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Initial Comments.

A Standard Biennial survey was conducted at Lizi
Home Care ALF. on . Deficiencies were
identified at the time of the survey.

59A-36.008(6) FAC Medication - Storage and
Disposal

{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;

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

6. The faciiity's rules and reguiations require
central storage of medication and that policy has
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been provided to the resident before admission
as required in Rule 59A-36.006, F.A.C.

{c} Centrally stored medications must be:

1. Kept in a locked cabinet; focked cart; or other
focked storage receptacle, room, or area at all
times;

2. Located in an area free of dampness and
abnormal . except that a i
requiring must be kept refrigs
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 imes; 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
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Continued From page 2

abandoned and may disposed of in accordance
with paragraph (f).
{f icati 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 retum

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

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that all medications were centrally
stored and kept in a locked cabinet, locked cart,
or other locked storage receptacte, room or area
at all times for 8 out of 6 residents.

Findings included:

On at 7:00 AM in the the idining room
area was the unlocked cabinet where all the
medication for the 6 residents were kept.

On at 7:10 AM Yamile stated, " have
the medication cabinet unlocked because usually
the administrator is the one who comes and

assist the residents with their medication.”

Class Il

59A-36.019(3) FAC Emergency Mgmt - Plan
Implementation

{3) PLAN IMPLEMENTATION.
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{a) All staff must be trained in their duties and are
responsible for implementing the emergency
management plan.
{b} If telephone service is not available during an
emergency, the facility must request assistance
from local faw enforcement or emergency

in

communication.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that ali staff were trained in their
duties and would be responsible for implementing
the emergency management plan. Staff B and C
were unable to operate the generator.

Findings Included:

On at 7:20 AM was observed generator
Avenger Series DY 5000LX portable generator
cover in the yard..

On at 7:25 AM Staff B attempted to tumn
on the generator, but did not know how to start
the generator.

On at7:25 AM Staff B stated; "l do not
know how fo run this thing, usually the
administrator is the one who runs it every month."
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408.813(3) FS Administrative Fines; Violations

408.813 Administrative fines; violations.-As a
penalty for any violation of this part, authorizing
statutes, or applicable rules, the agency may
impose an administrative fine.

{3) The agency may impose an adminisirative
fine for a violation that is not designated as a
class 1, class |l, class lil, or class  violation.
Unless otherwise specified by law, the amount of
the fine may not exceed $500 for each violation.
Unclassified violations include:

{a) Violating any terr or condition of a ficense.
{b) Violating any provision of this part, authorizing
statutes, or applicable rules.

(c) Exceeding licensed capacity.

{d) Providing services beyond the scope of the
ficense.

{e) Violating a moratorium imposed pursuantto s.
408.814.

{f) Viclating the parental consent requirements of
s. 1014.06

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview the assisted living facility failed to obtain
a licensure capacity increase prior to providing
services for one out of seven residents. The
faciiity provided services to resident outside the
current licensed capacity of 6 Residents.

Findings included:

On at 7:00 AM observed Room# #4,
which was closed. Staff B stated, "That is my
room but right now | have there Resident #7, he
is a day care, but | put him there to rest."

On at 7:00 am Resident #3 was
observed in bed cover with a blanket and he
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stated, "close the door, it is still very early to get
up."-

A review of the admission and discharge log
revealed that there were only 6 residents
admitted to the facility. Resident #7 was on the
admission and discharge log as day care.

Areview of the resident record showed that
Resident #7,was admitted on . There
was a contract for admission dated and signed by
the resident's daughter/Power of Attorney.

On at 8:05 AM during a phone interview
with the son he stated, "yes my father has been
fiving in that house since of this year, | am
very happy with the care that they provide to my
father in that place. | go to see him twice a month,
but my sister Is the one who goes almost every
day."
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