Agency for Health Care

PRINTED. 08/14/2019

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11963781

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY

COMPLETED

R
07/30/2019

NAME OF PROVIDER OR SUPPLIER

VILLAS OF CASA CELESTE (THE}

9225 82ND
SEMINOLE,

STREET ADDRESS, CITY, STATE, ZIP CODE

AVENUE NORTH
. FL 33777

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

o]
PREFIX
e

(xe
COMPLETE
DATE

{A000)|

(A 00T}
58=D

Initial Comments.

Arevisit to complaint {complaint numbers.
2019000958 and 2019001733) was conducted at
The Villas of Casa Celeste on in
conjunction with a complaint investigation
{complaint numbers 2019008027 and
2019010512) and monitoring visit for compliance
with emergency power pian. A deficiency was
found to be uncorrected at the time of the survey.

429.26(11) FS; 58A-5.0181(1} FAC Admissions -
Criteria

429.26

{11} No resident who requires 24-hour nursing
supervision, except for a resident who is an
enrolled hospice patient pursuant to part . of
chapter 400, shall be retained in a facility licensed
under this part.

58A-5.0181

{1) ADMISSION CRITERIA.

{a) An individual must meet the following
minimum criteria in order to be admitted to a
facility holding a standard, limited nursing
services, or fimited mental heaith license:

1. Be atleast .-

2. Be free from signs and symptoms of any
communicable that is likely to be
transmitted to other residents or staff. An
individual who has .

{ ) may be admitted to a facility,
provided that the individual would otherwise be
eligible for admission according to this rule.

3. Be able to perform the activities of datly living,
with supervision or assistance if necessary.

4. Be able to transfer, with assistance if
necessary. The assistance of more than one
person is permitted.
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5. Be capable of taking medication, by either
self-administration, assistance with
self-administration, or administration of
medication.

a. If the resident needs assistance with
self-administration of medication, the facility must
inform the resident of the professional
quatifications of facility staff who will be providing
this assistance. If unlicensed staff will be
providing assistance with self-administration of
medication, the facility must obtain written
informed consent from the resident or the
resident's surrogate, guardian, or attorney-in-fact.
b. The facility may accept a resident who requires
the administration of medication if the facility
exploys a nurse who will provide this service or
the resident, or the resident's fegal
representative, designee, surrogate, guardian, or
attorney-in-fact, contracts with a third party
ticensed to provide this service to the resident.

6. Not have any special dietary needs that cannot
be met by the faciiity.

7. Not be a danger to self or others as
determined by a physician, or mental heaith
practitioner licensed under chapter 480 or 491,
F.8.

8. Not require 24-hour licensed professional
mental health treatment.

9. Not be bedridden.

10.Nothaveany |, or4, A
resident requiring care ofa

may be admitted provided that:

a. The resident either:

(1) Resides in a standard or fimited nursing
services licensed facility and contracts directly
with a licensed home health agency or a nurse to
provide care; or

(11} Resides in a limited nursing services licensed
facility and care is provided by the facility
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pursuant to a plan of care issued by a health care
provider;

b. The condition is documented in the resident's
record and admission and discharge logs; and,

¢. If the resident’s condition fails to improve within
30 days as documented by & health care
provider, the resident must be discharged from
the faciiity.

11. Residents admitted to standard, limited
nursing services, or limited mental heaith
ticensed facilittes may not require any of the
following nursing services:

a. airway management of any kind,
except that of continuous positive airway
pressure may be provided through the use of a
CPAP or bipap machine;

b. Assistance with o

c. Monitoring of gases,

d. Management of post-surgicat drainage tubes
and vacuum devices;
. The administration of
facility; or

f. Treatment of surgical '
unless the surgical or and the
underlying condition have been stabilized and a
plan of care has been developed. The plan of
care must be maintained in the resident's record.
12. In addition to the nursing services fisted
above, residents admitted to facilities holding only
standard and/or fimited mental health licenses
may not require any of the following nursing
services:

products in the

or

and performed

a . v .
in the facility;

b. .. performed in the facility.
13. Not require 24-hour nursing supervision.

14. Not require skilled rehabilitative services as
described in rule 59G-4.280, FAC.

15. Be appropriate for admission to the facility as
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determined by the facility administrator. The
ini must base the ination on:

a. An assessment of the strengths, needs, and
preferences of the individuat;
. The medical examination report required by
section 429.26, F.S., and subsection (2) of this
rule, if available;
©. The facility's admission policy and the services
the facility is prepared to provide or arrange in
order to meet resident needs. Such services may
not exceed the scope of the facility's license
unless specified elsewhere in this rule; and,
d. The ability of the facility to meet the uniform
fire safety standards for assisted living facilities
established in rule chapter 69A-40, F.A.C.
{b} A resident who otherwise meets the
admission criteria for residency in a standard
ficensed facility, but who requires assistance with
the administration and regulation of portable

.. orassistance with routine , care
of site - placement, may be admitted
to a facility with a standard license as long as the
facliity has a nurse on staff or under contract to
provide the assistance or to provide training to
the resident on how to perform these functions
themselves.
{c} Nursing staff may not provide fraining to
unlicensed persons, as defined in section
429.256(1)(b), F.S., to perform skilled nursing
services, and may not delegate the nursing
services described in this section to certified
nursing assistants or unficensed persons. This
provision does not restrict a resident or a
resident's representative from Jwitha
ticensed third party to provide the assistance if
the facility is agreeable to such an arrangement
and the resident otherwise meets the criteria for
admission and continued residency in a facility
with a standard license.
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{d) An individual enrolled in and receiving hospice
services may be admitted to an assisted living
facility as long as the individual otherwise meets
resident admission criteria.

{e) 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 facility
failed to ensure that residents admitted for care
and services met the assisted living facifity's
(ALF} admission criteria for cne (Resident #2) of
six residents sampled.

Findings included:

Areview of resident records conducted on

showed a health assessment form for
Resident #2 dates {photographic
evidence obtained). The health assessment form
indicated that Resident #2 required medication
administration.

Areview of medication observation records
{MORs) was conducted on for Resident
#2. The review of Resident #2's MORs showed
that 22 of 23 medications prescribed did not show
documentation that the medications were
provided (photographic evidence obtained).

An interview was conducted with director of
nursing (DON) at 5:12 PM on concerning
Resident #2's MORs and documentation showing
that the resident did not take numerous
medications on multiple days in a row. The DON
reviewed Resident #2's MORs and agreed that
there were numerous gaps indicating that the
resident did not take their medications. The DON
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was unable to provide an explanation as to why
the resident did not receive their medications.

An interview was conducted with the
Administrator at 5:48 PM on concerning
Resident #2's health assessment form indicating
that the resident required medication
administration. The Administrator reviewed the
health assessment form and agreed that it stated
that the resident required medication
administration and that the facility utilized
unlicensed staff for assistance with

if- ini ion. The i or stated that
Resident #2 self-administered their medications,
The Administrator then presented a form entitied
Facifity/Physician Telephone Communication
Form dated . signed by a physician, that
read, "ALF to Administer all meds.” {photographic
evidence obtained).
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