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AQCQ] Initial Comments

A complaint investigation #2021011495 was
conducted at Windsor at Celebration on and

. Deficiencies were identified at the time
of survey.

A010 429.26( .) FS; 59A-36.006(4) FAC Admissions -
88=D| Continued Residency

[+]

429.26 Appropriateness of placements;
examinations of residents.-
{1) The owner or administrator of a facility is
ible for ining the appropri

of admission of an individual to the facility and for

ining the conti appr of
residence of an individual in the facility. A
determination must be based upon an evaluation
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
infaw or rule related to admission criterfa or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of
appropri for ission 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 facility may admit or retain a resident who
requires the use of assistive devices.
{c} A facility may admit or retain an individuat
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
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Continued From page 1

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 facifity 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 (c), a
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
upervision. For of this the
term "bedridden" means that a resident is
confined to a bed because of the inabifity to:
a. Move, turn, or reposition without total physical
assistance;
b. Transfer to a chair or wheelchair without total
physical assistance; or
¢. 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 to 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) A resident may not be moved from one facility
to 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 depariment.
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{3) A physician, physician assistant, or

practice registered nurse who is employed by an
assisted fiving 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 follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facility must be the same as the criteria for

ission. As part of the continued resi
criteria, a resident must have a -to-
medical examination by a health care provider at
ieast 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 AHCA Form
1823, which is incorporated by reference in
paragraph (2)(b) of this rule and must be

in with that N

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.
{b) A resident requiring care of a

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care provider,
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 health care
provider, the resident must be discharged from
the facifity.
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{c}A , it 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 licensed
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 legal
representative if applicable, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
facility, develops and implements a
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

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

{d) The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at alf times.
{e) A hospice resident that meets the
quatifications 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
ficense and total help with the activities of daity
tiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professional ficensure or training.

(g} Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, F.A.C.
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This Statute or Rule is not met as evidenced by:
Based on record review, observation and
interviews the facility admitted and retained 1 of 5
residents (#4) who exceeded residency criteria,
was unable to transfer, and had an

Findings:

Resident #4 was admitted in and
had a health assessment report dated
that listed diagnoses of a broken ., not

and . According to the report
she needed total care in transfers, bathing,
toileting, transferring and was wheeichair
dependent. Supervision was needed with eating;
assistance was needed with . and
grooming. According to the report she also
needed administration of medications.

In an interview with the Director of Nursing on

at 10 AM who said there was no
updated or revised health assessment available
for resident # 4.

In an interview with the administrator on
at 11:30 AM who offered no comment.

Home heaith notes dated indicated
the resident was admitted to home health
services for caretoa, feft heel
that was
Con(mued home health care no(es revealed a
assessment tool that listed the followmg
measurements for the left heel |

-3 cm (centimeters) by 4 cm x 0.1 dept

-3x4x0.1
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-3x5x0.2
~-3x4x02
-2x2x02-
- 1x1x01
-15x.5x.75
Home heaith nursing notes indicated the
foliowing:
indicated that a debridement of the
B was done on that visit. The
was re-staged as an error had
been done. The pressurewas a . ..,
-~ The nurse described the area as a
. on the left lateral | area of
feft .
-the | was
Class Il
A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
88=D| . Supervision
429.26
{7} The facility shall notify a licensed physician
when a resident exhibits signs of or
, 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 occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity must notify the resident's representative or
designee of the need for health care services and
must assist in making .., for the
AHCA Form 3020-0001
STATE FORM e 7MB711 If continuation sheet 6 of 15
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Continued From page 6

necessary care and services fo 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 to 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 to the facility.

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

{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, F.AC.

{b} Daily observation by designated staff of the
activities of the resident white on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general 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, health 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

A025

AHCA Form 3
STATE FORM

20-0007

s

7MBTT

If continuation sheet 7 of 15




Agency for Health Care

PRINTED: 10/20/2021

FORM APPROVED

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

AL 11969388

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

09/29/2021

NAME OF PROVIDER OR SUPPLIER

1370 CELEBRATION BLVD
CELEBRATION, FL 34747

WINDSOR AT CELEBRATION

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG 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

A025| Continued From page 7

additional services.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to provide care and services appropriate to
the needs of 1 of 5 sampled residents (3) and
withheld a medication without a healthcare
provider's order.

Findings.

Resident record review for resident #3 revealed a
health assessment report dated that
tisted . . and
. . . according to the report

she needed assistance with self-administration of
medications. The | Medication
Observation Record (MOR) listed 50 mg
and indicated on dng {drug not given) - low

. - s was blank on .The
review revealed no evidence to confirm there was
a healthcare provider's order to hold the
medication.

In an interview with the DON on at 11
AM who said she had spoken with the nurse who
held the medication and said that it was common
sense to hold P medication if the

s was low. There was no
healthcare provider's order to hold the medication
available.

Class Il

A 055 59A-36.008(6) FAC Medication - Storage and
88=D| Disposal

{8) MEDICATION STORAGE AND DISPOSAL.

A025
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Continued From page 8

{a) In order to accommodate the needs and
preferences of residents and to 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 apartments if either the room is kept
focked 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
facitity must maintain a list of all medications
being stored pursuant to such a request;

The ication is ined and do d
by the heaith 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;
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 59A-36.006, F.AC.
(c) Centrally stored medications must b
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 that a i

ADBS

AHCA Form 3
STATE FORM

20-0007

s

7MBTT

If continuation sheet 9 of 15




Agency for Health Care

PRINTED: 10/20/2021

FORM APPROVED

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

AL 11969388

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

09/29/2021

NAME OF PROVIDER OR SUPPLIER

1370 CELEBRATION BLVD
CELEBRATION, FL 34747

WINDSOR AT CELEBRATION

STREET ADDRESS, CITY, STATE, ZIP CODE

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

AD55

Continued From page 9

requiring refri ion must be kept refrig
Refrigerated medications must be secured by
being kept in a 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 inisteri 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 fo the resident
or the resident's representative, as appropriate,
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 heaith care provider.
{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

ADBS
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by the administrator or designee with one
witness.
{g) Facllities that hold a Special-ALF permit
issued by the Board of Pharmacy may retum

i icinal drugs to the di: i
pharmacy pursuant to Rule 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observations records review and
interview the facility failed to ensure medication
that was discontinued, but not expired, was
returned to the resident. Discontinued medication
that has not expired must be returned to the
resident or the resident's representative, as
appropriate, or may be centrally stored by the
facility for future use by the resident at the
resident's request. If centrally stored by the
facifity, the discontinued medication must be
stored separately from medication in current use,
and the area stored must be marked
“discontinued medication."

Findings:
Individual staff interviews revealed the following:

Interview on at 10 AM staff G who said the
director of nursing (DON) kept the discontinued
locked, in her office.

Interview on at 10:50 staff | said
discontinued medications were "wasted" by 2
nurses, using a drug disposal product. The
disposal was documented on the confrolfled drug
record, scanned to the computer and it became
part of the resident’s chart. Staff | added the
DON came at times and took discontinued
medications out of the cart. She had a key.

Interview at 3:340 staff J said the DON kept
AHCA Form 3020-0001
STATE FORM e 7MB711 # continuation sheet 11 of 15
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the discontinued

Interview at 11:30 PM staff K said she would
remove discontinued medications from cart and
foliow the facility's protocol.

Interview on at 9:20 with the director of
nursing (DON) who said that overflow
medications were locked in a room. get
destroyed, using the drug disposal product. Non-
were thrown away. She added there
were not any discontinued drugs in the facility.

Review of the facility's disposition medication
policy indicated discontinued medications
indicated {non- and

medications) were to be desiroyed and noted on
the "discontinued/discharged medication
disposition form", which would be scanned and
became part of the resident's record. The policy
indicated "Return to family or legal authority only
if resident is moving from community”.

Class i

A 078 59A-36.010(2) FAC Staffing Standards - Staff
$8=D
(2) STAFF.

{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without

a break in service from one facility to another

ADBS
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Continued From page 12

when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
pasis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annuat
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a i , such individual
must be immediately removed from duties untif a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b}) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and experit
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
quatifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 59A-36.011, F.AC.
{d) An assisted living facility Lo
provide setvices to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility

A078
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Continued From page 13

and the staffing agency or contractor must
specifically describe the services the staffing
agency ot contractor will provide to residents.

{e) For facifities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on cbservations, record review and
interview the facility failed to ensure staff were
qualified to perform their assigned duties
consistent with their level of education, training,
preparation, and experience and aliowed an

unli staff (H) to admini ications to
1 of 5 sampled residents (#4).

Findings:

Resident #4 had a health assessment report
dated that listed diagnoses of broken left
whot Land . According

to the report she needed total care total in
transfers, bathing, toileting, transferring and was
wheelchair dependent. Supervision was needed
with eating; assistance was needed with

and grooiming. According to the report she also
needed administration of medications.

The Medication Observation
Record (MOR) listed the following medications
and contained the initials of staff H, an unficensed
staff. ., 81 mg daily - 21
20 mg at bedtime -,
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indicated-given.

an unlicensed staff.

s /and

Class Il

5 PM. The page of the MOR

25 mg one at bedtime

The MOR listed the foliowing
medications and contained the initials of staff H,

20 mg and

25 mg one at bedtime on . s

In an interview with the director of nursing on

at 11 AM who said the unlicensed staff
had fogged on the computer, but the nurse gave
the and used the unlicensed staff fog in.
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