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Initial Comments.

A complaint investigation (complaint numbers
2019008027 and 2019010512) was conducted at
Viltas of Casa Celsest, The on in
conjunction with a revisit to complaint
{complaint numbers 2019000958 and
2019001733) and monitoring visit for compliance
with emergency power plan, The facility had
deficiencies at the time of the visit.

429.26(7) FS; 58A-5.0182(1) FAC Resident Care
- Supervision

429.26

{7) The facility must 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 shall arrange, with the appropriate health
care provider, the necessary care and services o
treat the condition.

58A-5.0182

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 58A-5.020,
F.AC.

(b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
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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
change.

(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
additional services.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide proof residents’ health care
providers, family members, and power of attorney
{POA) were notified after residents sustained

for one (Resident #5) of one resident record
reviewed for required notifications.

Findings included:

A review of resident records was conducted on
. Areview of Resident #5's record showed
incident reports dated at 2:45 PM,
at 9:00 AM and 1:00 PM, and at
3:15 PM, all indicating that the resident sustained
{photographic evidence obtained). The
review of the incident reports revealed that
Resident #5's health care provider and family
OA were not ing the
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An interview was conducted with the
Administrator at 4:49 PM on concerning
Resident #5's incident reports concerning
and fack of required notifications of the resident's
health care provider and family member/POA.
The Administrator was unable to provide proof
that Resident #5's health care provider ad family
member/POA were notified of the series of
Class Ill
A 055 58A-5.0185(6) FAC Medication - Storage and A D055

88=D| Digposal

{8) MEDICATION STORAGE AND DISPOSAL.
(a} In order to accommodate the needs and
preferences of residents and 1o 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 apariments 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 fist of all medications
being stored pursuant to such a request;

3. The ication is ined and

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;
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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
8. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in rule 58A-5.0181, FA.C.
(c) Centrally stored medications must be:
1. Kept in & locked cabinet; locked cart; or other
iocked storage receptacie, room, or area at alt
times;
2. Located in an area free of dampness and

, except thata i
requiring i ion must be kept
Refrigerated medications must be secured by
being kept in & 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
pill-organizers, assisting with self-administration
of ication, or inisterd ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed.
{d) Medication that has been discontinued but
has not expired must be returned to the resident
or the resident's representative, as approptiate,
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.
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{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
at least 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
i3 ions that have been 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 rule 64B16-28.870, F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that residents’ medications were
kept in a locked cart or area at all times for 2
{Resident #11 and Resident #2) of two residents
sampled that required assistance with

if-admini ications and

administration.
Findings included:

A med review was conducted at 11:00 AM on

- Areview of Resident #11's medication
observation records {(MORs) showed that the
resident was to be provided Ensure H.
Vanilta-Drink the contents of 1 can by
three times a day.
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Staff D was interviewed at 11:06 PM on
concerning Resident #11's Ensure H.
and Staff D stated that they had given Resident
#11 the tast one available this morning. Staff D
stated that they were not sure if Resident #11's
{ong term care provider was notified to provide a
refill of the Ensure

An interview was conducted with the Food
Service Director on at4:02 PM. The Food
Service Director stated that they found Resident
#11's Ensure H. in the resident's room.

Areview of Resident #2's health assessment
form dated indicated that the resident
required icati inis fon (ph

evidence obtained). A review of a document
called Communication Form, dated

indicated that Resident #2 stated that staﬂ‘ did not
provide all medications and the local police were
called {photographic evidence obtained).

The Administrator was interviewed at 5:48 PM on
concerning the Communication Form and
Resident #2's medications. The Administrator
stated that Resident #2 thought their
were missing and the resident was
self-administering. The Administrator stated that
Resident #2 put the medication in to another
bottle,

Class Ili

A 058 58A-5.0185(7) FAC Medication - Labeling and
$8=D| Orders

{7) MEDICATION LABELING AND ORDERS.
{a) The facility may not store prescription drugs
for seff-administration, assistance with

ADBS

A056

AHCA Form 3020-0001
STATE FORM

s

Hos1

f continuation sheet 6 of §




Agency for Health Care

PRINTED. 08/14/2019

FORM APPROVED

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

AL11963781

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY

COMPLETED

07/30/2019

NAME OF PROVIDER OR SUPPLIER

VILLAS OF CASA CELESTE (THE}

9225 82ND
SEMINOLE,

. FL 33777

STREET ADDRESS, CITY, STATE, ZIP CODE
AVENUE NORTH

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

A056

Continued From page 6

self-administration, or administration unless they
are properly labeled and dispensed in
accordance with chapters 465 and 499, F.S,, and
rule 64816-28.108, 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
the resident’s health care provider. The new
directions must promptly be recorded in the
resident’'s medication observation record. The
facliiity may then obtain a revised label from the
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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

drugs that are di by a health

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
p iption drugs are not di inthe
manufacturer's labeled package, they must 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,
6. 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 health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
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order.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that prescriptions for residents
that receive assistance with self-administered
medications were available and refilled in a timely
manner for one (Resident #11) of two residents
observed during a medication review.

Findings included:

A medication review was conducted on
beginning at 11:00 AM. A review of Resident
#11's medication observation records (MORs)
showed that the resident was to be provided
Ensure H. Vanitia-Drink the contents of 1
can by three times a day.

Staff D was interviewed at 11:06 PM on
concerning Resident #11's Ensure H.
and Staff D stated that they had given Resident
#11 the last one available this moming. Staff D
stated that they were not sure if Resident #11's
managed care provider was notified to provide a
refilt of the Ensure H.
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