate the receipt of care
and services provided to meet the |

resident's needs.

{c) The administrator or designee must ensure
that:

1. Care coordination includes documented
commuinications about the resident's condition
and response fo treatment or services ordered by
the physician which may impact the resident's
appropri for continued resi inthe
facility;

2. Communications occur at least once every 30
days and whenever there is a significant change
in the resident's condition; and

3. ¥f physician ordered treatments or services
oceur less often than once a month,
communications must be conducted according to
the ordered treatment or service schedule and
whenever there is a significant change in the
resident's condition.

4. When communication with the third party
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provider is unsuccessful, at least two attempts at
communication on two separate days must be
documented. Documentation must include the
name of the person from the third party provider
with whom contact was attempted, the method of
communication, and the date and time of the
attempts. This documentation must be included
in the resident's record in accordance with the
timeframes in subparagraphs 59A-38.007(6)(c)2.
and 3.
{d) If residents accept assistance from the facility
in arranging and coordinating third party services,
the facility's assistance does not represent a
guarantee that third parly services will be
received. If the facility's efforts to make
arrangements for third party services are
unsuccessful or declined by residents, the facility
must inctude documentation in the residents’
record explaining why its efforts were
unsuccessful. This documentation will serve to
its & with this i

This Statute or Rule is not met as evidenced by:
Based on interview, record review and
observation, the facility failed to keep
documented communication from Third Party
services, that were ordered by the physician for
treatment and/or service for 1 of 1 sampled
resident (Resident #7).

The findings included:

During an interview on

approximately 11:40 AM with Staff H (Health and
Wellness Director) she was informed to provide
Resident #7's file and documentation for his
Third-Party services (hospice).

Record review of Resident #7 with date of
admission on revealed a Health
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Assessment (AHCA Form 1823) dated

, docurnented as currently on hospice
service. Further review revealed no
documentation for hospice admission order date
and no documented communication from third
party services in his file.

During an interview at approximately
9:35 AM surveyor met with resident's wife, and
she was asked if Resident #7 receives visits from
hospice and she stated yes. Resident's wife
stated that her husband gets weekly visits from
hospice (nurse and aide)

During an interview on at
approximately 2:30 PM team of surveyors met
with the Administrator and Staff H, they were both
informed the facility did not have documented
communication from third party services
{hospice) available for review at the time of
survey, No additional information was provided.

Class #Hl

A084 59A-36.011(8) FAC 429.52(6), FS Training - A0B4
Assis Self-Admin Meds & Med Mgmt

59A-36.011
{6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT, Unlicensed
persons who W|II be provtdmg assistance wuth the
as in
rule 59A-36.008, F., A C.. must mest the training
requirements pursuant o section 429.52(6), F.S.
prior to assuming this responsibility. Courses
provided in fulfilment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
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reqmrements W|th respect to the supervision,

, and of
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medxcatlons the nmpcﬁance of
taking icati as p 1 of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Trammg shall
include ions of proper
including techniques for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

{b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to:

1. Read and understand a prescription label;

2. Provide assistance with self-administration in
accordance with section 429.256, F.8., and rule
59A-36.008, F.A.C., including:

a. Assist with oral dosage forms, |
forms, and , s and
dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

c. Recognize the need to obtain clarification of an
“"as needed" prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident’s health care provider or facility

dosage
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emptoyer of inability to assist in the administration
of such orders;

e. Complete a medication observation record;

{. Retrieve and store medication;

g. Recognize the general signs of adverse
reactions to medications and report such
reactions;

h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and . that are prefilled by the
manufacturer by taking the medication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for seif-injection;

i. Assist with :
j.Usea to perform
testing;

k. Assist residents with
and continuous positive airway pressure (CPAP)
devices, excluding the tifration of the

levels;

1. Apply and remove stockings and
hosiery;

m. Placement and removal of . bags,
excluding the removal of the L or
manipulation of the site; and,

n. Measurement of . s rate,
temperature, and , rate.

{c) Unlicensed persons, as defined in section
429.256(1)(b}, F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 6 hour training,
must oblain, annually, a minimum of 2 hours of
continuing education training on providing
assistance with seif-administered medications
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided online.

{d) Trained unlicensed staff who, prior to the
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effective date of this rule, assist with the
self-administration of medication and have

4 hours of assi
with self-administration of medication training
must complete an additional 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (8)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures listed in
sub-subparagraphs (6)(b)2.h.-n.

429.52

{6) Staff assisting with the seif-administration of
medications under s. 428.256 must complete a
minimum of 6 additional hours of training
provided by a registered nurse or a ficensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure unficensed staff who provided

i with self-admin icat
had sucoessfully completed a minimum of 6
hours of initial training, 1 of 2 sampled staff (Staff

The findings included:

During an interview on at
approximately 9:45 AM Staff G (Assistant
Administrator) was asked to provide employse file
for Staff D {Caregiver/Medication Technician}
containing required training.

Review of the facility’s personnet file for Staff D
with hire date of revealed she had
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2-hour updated medication fraining dated

. However, an Initial 6-hour training
prior to assist with self-administration of
medication was not in her file at the time of
record review.

During an interview on at
approximately 2:30 PM team of surveyors met
with the Administrator, she was informed of
unticensed staff (Staff D) providing assistance
with seff-administered medications without the
required Initial 8-hour fraining. She acknowledged
the findings. No additionat documentation was
provided,

Class #ll

A0S0, 59A-36.011(11) FAC Training - A0S0

(11

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding .
{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c) Training shall consist of the information
included in rule 58A-36.009, FA.C.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, it was
determined that the facility failed to ensure direct
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care staff had compietion of 1-hour fraining for
Yfor 3outof 4
sampled staff (Staff B, C, and D).

The findings included:

During an interview on at
approxirately 9:45 AM with Staff G (Assistant
Administrator) she was informed to provide
employee files for Staff B, C and D containing
their required training.

1)Review of the facility's personnel file for Staff B
{Memory Care Unit nurse) with hire date of
revealed training dated
, certificate documented training
duration for .50 (30 minutes) and .25 (15
minutes). Therefore, 1-hour required training was
not completed.

2)Review of the facility's personnel file for Staff C
(Careglver Medication Technician) with hire date
revealed training dated
, certificate documented training
duration for .50 (30 minutes) and .25 (15
minutes), Therefore, 1-hour required training was
not completed.

3)Review of the facility's personnel file for Staff D
{Caregiver /Medication Technician) with hire date
of revealed training dated

, certificate documented training
duration for .50 (30 minutes) and .25 (15
minutes). Therefore, 1-hour required training was
not completed.

During an interview on at
approximately 2:30 PM team of surveyors met
with the Administrator, she was informed of the
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items i above, She the

findings. No additionat documentation was

provided during the survey.

Class #Hl
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