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Initial Comments.

A complaint investigation (complaint number
2022010112 and 2022008752 ) was conducted at
Professional Home ALF Inc on &

- Deficiencies were identified at the
time of the survey.

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

{6) MEDICATION STORAGE AND DISPOSAL.
{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
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 list of all medications
being stored pursuant to such a request;

3. The ication i and dos

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
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6. The facitity's rules and regutations require
central storage of medication and that policy has
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; locked cart; or other
locked storage receptacie, room, or area at alf
times;
2. Located in an area free of dampness and

., except that a i
requiring must be kept
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
pifi- j assisting with ini
of or inisterd . Such
staff must have ready access to keys or codes to
the medication storage areas at afl times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed.
{d) ication that has been di: i 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 health 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
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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).

{fy Medications that have been abandoned 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 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 maintain centrally stored, and over the
counter medications, kept in a locked cabinet,
iocked cart, or other locked storage, room, or
area at all times.

Findings included:

On at 7:05 AM, observed the
medication closet located in the facility's hall,
unlocked; the closet had medications stored for
all residents.

On at 7:40 AM, the administrator

confirmed that the medication closet was
unlocked.
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59A-36.012(2) FAC Food Service - Dietary
Standards

(2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans, 2010,
which are incorporated by reference and
available for review at:

hitp/iwww. firules.o asp?No
=Ref-04003, and the current summary of Dietary
Reference Intakes established by the Food and
Nutrition Board of the tnstitute of Medicine of the
National Academies, 2010, which are
incorporated by reference and avaltable for
review at:
hitp:/fiom.edu/Activities/Nutrition/SummaryDRis/~
‘media/Fi tivity%20F il ition/DRIs/New
%20l DRI%20Values %20 yTable
$%2014.pdf. Therapeutic diets must meet these
nutritional standards to the extent possible.

(b} The residents’ nutritional needs must be met
by offering a variety of meals adapted fo the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes, For facilities with a
ticensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c} All reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule,
The annual review must be documented in the
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facitity files and include the original signature of
the reviewer, registration or license number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or mere meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facitity for 6 months.

(e} Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facifities that offer residents a varisty of food
choices through a setect menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facitity must document a resident's refusal
to comply with a therapeutic diet and provide
notification to the resident's health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
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purposes of

resident, must be on

meal is served.
Finding include:

AL7:17 AMon

food and the beginning of a morning meal.
Intervais between meals must be evenly
distributed throughout the day with not tess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen faciliies,
snacks must be offered at least once per day.
Snacks are not considered fo be meals for the

.. the time between meals.

(g} Food must be served atiractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaplive equipment if needed by any

{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents fo serve, must be on

at all imes. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration, Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observations, record review and
interview, the facility failed to provide a
substitution with an item of comparable nutritionaf
value during breakfast. The facility failed to note
the changes to the menu before or when the

, observed the facility

had a current menu inside the kitchen and in the
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common area.

A review of the facility posted menu dated
to , showed that on
, the following items for breakfast:

1. Juice

2. Drycereal

3. One slice of bread with margarine

4. Eggs

5. Mik

In an interview with Staff B on at7.17
AM, Staff B stated that the residents received the
following ftems for breakfast: coffee with milk,
pread with margarine, and oatmeal. Staff B stated
that the residents did not received eggs this
morning and no substitution provided. The
change from dry cereal to catmeal and the lack of
eggs were not noted in the posted menu.

Ir an interview with Staff A (Administrator) on
at 8:33 AM, Staff A stated that "l gave
scramble eggs to the residents”.

I an interview with Resident #8 on at
8:35 AM, the resident stated this morning there
was no eggs. The facility has never provided
eggs in the morning.

In an interview with Resident #9 on at
8:45 AM, the resident stated that for breakfast he
had: bread and butter, coffee, and catmeal.

In an interview with Resident #4 on at
8:55 AM, the resident stated that the facility never
serves eggs in the morning.
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Continued From page 7

429.27( ) FS; 59A-36.013(2) FAC Fiscal -
Resident Trust Funds

429.27

{3} A facility, upon mutual consent with the
resident, shall provide for the safekeeping in the
facility of personaj effects not in excess of $500
and funds of the resident not in excess of $500
cash, and shall keep complete and accurate
records of alt such funds and personal effects
received. If a resident is absent from a facility for
24 hours or more, the facifity may provide for the
safekeeping of the resident's personal effects in
excess of $500.

{4} Any funds or other property belonging to or
due to a resident, or expendable for his or her
account, which is received by a facility shall be
trust funds which shall be kept separate from the
funds and property of the facility and other
residents or shall be specifically credited to such
resident. Such trust funds shall be used or
otherwise expended only for the account of the
resident. At least once every 3 months, uniess
upon order of a court of competent jurisdiction,
the facility shall furnish the resident and his or her
guardian, trustee, or conservator, if any, a
complete and verified statement of all funds and
other property to which this subsection applies,
detailing the amount and items received, together
with their sources and disposition. In any event,
the facitity shall furnish such statement annually
and upon the discharge or transfer of a resident.
Any governmental agency or private charitable
agency contributing funds or other property to the
account of a resident shalf also be entitied to
receive such statement annually and upon the
discharge or transfer of the resident.

(5} Any personal funds available to facility
residents may be used by residents as they

A123
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choose to obtain clothing, personat items, leisure
activities, and other supplies and services for
their personal use. A faciiity may not demand,
require, or contract for payment of all or any part
of the personal funds in satisfaction of the facility
rate for supplies and services beyond that
amount agreed to in writing and may not levy an
additional charge to the individual or the account
for any supplies or services that the facility has
agreed by contract to provide as part of the
standard monthly rate. Any service or supplies
provided by the facility which are charged
separately to the individual or the account may be
provided only with the specific written consent of
the individual, who shall be furnished in advance
of the provision of the services or supplies with
an itemized written statement io be attached to
the contract setting forth the charges for the
services or supplies.

59A-36.013

(2) RESIDENT TRUST FUNDS. Funds or other
property received by the facility belonging to or
due a resident, including personal funds, must be
held as trust funds and expended only for the
resident's account. Resident funds or property
may be held in one bank account if a separate
written accounting for sach resident is
maintained. A separate bank account is required
for facility funds; co-mingling resident funds with
facility funds is prohibited. Written accounting
procedures for resident trust funds must include
income and expense records of the trust fund,
including the source and disposition of the funds.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain documentation of all funds
received and furnish the resident a complete and
AHCA Form 3020-0001
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Continued From page 9

verified statement of all funds, detailing the
amount received together with their sources and
disposition for one out of seven residents.

Findings include:

Acreview of Resident #2's record showed the
resident was admitted to the facility on

The health assessment dated

showed a medical history and diagnoses of

On at 10:05 AM, the Administrator
stated the facility is the payee of Resident #2.
She said Resident #2 received the stimulus
checks. We gave the money to him, and he
signed a receipt." She said the facility had a
change of ownership and the previous records
were kept in a storage.

On at 10:20 AM, Resident #2 stated
he receives $54.00 monthly, and he manages his
money. He said he did not receive the stimuius
checks.

The administrator was unabie to provide
documentation that Resident #2 received the
stimulus checks for $1200.00, $600.00, and
$1400.00.
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59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to

section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are rogintained in good

working order.

{b} Pursuant to section 429.27, F.S., residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the fumishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with a mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. o ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

tamp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facilities must make availabte linens and

personal laundry services for residents who

require such services. Linens provided by a

facliity must be free of tears, stains and must not

A152
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be

This Statute or Rule is not met as evidenced by:
Based on observations, and interview, the facility
failed to maintained free of hazards and ensure
that all existing architectural, mechanical,
electrical, and structural systems, and
appurtenances are maintained in good working
order.

Finding include:

At approximately 7:10 AM on B
observed that severai walls in the facility were
damage. A floor tile was missing. It was also
observed that a light fixture on the ceiling was
broken. Observe in the laundry room, a closet
containing hazardous substances was
unsecured. The substances included Wonder
Cleaner and Bleach.

In an interview with Staff Aon at
approximately 12:30 PM, Staff A acknowledged
repairs need fo be done to the walls light fixture,
tiles, and hazardous substances need to be
secured.
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