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A Complaint (2012008569) Investigation Survey
was completed at Celena’s Senior Care with
Limited Nursing Services (LNS) and Limited
Mental Health (LMH) component. There were
deficiencies identified at the time of survey.

A 0!(3;7 58A-5.0181(1) FAC Admissions - Criteria A007
§8=

Admission Proced| , Al i of

P and Conti Resi y Criteria.

(1) ADMISSION CRITERIA. An individual must
meet the following minimum criteria in order to be
admitted to a facility holding a standard, limited
nursing or limited mental health license:

(a) Be atieast

{b) Be free from signs and sympioms of any
communicable : which is likely to be
transmitted to other residents or staff, however, a
person who has

() may be admitted to a facility,
provided that he would otherwise be eligible for
admission according to this rule.

(c) Be able to perform the activities of daily living,
with supervision or assistanice if necessary.

(d) Be able to transfer, with assistance if
necessary. The assistance of more than one
person is permitted.

{e) Be capable of taking his/her own medication
with assistance from staff if necessary.

1. If the individual needs assistance with
self-administration the facility must inform the
resident of the professional qualifications of
facility staff who will be providing this assistance,
and if unlicensed staff will be providing such
assistance, obtain the resident ' s or the resident '
§ surrogate, guardian, or attorey-in-fact ' s
written informed consent to provide such
assistance as required under Section 429.256,
F.8.
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2. The facility may accept a resident who requires
the administration of medication, if the facility has
a nurse to provide this service, or the resident or
the resident * s legal representative, designee,
surrogate, jan, or attormey-i t

with a licensed third party to provide this service
to the resident.

{f) Any special dietary needs can be met by the
facility,

{g) Not be a danger to self or others as
determined by a physician, or mental heaith
practitioner licensed under Chapters 490 or 491,
F.8.

(h) Not require licensed professional mental
health treatment on a 24-hour a day basis.
(i} Not be bedridden.
(yNothaveany _ .or4 pressure sores. A
residentrequiring care ofa  _ * pressure
may be admitted provided that.
1. The facility has a LNS license and services are
provided pursuant to a plan of care issued by a
physician, or the resident contracts directly with a
licensed home health agency or a nurse to
provide care;
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 licensed
nurse or physician, the resident shali be
discharged from the facility.
(k) Not require any of the following nursing
services:
1. Oral, L or
suctioning;
2. Assistance with tube feeding;
3. Monitoring of gases;

i positive p b ing

5, Trea{mem of surgical or wounds,

uniless the surgical or and the

AQ07
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condition which caused it have been stabilized
and a plan of care developed.
(1) Not require 24-hour nursing supervision.
{m) Not require skilled rehabilitative services as
described in Rule 58G4.290, FA.C.
{n) Have been determined by the facility

inistrator to be appropriate for admissi
the facility. The administrator shall base the
decision on:
1. An assessment of the strengths, needs, and
preferences of the individual, and the medical
examination report required by Section 429.26,
F.S., and subsection (2) of this rule;
2. The facility * s admission policy, and the
services the facility is prepared to provide or
arrange for to meet resident needs; and
3. The ability of the facility to meet the uniform
fire safety standards for assisted iiving facilities
established under Section 429.41, F.S,, and Rule
Chapter 69A-40, FAC.
(o) Resident admission criteria for facilities
holding an extended congregate care license are
described in Rule 58A-5.030, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the
assisted living facility failed to ensure that 1 out of

4 (#3) i met the
criteria. The facility failed to ensure that resident
#3 did not have three and

unstageable wounds to his left foot at the time of
admission. The facility failed to ensure that
resident #3 was able to preform activities of daily
living with at least assistance not with total care.

Findings include:
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| Record review found that resident #3 was
| admitted to the facility on and was
discharged on to Larkin Hospital.
ident #3's health which was date
stated that he had " left foot,
B { ) Sacral v
pogoadism,

Leukocytes it stated under Itmﬂanons total
assistance with activities of daily living (ADL's)
transfer and ambulation.

Record review found that the facility did not have
any written documentation from
| regarding resident #4's

, diagnesis of care,
hosplce evaluation, or hospltal admission.
Record review found that the facility did not have
any documentatlon that resident #3 received

care on his multiple wounds.

Record review found that Odyssey hospice
completed a pre-admission evaluation for
resident #3 on The evaluation stated
that resident #3 had "mulhple wounds

hips and left (L) foot". Record revuew
found that resident #4's function levels were
4=unable for ambulation, transfer, feeding,
dressing, bathing, and toileting. Record review
found that resident #4 had - on his left
(L) foot. The hospice's summary state: "patient
{ ) is appropriate for hospice services, needs
nursing home placement”,

Interview with one of the facility's owners on
at8:52 am. She stated the only
person who had wounds was resident #3 who
was under hospice but was at the facility for 3
days. She stated resident #3 was in rehab then
came to the facility, he was there 3 days. They
found out he had a ithatwas _ .or
AHCA Form 30200001
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A 056 58A-5.0185(7) FAC Medication - Labeling and
$$=D | Orders

(7) MEDICATION LABELING AND ORDERS,

{a) No prescription drug shall be kept or
administered by the facility, including assistance
with self-administration of medication, unless itis
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. identification of each medicinal drug product in
the container.

{b) Except with respect to the use of pilt

[ D as described in ion (2), no
person other than a pharmacist may transfer
medications from one storage container to
another.

(c) if the directions for use are * as needed " or
*as directed, * the health care provider shall be
contacted and requested to provide revised
instructions. For an " as needed ™ prescription,
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more from the hospice nurse, they sent him to
Larkin hospital. From Larkin hospital he .
she stated. She said that the facility did not
have any paper work for Jose.
On at 11:57 the owner stated that the
facility had no notes because everything was too
fast. On was covered when he
arrived, he did not have any orders. We called
the nurse, Avmed, and the rehab. Rehab did not
send any orders for care.
Class Il
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Continued From page 5

the circumstances under which it would be
appropriate for the resident to request the
dication and any limitations shall be
for example, " as needed for pain, not to exceed
4 tablets per day. " The revised instructions,
including the date they were obtained from the
heaith care provider and the signature of the staff
who obtained themn, shall be noted in the
medication record, or a revised labetl shall be
obtained from the pharmacist.
(d) Any change in directions for use of a
medication for which the facility is providing
with self inistration or

inistering medication must be panied
by a written medication order issued and signed
by the resident* s health care provider, or a faxed
copy of such order. The new directions shall
promptly be recorded in the resident ' s
medication observation record. The facility may
then place an " alert” label on the medication
container which directs staff to examine the
revised directions for use in the MOR, or obtain a
revised label from the pharmacist.
(e} Anurse may take a medication order by
telephone. Such order must be promptly
documented in the resident ' s medication
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed copy of
a signed order is acceptable.
{f) The facility shall make every reasonabie effort
to ensure that prescriptions for residents who
receive assis with seif- inistration of

icati dicati inistration are filled

or .
or refilled in a timely manner.
{g) Pursuant to Section 465.0276(5), F.S., and
Rule 64F-12.008, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be

A

kept in their original manufacturer ' s packaging,

056
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which shall also 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 shall be kept in a container that
bears a label containing the following:

1. Practitioner ’ s name;

2. Resident ' s name;

3. Date dispensed;

4. Name and strength of the drug;

5. Directions for use; and

6. Expiration date.

{h) Pursuant to Section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’ s heaith care
provider shall provide the resident with a writien
prescription, or a fax copy of such order.

This Statute or Rule is not met as evidenced by:
Based on observations and interview the assisted
fiving facility failed to ensure that for 1 out
of 4 (#1) sampled residents were labeled.

Findings include:

Observations on at 10:51 a.m. found
resident #1's pens but they were not label
with the instructions on use.

Interview with the home health nurse for resident

on . at 11:52 am. revealed that
Leon Medical sends it { )} to her in a paper
bag, she receives Lantus 38 units in the morning,
and he sees her once day.

Review and interview with the administrator and
the owner on :at 10:561 a.m. confirmed
that resident #1's Lantus pens did not
have labels on them. The owner stated on

AHCA Form 3020-0001
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{3) RESIDENT RECORDS. Resident records

shall be maintained on the premises and include:

{a) Resident demographic data as follows:

1. Name;

2. Sex;

3. Race;

4. Date of birth;

5. Place of birth, if known;

6. Social security number;

7. Medicaki and/or Medicare number, or name of

other health insurance 3

8. Name, address, and telephone number of next

of kin, responsibie party, or other person the

resident woukd like fo have nofified in case of an

emergency, and relationship to resident; and

9. Name, address, and phone number of heaith

care provider, and case manager i applicable.

{b) A copy of the medical examination described

in Rule 58A-5.0181, FAC.

{¢) Any health care provider ' s orders for

medications, nursing services, therapeutic diets,
, or other services to be

provided. supervised, or implemented by the

facility that require a health care provider ' s

order.

{d) A signed statement from a resident refusing a

therapeufic diet pursuant to Rule 58A-5.020,

F.AC.

{e) The resident record described in paragraph

58A-5.0182(1)(e), FAC.

{f) A weight record which is inifiated on
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at 11:52 a.m. that the facility did not

have the original bag that the came in

which had the label.

Class i
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admission. Information may be taken from the
resident ' s health assessment. Residents
receiving assistance with the activities of daily
fiving shali have their weight recorded
semi-annually.
(g) For facilities which will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 58A-5.0181, FAC., if
such consent is not included in the resident ' s
contract.
{h) For facilities which manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, the
required ication records maintained p
to Rule 58A-5.0185, F.AC.
{1} A copy of the resident * s contract with the
facliity, including any addendums to the contract,
as described in Rule 58A-5.025, FAC.
{j) For a facility whose owner, administrator, or
staff, or representative thereof serves as an
attorney in fact for a resident, a copy of the
monthly written statement of any transaction
made on behalf of the resident as required under
Section 429.27, F.S.
{k) For any facility which maintains a separate
trust fund to receive funds or other property
belonging to or due a resident, a copy of the
quarterly written staternent of funds or other
property disbursed as required under Section
42927 F.S.
(I} A copy of Alternate Care Certification for

. N ) Form,
CF-ES 1006, 1 1998, if the resident is an

recipient. The absence of this form shall not

be considered a deficiency if the facility can
demonstrate that it has made a good faith effort
to obtain the required documentation from the
Department of Children and Family Services.
{m) Doc ion of the appoi ofa

A162
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health care surrogate, guardian, or the existence
of a power of attorney where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required under Rule
58A-5.0181, FAC.
{o) For , O
single family homes that are desngnated for
independent living but which are licensed as
asssted living facilities solely for the purpose of
services fo resi in their
homes, when and if such services are needed,
record keeping on residents who may receive
meals but who do not receive any personal,
fimited nursing, or extended congregate care
service shall be limited to the following:
1. Alog listing the names of residents
participating in this arrangement;
2. The resident demographic data required under
this subsection;
3. The medical examination described in Rule
58A-5.0181, FAC,;
4. The resident ' s contract described in Rule
58A-5.025, F.AC.; an
5. A health care provider ' s order fora
therapeutic diet if such diet is prescribed and the
resident participates in the meal plan offered by
the facility.
{p) Except for resident contracts which must be
retained for 5 years, all resident records shali be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents shall be provided
a copy of their resident records upon departure
from the facility.
{q) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 58A-5.029,

A162
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58A-5.030 and 58A-5.031, F. A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observations, record review, and
interview the assisted living facility failed to have
doctor's orders for home health services and

for 2 out of 4 (#1 and #2) sampled
residents. The facility failed to have a record for
1 out of 4 (#4) sampled residents.

Findings include:

Observations on at 10:21 a.m. found
resident #2's in the refrigerator and the
{abel read {dispensed ) 15 units in
the morning and 12 units in the night.
Observations on ‘at 10:51 am. found
resident #1's pens but they were not label
with the instructions on use.

Record review found that resident #1 and
resident #2 did not have home health orders and
orders at the facility.

Interview with the home health nurse for resident
#1on ‘at 11:52 am. revealed that
Leon Medical sends it ) to her in a paper
bag, she receives Lantus 38 units in the morning,
and he sees her once day.

Interview wuth the administrator and the owner on
45 a.m. confirmed that the

facility did not have home health and

orders for residents #1 and #2.

Record review found that the facility did not have
arecord for resident #4. The facility's admission
and discharge log documented that resident #4

A162
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was at the facility from to
Interview with the administrator and the owner on
at 12:09 p.m. confirmed that the
faclility did not have a record for resident #4.
Class Hi
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FLORDA AGENCY FOR HEAITH CARE ADVINIS TRATION

Ré%’(\,ggg& Better Health Care for all Floridians EL%E%%EE#? K
, 2012
Administrator
Celena's Senior Care Re: CCR #2012008569
10601 Sw 142 Avenue
Miami, FL 33186
Dear Administrator:
This letter reports the findings of a state complaint survey that was conducted on 5, 2012 by

representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe.

Staff from this office will conduct a review after to verify that the necessary corrections are in

Place 1o correct the deficiencies identified on your survey. _

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
hitp://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
SN
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Field Office Manager
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